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WOMEN ONLY 

Are you, or could you be, pregnant?                                ___   ___   ___

Are you nursing?                                                              ___   ___   ___

Taking birth control pills or fertility drugs?                        ___   ___   ___

Please (X) a response to indicate if you have or have not had any of the following:

                                                          YES     NO    DON’T KNOW                                                                            YES   NO   DON’T KNOW 

Abnormal Bleeding                            ___      ___   ___
                          Hemophilia
___   ___   ___

AIDS/HIV                                           ___     ___    ___                                  Hepatits, or liver disease                    ___   ___   ___

Anemia                                              ___     ___    ___ 
                                 Recurrent Infections                            ___   ___   ___

Arthritis                                              ___     ___    ___                                   Kidney problems                                ___   ___   ____

Asthma                                              ___     ___    ____                                 Mental Health Disorders                     ___  ___   _____

Blood Transfusion  (If yes, Date)      ___     ____   ____                                Night Sweats                                       ___   ___   ____

Cancer/Chemotherapy                      ___    ____   ____                                 Neurological Disorders                       ___   ___   ____

Caridovascular Disease :                  ___     ___     ____                                Osteoporosis                                       ___   ___   ____

  Angina __                           Heart Murmur __
                                             Respiratory Problems  
___   ___   ____

  Arteriosclerosis __              High Blood Pressure __                                    Severe Headaches/Migraines              ___   ___   ____

  Artificial Heart valves __    Low Blood Pressure  __ 
                                    Sexually Transmitted Disease 
 ___   ___   ____

  Congenital Heart Defects __    Mitral Valve Prolapse __ 
                             Sleep Disorder

 ___   ____  ____

  Heart Attack___                   Pacemaker ___                                                Stroke                                                  ___   ___   ____

  Rheumatic Heart disease ___                                                                       Systemic Lupus Erythematosus          ___   ___   ____

Chronic Pain                                       ___   ___   ____                                   Tuberculosis                                        ___   ___   ____

Diabetes                                             ___   ____  ____                                   Thyroid Problems                                ___   ___  ____

Dry Mouth                                           ___   ____  ____                                   Ulcers                                                  ___   ___   ____

Eating Disorder                                  ___   ____   ____                                   Excessive Urination                            ___   ____  ____

Epilepsy                                              ___   ____   ____                                  Do you have any other disease, condition, or problem not listed                                                   
G.E. Reflux                                         ___   ____   ____                                      above that we should know about?

Glaucoma                                           ___   ____  ____                                     ________________________________________________

NOTE: Patients are encouraged to discuss any and all relevant patient health issues prior to treatment.

I certify that I have read and understand the above, I acknowledge that my questions about inquiries set forth above have been answered to my satisfaction.  I will not hold my dentist or any other staff member responsible for any action they take or do not take because of errors or omissions that I may have made in the completion of this form.

   Signature                                                                                                                                                      date
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