
.---------------------- Medical Information ---------------------,

Indicate which of the following you have had or have at present. Circle uYes or No" to each item. Please answer ALL questions. 
High/Low Blood Pressure ................... Yes / No 
Heart Murmur ................................... Yes / No 
Mitra I Valve Prolapse ......................... Yes / No 
Rheumatic Fever .•............................. Yes / No 
Heart Disease or Attack ...................... Yes / No 
Heart Pacemaker ............................•.. Yes / No 
Congenital Heart Disease ..•................. Yes/ No 
Angina Pectoris ................................ Yes / No 
Heart Surgery ................................... Yes / No 
Heart Failure .•.•.•.••........................... Yes / No 
Artificial Heart Valve ......................... Yes / No 
Stroke ............................................. Yes / No 
Cortisone Medicine ............................ Yes/ No 
Arthritis .......................................... Yes/ No 
Artificial Joints ................................. Yes/ No 
Have you taken appetite suppressants 

including Fen-Phen? ...................... Yes/ No 
• If yes, have you had an

echocardiogram? ........................ Yes/ No 
Hepatitis A (Infectious) ..................... Yes/ No 
Hepatitis B (Serum) .......................... Yes/ No 
Hepatitis C. ...................................... Yes / No 
Liver Disease/Disorder ....................... Yes / No 
Yellow Jaundice ............................. : .. Yes/ No 
Kidney Disease/Disorder ..................... Yes / No 

Cancer ............................................. Yes/ No 
Tumors ............................................ Yes/ No 
Chemotherapy .................................. Yes / No 
Radiation Therapy .....•....................... Yes / No 
Have you received or are you currently receiving 

medication known as bisphosphonates 
(for example, IV Zometa, Aredia, 
Fosamax, Actonel, or Boniva)? 
Yes/ No 
• Have you noticed any changes in

your mouth or jaws? ................... Yes / No 
• Have you had any jaw pain

or toothache? •.......................... Yes/ No 
• Have you noticed any foul smell, swelling

or discharge in your mouth? ........ Yes/ No 
Blood Transfusion ............................. Yes / No 
If yes, what year? ________ _ 
Hemophilia ...................................... Yes / No 
AIDS ............................................... Yes / No 
Sickle Cell Disorder ............................ Yes / No 
Anemia ............................................ Yes/ No 
Bruise Easily .................................... Yes / No 
Herpes ............................................ Yes / No 
Venereal Disease ............................... Yes / No 
Cold Sores/Fever Blisters .................... Yes / No 

Tuberculosis ..................................... Yes / No 
Emphysema/COPD ............................. Yes/ No 
Asthma ............................................ Yes/ No 
Do You Use Tobacco? ......................... Yes/ No 
Chronic Cough .................................. Yes/ No 
Sinus Trouble •............•.........•........... Yes/ No 
Hay Fever ......................................•. Yes / No 
Allergies or Hives ....•......................... Yes/ No 
Diabetes .......................................... Yes / No 
Thyroid Disorder ................................ Yes / No 
Migraines ......................................... Yes/ No 
Glaucoma ......................................... Yes / No 
Epilepsy or Seizures ........................... Yes / No 
Fainting or Dizzy Spells ...................... Yes/ No 
Nervous Disorder ............................... Yes / No 
Ulcers ............................................. Yes/ No 
Do You Drink Alcohol? ....................... Yes/ No 
If yes, how much? ________ _ 
Eating Disorder ................................. Yes / No 
Drug or Alcohol Addiction ..•............... Yes / No 
Are You Pregnant? ............................• Yes / No 
If yes, how many weeks? ______ _ 
Are You Nursing? ............................... Yes/ No 
Are You Taking Birth Control Pills? .......• Yes/ No 
(Antibiotics may nullify effective contraception) 

Please list all drugs and medications you are currently taking:

If you have ever been seriously ill or hospitalized, please explain: 

Indicate which of the following drugs to which you may be allergic or sensitive. Circle yes or no for each item. 
Penicillin ......................................... Yes/ No Codeine or other narcotics .................. Yes/ No 
Erythromycin .................................... Yes/ No Aspirin ............................................ Yes/ No 
Tetracycline ..................................... Yes/ No Demerol.. ......................................... Yes/ No 
Sulfa Drugs ...................................... Yes/ No Sedatives ......................................... Yes/ No 
Other Antibiotics .............................. Yes / No Other Pain medication ....................... Yes / No 
Do you have or have you had any disease, condition, or problems not listed? ..................... Yes / No 

Local Anesthetics .............................. Yes/ No 
Non-Steroidal Drugs .......................... Yes / No 
Anti-Inflammatory Drugs .................... Yes / No 
Latex .............................................. Yes / No 
Metals ............................................. Yes/ No 

If yes, please explain: ________________________________________ _ 

1. I understand the above information is necessary to provide me Mth dental care ;n a safe and efficient manner. I have answered all
questions truthfully and to the best of my knowledge.

2. The undersigned hereby authorizes doctor to order x-rays, study models, photographs, or any other diagnostic aids deemed appropriate to
make a thorough diagnosis of the patient's dental needs.

3. I understand that all responsibHfty for payment for dental services provided in this office for myself or my dependents is mine, due and
payable at the time services are rendered unless other arrangements have been made.

4. I understand that it is my responsibiUty to advise your office of any changes in the information contained in this form.
5. I authorize release of any information relating to my insurance claims and I hereby authorize payments of the dental claim to 

Dr. Bruce W. Johnson if arranged prior to treatment.

Patient Signature _______________________________ Date __________ _ 

Print Name _____________________________________________ _ 

Parent or Responsible Party ___________________________ Date __________ _ 

Reviewed by Doctor Date __________ _ 
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