PERIODONTICS & IMPLANTOLOGY

PERIODONTICS

UREENVILLE

PATIENT INFORMATION DATE:
Name: Gender: M/ F DOB: Age:
Phone #: Height (ft): Weight (1bs): BMI (staff complete):

SURGICAL AND ANESTHESIA HISTORY

Have you ever had surgery before (LiSt DELOW)? .........c.coooiiiiiiiiiieiie ettt e st essaessaesseesaaessesnseenseensaens Y / N

Please list

Have you ever had anesthesia DETOTET ..........ccciviiiiiiiiiiereceeeee ettt s b e sreestaessbesseesssessseasnenseenseesseesnses Y / N

If ves, did you have any complications from anesthesia that you know of? (list:)

Has anyone else in your family had aa problem with anesthesia? ..........c.cccueiiiiiiiiiicieiicciccecee e e Y / N

MEDICAL HISTORY

General practitioner’s name: Phone #: Last Visit:

Do you see any other doctors/ SPECIalty PrOVIACTS?........ccciiiiiieeciieiie et eeeeestee et etteeebeeesaaeesteeetbeessseessseesssesesseesssesssseeanes Y / N
If ves, Who and why?
Do you see any doctors fOr pain ManNaZEIMENL?...........cccverieereerieerirertiereerrereestessesseeseesseessaesssessessseesssessessssssssessesssesssesssenns Y / N
If yes, Who and why?
Have you ever been hospitalized for any ilINess? ..........ccooiiiiiiiiiiiniieceeereeeeieeseereesseesseeseesseessessnesssessseenseenen Y/ N
If ves, When and Why?

If yes, Why and What?

ALLERGIES

List any allergies and reactions:

F N 1 s Tl 0 1 £ SRRSO Y / N

MEDICATIONS AND SUPPLEMENTS (please list ALL medications and supplements, including doses and frequency)
[] None

1. 7.
2 8.
3 9.
4. 10.
5
6

11.
12.

BONE/OSTEOPOROSIS/WEIGHT LOSS/DIABETIC DRUGS : (check one for each question)

Are you currently taking any bone loss/osteoporosis medications?
[JFosamax [1Boniva [1Zometa [JAredia [1Didronel [JReclast [IProlia [1Xgeva [INone Other
When was your last injection? How many injections have you had?

Are you currently taking any weight loss/diabetic medications?
[1Ozempic OWegovy OTrulicity [OMounjaro [OZepbound [Phentermine (Adipex) [ONone Other
What day of the week do you take your injections?




HEART/CARDIO (Please add any diagnoses not listed)

LUNGS/RESPIRATORY (Please add any diagnoses not listed)

High blood pressure........cooeevereeienienienieneeieseeeee e Y /N | AStRMA. e Y / N
Heart attack / MIL.....cccoooiiiiininiiincceeeceteccieee Y /N | INh@ALET oo Y / N
Heart diSEase.......c.ccveruiirererinenierieeene et Y /N | COPDuoiiiiiietee ettt e Y / N
Valve Problems. ........oouieverieiiriieeieeeee e Y / N | EMPhYSema.....ccoooiiiiiiiiieiieieeee et Y / N
Valve replacement.........c.ocvecvireeriierieniieiesiee e Y /N | DO YOU SNOTC....cuviuvieiieiieieiieieseeesteseaessessesesssesseessessessessenns Y / N
Pacemaker or defibrillator...........ccooeriininiiiiniiii Y / N | Sleep Apnea...(Central or ObStructive)........cccccevereereeneenenne Y / N
Chest pain / angina / palpitations............ccecerevrevereerriereennennenn Y / N CPAP ..ottt Y / N
Recently lost / gained weight without trying..........c.ccccceeeenee. Y / N | Chronic cough ......cccoooiiiiiiiiieiieeeee e Y / N
Shortness of breath................cooiiiiiiiiiiiiivivceeeeeee. Y /0 N | Recent cold of flU. ..o Y / N
Heart failure.........cocoevveeienieieieeeeeee e Y / N | Recent travel out of the country..........cooeveververereeciesienenenn Y / N
Rheumatic FeVer.......cccooviiiiiiiiiiieeeeeccee e, Y / N | Cigarette / cigars / smokeless / Vaping .........cccceeeeveerveceeenenne Y / N
Heart infection / endocarditis...........coecververiereenervenieeiennenn Y / N How much? _ packs per day..... How long?  years
Peripheral Vascular Disease...........cccoveeveeninneniennencencneens Y / N | History of tuberculosis (TB)...........coooeiiiiiiiiiiiii Y / N
Other? Please list: Pulmonary hypertension............ccoeceveeeenieienieieeeeeeeeeee Y / N
Difficulty breathing? .........cccccevvieriiiieneeiereceee e Y / N
Use oxygen at hOme?.........cccoceeieiieieiieeeceeeeeeece e Y / N
Other? Please list:
HEAD/NEUROLOGY/MUSCULOSKELETAL STOMACH/BOWEL/KIDNEY/LAB VALUES
SHIOKE. . ettt Y / N | Acid reflux / heart burn / peptic ulcer disease.............ccuennenn... Y / N
SeizUres / EPilepsy.....cccecveriecieriieiiieieiieeesie et D G A B I C 10 USSR Y / N
Debilitating headaches/Migraines ...........ccceeeevereeeeeneenne. Y / N | Irritable Bowel Syndrome .........ccccooceeienienenienenceienceeees Y / N
GlaUCOMA ...\ttt Y / N | History of C-Diff.......cccovmiieiiiieiiieieeeee e Y / N
Fainting ....oocvoviiiiiieie e Y /N | DI@DEES ...t e Y / N
ParkinSon’s ........eecvevveeiesiieieei et Y / N Do youuse insulin.............oooeviiiiiiiiiiiiie e, Y / N
Multiple SCIETOSIS ..vvevvveeieiierieeieeieieeree ettt Y / N | Peripheral neuropathy .........ccccecovevievieiieniniene e Y / N
Muscle diSOTAErS ......cc.eeveeriieiiniieieeieee e Y / N | Thyroid problems ........ccccoceeiriiiiieniniiiieeneene e Y / N
Arthritis....(Osteoarthritis or Rheumatoid) ...........cccccvenenen. Y / N | Prescribed steroids .......cccoveeeieriieieniieieniieieneeie et Y / N
Joint Replacement ..........cccooeeiinieniiiiniieeeeeeeeee e Y / N | Kidney problems.......cc.ccocereiiiiiniiinieeniienereeeee e Y / N
ANXiety / DEPIeSSION .....ccvevveeereriierieeiienieeieieeseneeseesenesesnnes Y / N | Liver problems .............ceoviviiviiniercienesceseesesieesesieeee. Y /N
Bipolar / Schizophrenia ..........cocoooeiiiiiniiiiieeeeee Y / N | Other? Please list:
Dementia / Alzheimer’s ..o, Y / N
Other? Please list:
BLOOD RELATED/INFECTIOUS DISEASE MISCELLANEQOUS
Blood diSOIder........ccuveiieieiieieseeeee e Y / N | Contact lenses or lasses .......ccceeeverrvecrirverieneeneereeneeseenenneas Y / N
ANCIINIA .ottt ettt Y / N | How much alcohol per week or N/A
(0733167 OSSOSO Y / N | Useof recreational drugs ............coooiiiiiiiiiiiiiiie., Y / N
Type: AUtOIMMUNE dISCASE ....vvevvenrieeieiieieeeeenieereieeieieeseesreeeaesenns Y / N
Radiation/Chemo (when): Type:
Sickle cell disease Or trait .........ceeveeveeceererereerieeeereeeeseeennes Y / N | Organ Transplant............ccccccereriereeieniiniieneeeeereeeeseesseseeennes Y / N
Infectious Disease (MRSA, VRE, etc.) ...........ccccceeevveeeeee.. Y /N | Other? Please list:
Hepatitis....Circle Type: A B C .o Y / N | WOMEN
HIV 01 AIDS....cooiiiiiiiiiiiiiiiicccceee Y / N | Are you taking birth control / contraceptives............c.cocovunee. Y / N
Religious beliefs that affect your decisions about blood..... Y / N | Is there a chance you could be pregnant..............ccccceevrrruennene. Y / N
Are you a blood donor.........cccoeveenieineenciniccnceeeeene Y / N | Are you breastfeeding. .......c.cocoeeereeieieicneeeeeeeeeieeeene Y / N

Other? Please list:

Other? Please list:

Authorization and Release: I certify that [ have read and understand the above information, and, to the best of my knowledge, all
questions have been accurately answered. I understand that providing incorrect information can be dangerous to my health. I authorize the
dentist too release any information including the diagnosis and the records of any treatment or examination rendered to me or my dependent
during the period of such dental care to third party payers and/or health practitioners.

Signature:

Date:




