
Medical Information
 


Patient’s name:____________________________________
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Are you having pain or discomfort at this time?..........................................................................................................................	YES    	NO


Have you been hospitalized in the past two years?......................................................................................................................	YES   	NO


Are you currently taking any medications?.....................................................................................................................................	YES       	NO


     If yes, please list:  ______________________________________________________________________________________________________


_________________________________________________________________________________________________________________________


Have you even taken appetite suppressants (fen-phen or dexfenfluramine or fenflurameine)?..........................................	YES     	NO


Have you been under the care of a medical doctor during the last two years or since taking any of the above


Medications?........................................................................................................................................................................................	YES    	NO


Doctors Name and Ph#:  _________________________________________________________________________________


Are you allergic to any medication or anesthetics?........................................................................................................................	YES   	NO


     If yes, please list:  _____________________________________________________________________________________





Indicate which of the following you have had or have at present:  circle “yes” or “no”:


Heart failure………………………..	YES	NO			Kidney disease……….……….……	YES	NO	


Heart Disease or attack……………	YES	NO                      		Ulcer…………….…………………..	YES	NO


Angina Pectoris…………………….	YES	NO                     		Liver Disease………………….…...	YES	NO


Congenital Heart Disease…………	YES	NO                      		Jaundice………………………..…...	YES	NO


Heart Murmur …………………….	YES	NO                      		Hepatitis     A___  B___  C___........	YES	NO


High Blood Pressure………………	YES	NO                         		Blood Transfusion………….……..	YES	NO


Arteriosclerosis…………………….	YES	NO                        		Hemophilia ……………………….	YES	NO


Mitral Valve Prolapse……………..	YES	NO                         		Anemia ………………………........	YES	NO


Artificial Heart Valve……………..	YES	NO                         		Sickle Cell Disease………....….….	YES	NO


Heart Pacemaker…………………..	YES	NO                         		Artificial Joints……………….……	YES	NO


Heart surgery………………………	YES	NO                        		Osteoporosis……………………....	YES	NO


Swelling in ankles………………….	YES	NO                       		Glaucoma………………………..…	YES	NO


Shortness of breath…………………	YES	NO                    		Epilepsy/seizures……………..….	YES	NO


Emphysema…………………………	YES	NO                    		Fainting/dizzy spells……………..	YES	NO	   


Chronic Cough……………………..	YES	NO                    		Cancer…………………………..…..	YES	NO


Asthma………………………………	YES	NO                     		Tumors…………………………..….	YES	NO


Tuberculosis………………………...	YES	NO                     		Radiation therapy……………….…	YES	NO


Hay fever…………………………….	YES	NO                    		Chemotherapy…………………......	YES	NO


Allergies/hives……………………..	YES	NO                      		Venereal Disease…………………...	YES	NO  


Sinus Trouble……………………….	YES	NO                       		H. I. V. Positive………………….…	YES	NO 


Diabetes………………….………….	YES	NO                      		A. I. D. S………………….……….…	YES	NO


Thyroid Disease……………….……	YES	NO                      		Allergy to latex……………..………	YES	NO

















FOR WOMEN ONLY:         Are you pregnant?_______  If yes, what month? ________  


Are you trying to get pregnant?:_________________ Are you nursing? _______ 


 Are you taking birth control pills?______


Please list the name of birth control pills here:  ________________________________________________________________





Please turn over and complete other side





Roberta S. Valent, DDS


100 W. Roosevelt Road


Bldg. A-3, Suite 201


Wheaton, IL 60187
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