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Cecchini & Cecchini, LLC

PATIENT MAME Birth Diate

Aough dental percrnel primarty freat e ara in and Around your MU, your mOUth ia a par of your entre body, Health problems that you may
have, of maedication thal you may ba aking, could hanss an imporiand imermelalionship with e destistrny you will recsive. Thank you for answering e
Soltraing Quastions.

fira you under a physician’s care now? (| Yes | ) Mo I yee, please suplain:

Harvn you evver bessn hospitalized or had a major opea®on? | | Yes | ) Mo If yes. pleass sxpisn:

Hirvan yeu inver Risd B sarious haad of neck injury™ | Yes | | Mo If yes, plaase explain:

Arm you taking any medications, piiis, or druga (| Yes () Mo if yes. please expial

[ you taios, or have you taken, Pher-Fan of FRedux? (| Yo [ Mo

(7] Yes () Mo

Hive you ever taken Fosamax, Bonihva, Aclonel or
othar medicaliona condaining

Are you on @ specinl diet? (| Yes || No

Do you use fobacco? (| Yes () Mo

[k i s conirolied subsinnceaT | | Yes | | Mo
Woman: A you —— - —_ — — —
PregrankTrying 1o gef pregnant? ' Yes No  Taking ol contaceptves? | Yes | Mo Hursing? || Yes (| No

Are you aliergic io any of the foliosing?
Othee I yas, plaase sxpiain:

Do wonl have, o havwe you had, any of the following?

KIDEMN Poasve Vel ) Mo | Clortatets M [} Vs () e | Hemophis s | Mo | Rsdabon Trestmesis Yau || No
Alrhesmars Dissasn Wem | | o | Disbeies 0 You ) N | Hepatin A, () s () Mo | Piscand Wekghl Loss | ¥eu || No
Arapryian I Wes( | Mo | DesgAddcson ) Wes || be | Hepaitis B oor & ) ¥ea () Mo | Penal Distin Yom [} Mo
Anamin Wen | Mo | Essly Winded I Yo || o | epes L0 ¥ew () Mo | Areumatic P ' Weu [} No
Angna You | Mo | Emphysess () Wes i) Me | HighiBlood Pressure | | Yes | Mo | Abeumstem 1 ¥em | Mo
Arrataions ¥es ) Mo | Eplepsy or Satheres ives i M | vighCrolesiest ) Yes | Mo | Scarel Feve i} Yee )Mo
Arsiom! Hear! Vake (1 ¥mm i) No | Exomssive Blesding ) e (b ha | s o Flash () ¥em ) Mo | Shingles Ve [ ) e
Amshost o “iWes | | Mo | Excessie Thm () Wea | Mo | Mygogyoema Yo () Mo | Gickie Coll Dismans (Yo (N
Aarina Ve | Mo | Fandng SpeluDizseses’ | Yea | Mo | imeguir Mewtasl | Yes | ) Mo | Sim Troutls ) Yeu [ ) Na
Bigxcd Dinmaan Yeu | Mo | Feeguen Cough () Wes )b | MidneyProslems () Yes || Mo | Spine Bifide ) Weu [ &
Blood Transfuson Wou | Mo | Fieguen Disrtes (0 Yes i No | Leckerss Wes | Mo | Somschinkestne Dessss (| Yes | Na
Breateng Profsem (Wm0 Mo | Freges Hesiaches Ve | Me || L Disssss ' Wes ) Mo | Stoss _'_-‘I"ll__.!ﬂﬂ
Hrztin Esniy Yeal Mo | Genital Hepes [ Wea( b Mo | LowBiood Pressuse | ) Yes || Mo | Sweling of Limbs (! Yea [ | Ha
Cancer Yeu | Mo | (Glasooma () Wem () Mo | Lung Dissass | You || Mo | Thyeokl Disesss (L} Yom (| e
Chemcihenay e [ b | Hay Fever ) Wem | ) Mo || vl Vb Prolapea ) Vs ) N | Tonsite L) You (_} o
Cheat Paies 1 Yew ) M i ¥es | | o | Owsteoporosis | s ) Wy | Tubmemuosls L0 Yom L) g
Cokd SorseFaver Bisiers || Yes || Mo " Yem (Mo | Puinindmwdonis () Yes (| o | TUmO o Growthe ™ . o
Corgerital e Daonder | Vs ) Mo Mo | PamSwrokl Dessss ) Yos || Ho [Py — s '!'--':Nu
Crarrubusn | Yeu | Mo Mo | Pwmhiorc Cam 1Y R | e s T e

ave you eer Bad By secious ress not Bsled aboveT | Yes ) No

Commanis.

To tha bast af my knowlodge, the questions on Tis lorm have been accuratoly answersc. | Lnderstand hat providing incomect information can be
danganous. o my (o patienl's) health [ is my respanddity 1o ik the dental offics of any changes in redical sabs.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE




