
HEALTH HISTORY

Name Date _

Are you currently receiving care? No Yes If yes, nature of care: _

Please list all the names and phone numbers of the physicians who are currently providing you care:
1.
2.
3.
4.

Are ou takin an of these medications?
Pre-medication before dental treatment? No Yes Ta amet@(cimetidine) or Priiosec<Klorne razole)? No Yes
Antacids? No Yes Cardizem (diltiazem) or Calan, Isoptin No Yes

(Vera amil)?
No Yes Serzone (nefazodone) No Yes
No Yes Diflucan (fluconazole) or Sporonox No Yes

(itraconazole)
No Yes
No Yes

No Yes
No Yes

Please list any medications you are currently taking:
1. 2.
3. 4.
5. 6.

Please list any dietary or herbal supplements you are taking, and for what purpose:
7. 8.
9. 10.
II. 12.

YesNoAbnormal Blood Pressure? (Please circle)
Have you ever received a diagnosis of "high blood pressure"?
What is your normal blood pressure? S /D Today: _

For how long?

er week?

No
No
No
No

Yes
Yes
Yes
Yes

Dietarv Restrictions Food Allergies

Sugar in vour diet (circle one): none slif!ht moderate hif!h


