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Hearn I"! story 

Patient name _____________________ _ 

N 

N 

N 

N 

N 

N 

N 

N 

N 

N 

N 

N 

N 

N 

N 

N 

N 

N 
N 

N 
N 

N 

N 

N 

N 

N 

Do you have a dental cond1t on that causes pain or d scornfo,f' :'.xp,a :"I ----------

Have you had problems w,tn prior denta treatmerit"' Exp,ain· --------------

Has there been a change .n your nealtn w thin tne last year? Exp!a1r. ---------

Have you had a serious Illness o' oeen hosp ta 1z�d w �n n tne a::.t 2 year::. ? Exp din. _____ _ 

Allerg1es/sens1t1v1ty to meo1cat1ons, ocal andrnet cs, mC>tals or at...x ? Specify --------

Are you pregnant or nursing? Due date ______ _ 
History of Bisphosphonate use (example Fosamax. Xgeva. ,., a - c"r - a· "

-. ast. Xg1::V3 aio ZC1'e:r. i Spec fy· ----------------------­
Any Heart Cond1t1ons (example Heart attacK, hea•t murmu•. p•osthet c neart va ve)) Specify: 

Lung Cond1t1ons/Resp1ratory Problems (exampfe Asthma, COPD)'? Specify.----- ---

Kidney Disease or L.ver D1�e..:i1:,e (eg Hep,n1t,.,, C rrho"1" '<;p..-c1'y 
Diabetes' Insulin dependant? v / N 
B eed1ng Problems (eg Anemia, Hemoph l1a)? Spec fy ----------------­
Fa,nttng spells or seizures? Spec fy: 
Tumors/Cancer? Location, date of d1agnos1s'? ---------------
Rad1at1on Treatment? Site., --------------------------
Chemotherapy? End date7 ____ _ 
HIV or AIDS? Viral Load -------
Art1fic1al Joint? Type of JOtnt (eg. sho.1lder ... nee, nip) /date of surgery 
Neurologic Disorder� (eg. ribromyalg1a)7 Expld111. ------------------­
Sinus Problems? 

Headaches (monthly or more)' How often? _____________ _ 
Syphilis, Gonorrhea, Herpes? Specify·-----------------------­
Tobacco 1n any form? rlow often. tor how many years? 

A coho!' How often, for how many year!> ? ----------------------
a Have you ever been diagnoc;i>d with Alcohol c;m? YI N 

Do you use recreational Drugs' Type'-----------------------
Psychiatric Care? Diagnosis? (eg B1po ar, Depn>c;c;,on Sch 1ophrPn a) __________ _ 
Medication List· 

Is there addit onal 1nformat1on aoou� your genera nealth we snould know ) 

Signature------------------------ Date---------


