Today’s Date Patient’s Name Birth Date

. [/

Name of person completing form (if different from patient) and relation to patient

Please answer the following questions to the best of your ability, realizing that true and accurate answers are important to the delivery of quality of care.
All information will be kept confidential.

3k kddkskkx ko k¥ pLEASE ANSWER BY CIRCLING Y (Yes) or N (No) FOR EACH INDIVIDUAL QUESTIQN**kskskkoksksonsok

1. Areyou in good health? Y N
2. Has there been any change in your general health in the past Year? ... s s Y. N
3. Date of last check up by physician:
4. Are you currently under @ PhySICIaN’s CAre?. ... s ssiassssssassssnsasasensaes Y N
if so, what for?
Treating Physician’s Name: Phone Number:
5. Have you had a stroke, heart attack, or joint replacement in the last Six MONHS? ..., Y N
If so, describe and give approximate dates:
6. Have you ever had intravenous sedation or general anesthesia? ... s s s s Y N
Were there any adverse effects? ......ciererererecsemmesesinersesnenes . Y N
7. Do you generally tolerate dental treatment WEII? ... et i ssssnms e ssssss s ses sssssssss s snssasavessaserense Y N
8. DO YOU HAVE OR HAVE YOU EVER HAD:
A. Heart disease that was detected at birth? .. retersetras s s e s e R T eE SR Tae See s e R Aue e SRE SRR SRS b SRR RS sE bR SRR R0 Y N
B. Rheumatic fever or Rheumatic heart drsease" eesrerenens Y N
C. Cardiovascular disease (chest pain, heart trouble, heart attack coronary artery dlsease, hrgh
blood pressure, stroke, palpitations, heart surgery, angioplasty, pacemaker)? ... Y N
D. Lung Disease (asthma, emphysema, chronic cough, bronchitis, pneumonia, TB, shortness
OF Dreath, SEVEIE COUEN)T ....cucieerierercrtsrscesensmsesssssosseesessessssersessrasenssssstssasssssss sesssssnssstsedsesshssesssserssas sessss ssesienas ssbabssbsstsas smasensonon s Y N
E. Neurologic Disorders (selzure, epllepsy, farntmg, dlzzmess, Nervous diSOrder)? ......eeeeanesissnsnsens Y N
F. Blood Disease {bleeding disorder, anemia, blood transfusion, do you bruise easrly)? ....................................................... Y N
G. Liver Disease (JAUNICE, NEPALILIS)? ...crvvceerrrerrrensrmmssssossss st sssssssssssssnsine st sessssssssss sassassnsaassesssssisssssetsssssssse sessssas s sosseasmasnrssasses . Y N
H.  Kidney DiSase? .....ciusumsmmmsmismmmsssessmmimnsisese s Y N
I DIBDELES? . s s ssssnesnssssessessasens reveruers R R R et R A SRS RS R s SR RS R e e R Y N
J.  Thyroid Disease (hypothyroidism, TUMON)? ...t s sesssssss e sssses Y N
K.  Arthritis? (which joints?) Y N
L. Stomach ulcers or Intestinal problems? SR, . Y N
M. GIAUCOMAY evvtrecrreeecrneraresearssassssssnsssssasarssasssssensssssssessesessses sesoesane sbesstses sisess sodssssbssus sossessessss as sessesansansensesstsass snssnensssasves Y N
N. Frequent or recurring MOULH SOTES? ... s st ses s ssssesssssssstonsesss sessessassasessasssessssss osasssssseassssssenns Y N
0. Implants/artificial joints anywhere in your body? (heart valve, hip, KNee)? ... cesmssssisssssmnins s sssssessssresses Y N
- Date of surgery Name & Number of surgeon
P. Radiation (X-Ray treatment for cancer) in head and neck region? ... s Y N
Q. Noises in jaw joint, pain near ear when chewing, do you grind or clench teeth? ... Y N
R.  Sinus or Nasal ProblemMS? ... e smsmsssesss s ssesnsse st seasesesereseasss s Y N
S. Anydisease, drug, or transplant operation that has depressed your immune system? ..., Y N
T. Recurrent infections of any kind? ......cccvnernnnnsiniinns eetereetetsrresrera R et seR RS oS R ee R A e veE SR ERA SRS SRR SRS O SR SRR RS Sen R sebRRS S Y N
9. ARE YOU TAKING OR USING ANY OF THE FOLLOWING:
A, ANTIDIOTICS? cvuvererieeessnesesrossersrsesssnresssassensasensssssessssssssss seaseressess sobsesens e sss 408 s480 15080448818 SES 048 S8 S0F SRR SRS 00 bebmmaRES S04 S04SR SRR S0R SRS R0 b0t abnaRERO RIS nen Y N
B. Anticoagulants (blood thinNers)? .........cerverenmennsremmeresens . Y N
C.  Thyroid MediCAtIONS? ... emrernersesmmmersnsssssmmreresssssessssnsresessensrssassssss sssssssmssssses rverensaeeneessersrens Y N
D. Antihistamines, decongestants? .......c.c.... resesesransesonsnsnernsnens Y N
E. High blood pressure or heart MEdiCAtiON? ... s s s st s s s seaseassssssssss Y N
Fu  SEEIOIAS? wviiiiieiriisnmsisnsinsismsssessessissssessss siasssstsmsasss sessssssssas ssosse sessissas sessns sos sesass snbosa sessiesss shssss ot obe sassesmossesaes sobsas svtsussnsasnsassuesansssnensas Y N
G.  Tranquilizers, ANTIAEPIESSANTS? ....ccvuereererrerirmcsntrermmsesss sessis essissssestas st ssssas s sessssass sasssssasass sonsesnasars s snassusas snsanensssns serssannanss Y N
H. Stomach or Gl medications (aNTACIHS, BLC.)? .uirirmmrimierm s et s e snasaasassonsersms s ssssessnans s Y N

->->->Please continue on other side of form

!

Dr. Alberto J Ambard, DDS, MS



I, ChOIESEErOl rEUCINE AIUGS? .....oceerier e eenreecasaseosnseressassssssesssssssssessssessssesessssssessnss svssesssssas sossessassassnsssessasss sesesssss sossesssssnssessaseen Y N
J.  Aspirin, ibuprofen, NSAIDS or anti-inflammatory drugs, narcotics, opioids, or other pain relievers? ... Y N
K. Weight reduction pills or diet aids (over the counter or “natural” products)? ............ Y N
L.  Vitamins, natural remedies, (ginko biloba, ephedra, ginseng, etc.) or other supplements? ... Y N
M. Marijuana, cocaine or other “recreational” drugs? ... e Y N
N. Any other regular medications, pills, supplements or drugs? Y N
PLEASE LIST ALL CURRENT MEDICATIONS HERE
10. ARE YOU ALLERGIC TO OR HAD A BAD REACTION FROM:
A. Local anesthetic (NOVOCAINE-IKE ATUBS)? ...cevererrerceenmensserecsessmesiessasssssssessssssssisessssesssssnssssansassssssssssessssssassssassensassssssnsessssasassnssssss Y N
B. Penicillin, Amoxicillin, Cephalosporins? ............ Y N
C.  Other antibiotiCs? ...t s e seesnssesasscessrssasererss Y N
D. Barbiturates, SBAAtIVES? wcvccerermrerreerurererersmmsnisnsisssesssmssssensssssasssssossses rssseren Y N
E.  Aspirin, ibuprofen, NSAIDS, or other pain medicines? .. Y N
F.  Codeine or other narcotics or opioids? ..... Y N
[T -1 (-3 OO Y N
H. Other allergies or reactions? ..........c.eomeremeescensnns Y N
If so, please list:
11. Do you have hay fever, frequent skin rashes, etc.? ... reeeeetersetnava e raseR ra e sE e e RO R e TR OR TSRO e R RUR LA SR T OR TEE POR eR BRSNS IEY SO R RO R SRR TR SRR bR ORS Y N
12. Do you use alcohol? How much per day? Y N
13. DO YOU SMOKE? .ccerisemsereererersensesserssnssensrsessssenes et srsees e s es e A L et he RS SR SRR eSS TS SE RS SRS SR SRR RRS PeESeA SRS RO PeESeseRSRRR ST SeROES Y N
What product and how many per day? For how long?
14. DO YOU CHEW tODBECO? ..o crrcrercrncrerereresereesesssensasessanssssmmasss ssssssesssss ses sessessassss sossessnssovasssassasassss sosaes For how long? Y N
15. Are you, or have you been, in a8 drug or alcohol reCOVEry Program? ... s ssesssssssmssns s ssssssssnss Y N
16. Do you have any other disease, condition or problem not listed above that you think the doctor should know about?........... Y N
17. Do you wish to talk to the doctor privately about anYthing? ... s s s s Y N
18. Any additional comments?
19. WOMEN
A, Are You taKing Dirth CONEIOI PIllS? ......cevecerereeresermerereseesesessesesssssssessssesssssssrsssssssessssererssssssasssersssssesonsess svssossasssssssarscsssessssessmsmsssas Y N
B. Are you pregnant, trying to become pregnant or any chance you mlght be pregnant? ... Y N
C.  Are YOU Breast fEEAING?T ...ciii st st ssssis st e ssssessasssssasssssssass s s sesses st s ssssesssssnasas a8 SRS R4S RRS SR SRR SeSSES PR RS oA s 8 sk Y N
D. Are you taking hormone replaCemEnt? ...t s s s s b s s s st ses R s e s b a0 Y N
I understand the importance of a truthful health history and realize that incomplete information may have an adverse effect
on my treatment. To the best of my knowledge, the information above is complete and accurate.
Date Signature of Patient/Guardian Doctor’s Initials

THANK YOU. Please return this form to the receptionist before completing others in this packet; do not write below this line.

Medical Update: | have reviewed my health history dated / / and confirm that it accurately states past and present conditions.

Exceptions:

Date Signature of Patient/Guardian Doctor’s Initials

Dr. Alberto J Ambard, DDS, MS



