




                                                                                                                                         
Please circle (Y) for “yes” or (N) for “no” for any of the following which may apply to you now or in the past: 

Y  N   Implant or Artificial Joint Y  N   Autoimmune Disease Y  N   Kidney or Liver Problems 

When? _____________ Y  N   Difficult Staying Awake Y  N   Epilepsy or Seizures 

Y  N   Anemia or Blood Disorder Y  N   Fatigue Y  N   Asthma/Inhaler use 

Y  N   Excessive Bleeding Y  N   Headaches or Migraines Y  N   Tuberculosis, Lung Problems 

Y  N   Depression Y  N   Head/Neck/Jaw Pain Y  N   Hepatitis A  B  C  D 

Y  N   Anxiety Y  N   Fainting or Blackouts Y  N   AIDS or HIV Infection 

Y  N  Heart attack  

Y  N  Chest Pain / Angina 

Y  N   Pacemaker 

Y  N   Heart Value Disorder 

Y  N   Stroke 

Y  N   High Blood Pressure 

Y  N   Dry Mouth 

Y  N   Mouth Breather 

Y  N  Cancer/Radiation/Chemo 

Y  N   Reflux, Ulcers, Heartburn 

Y  N   Difficult Swallow/Chewing 

Y  N  Diabetes 1  2  Gestational 

  HBA1C? ______________ 

Y  N   Tobacco / Vaping use 

Y  N   Drug/Alcohol Dependency 

Y  N  Endometriosis / Fibroids 

Y  N   Head Injury / Fall 

Y  N   Thyroid Disease 

Y  N    Sleep Apnea / Snoring 

Y  N   Car Accident 

Y  N    COPD  

Autoimmune Disorders  Please circle all that you have been diagnosed with: 

Hypo/Hyper Thyroid Celiac Hashimoto’s Vasculitis Addison’s Diabetes Sjogren’s 

Rheumatoid Arthritis Lupus Graves  Psoriasis Other_______________________________________ 

RELATED SYMPTOMS Fatigue Swelling  Dry Mouth Joint Pain Numbness/Tingling Malaise 

(Women) Are you currently pregnant? _______________ If yes, when are you expecting? ________________ 

Y  N   Has your physician advised you to take antibiotics before dental treatment?  Reason:    Heart Hip Other_______________ 

Do you have any family history of: (circle any that apply) 

Heart Disease                 Stroke                 Diabetes                 Early-Term Birth                 Cancer                 Dementia 

Have you had any surgeries or been hospitalized in the last 5 years?   □ Yes □ No 

If yes, please explain: _______________________________________________________________________ 

Physician’s name and phone: __________________________________________________________________ 

Circle if allergic to:  penicillin    antibiotics    sedatives     latex     codeine    metals     mint      other_________ 

Please list any drugs, medications, or vitamins you are currently taking: 
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