Name:

RHODE ISLAND PERIODONTICS
Health History

Email:

Please check off any medical conditions that may apply to you:

Date of Birth:

Today's Date:

Arthritis

Anemia

Blood Disease

Bleeding Disorder

Immunosupression

Cancer

AFIB

Bacterial Endocarditis

HIGH Blood pressure

LOW Blood pressure

Heart Disease

Rheumatic Fever

HIGH Cholesterol MitralValve Prolapse Pacemaker Heart Murmur
Cardiac Shunt Cardiac Stent Stroke TIA
Heart Valve Replacement Diabetes Dry Mouth Epilepsy/Seizures

HIV/AIDS

Joint Replacement

Kidney Disease

Liver Disease

Hepatitis Aspirin use Narcotic Addiction Asthma

Anxiety Depression Diabetes Respiratory Disorder
Osteoporosis Steroid use Stomach Disorder Tuberculosis
Thyroid Disorder Ulcers Radiation Therapy Sinus Disorder

Please clarity or list any additional medical conditions that you may have:

Please list all medications you are taking and give the reason you are using them-attach list if necessary

Medication

Reason

Allergies:

Allergy to Antibiotic

Allergy to Narcotics

Allergy to NSAIDS

Allergy to Latex

Allergy to Penicillin

Allergy local anesthetic

Allergy other

Please list any other allergies that you may have:

Have you had any recent surgeries, hospitalizations, or major illnesses?

or artificial joint replacement? If yes, what for and what antibiotic?

Do you require premedication with antibiotics prior to dental therapy for a heart condition

Have you EVER been treated with oral or intravenous medication for osteoporosis? If so, what medication
(Ex: Actonel, Aredia, Boniva, Didronel, Fosamax, Reclast, Skelid, Zometa, etc.) and for how long?







