
Patient Name: ____________________________________ Birth Date: _______________________

Are you under a physicians care now? Y N If yes, Please explain, _____________________

Have you ever been hospitalized / major operation? Y N If yes, Please explain, _____________________

Have you ever had a serious head/ neck injury, or radiation? Y N If yes, Please explain, _____________________

Have you ever taken Fosamax, Boniva, Actonel,

or any other medications containing bisphosphonates? Y N If yes, Please explain, _____________________

Do you use tobacco (including smokeless, vaping, etc.) or

marijuana? Y N If yes, Please explain, _____________________

Are you required to take antibiotics prior to dental appts? Y N If yes, Please explain, _____________________

Are you diabetic? Y N If yes, what was your last A1C? _____________

Are you taking any medications, pills or drugs, or OTC supplements? _______________________________________________


