5 W BRI

PATIENT NUMBER
PATIENT'S NAME
Last First Initial Date of Birth

CIRCLE THE APPROPRIATE ANSWER
1. Physician's Name Y

Aridisn COMMENTS
2. Are you under 8 PhySICIEN'S CAMAT ......cccoeercernererrressrereressermsmsssssrosessesssseeees T ES MO

Since when Why
3. When was your last complete physical exam?
4. Are you taking any medication? ............
5. Do you routinely take health related substances?
6. Are you allergic 1o any medicalions or SUBSIANCEST ... erceesiscncseeeesenenes TES NO
7. Do you have any other allergies? ............ s TS NG
8. Do you have any problems with penlmllnn amlb-al-cs anesmelncs

or other medications? _............. R e S e e e R SNC)
9. Are you sensitive fo any rnetals or Iatsx'? s T NDY
10. Are you pregnant or suspect you may I:uz'? ..... ...TES NO
11. Do you use any birth control medications? ............ ....YES NO
12. Have you ever been treated for or been loid yuu mught have a heaﬂ dusease° YES NO
13. Do you have a pacemaker or an arificial heart valve implant? ..........ccece....... YES - NO
14. Have you ever had rheumatic BVer? ... oiiniimeisssiesensness TES - MO
15. Are you aware of any DEam MUFMUES T ..o eemmsmsemmmsss sessssssasssesssssesssss ¥ES NO
16. Do you have high or low blood pressure? ... " -.YES NO
17. Have you ever had a serious iliness or major Surgew‘i STPURRPRO, J == J |

If =0, explain
18. Have you ever had radiation freatment, chemo treatment for a tumor,

growth or other condition? ............... S— | -
18. Do you have inflammatory dlS&&SE’S such as aﬂhn'tls or maumaﬂsm‘? — =
20. Do you have any artificial joints/prosthesis? ... - F— == (5
21. Do you have any blood disorders, such as anemia, Iaukamua a«tc" S = 4
22. Have you ever bled excessively after bemg cut or II'!]I.JIE(f:" YES NO
23. Do you have any stomach problems? ... Rl R I . YES NO
24. Do you have any Kidney problems? ... TES  NO
25. Do you have any Iver probEmMST .......cccviimmmmrmmmsismssinmsssssenssssnssssmesssssssennes | o3 MG
26. Are you diabetic? ... cieennn .. TES MNO
27. Do you have asthma? ............. e e bl
28. Do you have epilepsy or seizure disur‘ders‘? ..................................................... YES NO
29. Do you or have you had venereal disease? ... ..YES NO
30. Have you tested HIV POSIIVET ... smmsmans smssmsisassshssissns snsssssasiisnssmnsisosnnss ¥ £ MQ
31. Do you have AIDS? .......ceeenens PrTTRse e e |~ B,
32. Have you had or do you test pusmve Iur hwaa;:talm:ls‘II A ...YES NO
33 Do youor e o R T B T i v st s bR e b s SR ebe bbb e R ¥YES NO
34. Do you smoke, chew, use snuff or any other forms of tobacco? ..o YES NO
35. Do you consume alcoholic Beverages? ... i e ...YES NO
36. Do you habitually use controlled SubsSIENCEST ... imsnnnemssssmssnnnes Y £ MO
37. Have you had psychiatric ireatmant? .. ! . YES MO
38. Do you have any disease, condition, or pmbsern not In:e,temi7 il 80, e:plam
39. 1s there anything else we should know about your health that we have not covered in this form?
40. Would you like to speak 1o the Doclor privately about any problem? ..............YES NO
I CERTIFY THAT THE ABOVE INFORMATION IS COMPLETE AND ACCURATE
PATIENTS SIGNATURE DATE
DENTIST'S SIGNATURE = DATE

ANEST. MED. ALERT
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