
1. Have you had any medical care or surgeries within the past two years?.................................................................... Yes       No

Describe _________________________________________________________________________________

2. Are you currently taking any medication, drugs, pills, or herbal remedies, including regular dosages of aspirin? Yes       No

If Yes, please list:___________________________________________________________________________

_________________________________________________________________________________________

3. Do you use Tobacco/Nicotine in any form?           Smoke         Chewing          E-cigs/Vape        Other Form Yes       No

4. Have you ever taken bone loss prevention drugs such as Fosamax, Actonel, Boniva, or other similar drugs?..... Yes       No

5. Have you EVER had an ADVERSE or ALLERGIC reaction to any substance or medication?................................ Yes       No

If Yes, please specify ________________________________________________________________________

6. Have you ever been diagnosed and/or treated for Sleep Apnea? Yes       No

7. Do you have any of the following symptoms?       Daytime Sleepiness        Snoring           Waking Gasping for Air

8. Indicate which of the following you have had, or have at present. Check "Yes" or "No" to each item:

9. Do you have or have you had any disease, condition, or problem not listed?         Yes          No

10.

Patient/Guardian Signature ________________________________________________________________ Date ______________

Comments:

Provider Signature ________________________________________________________________________  Date _____________

I understand the above information is necessary to provide me with dental care in a safe and efficient manner.  I have answered all 

questions to the best of my knowledge.  Should further information be needed, you have my permission to ask the respective health 

care provider or agency, who may release such information to you.  I will notify the doctor of any changes in my health or medications.

          If Yes, please specify ___________________________________________________________________________________

Women: Are you Pregnant or think you could be pregnant?       Yes,  ___ Months          No        Nursing?        Yes          No


