Time 4:04 PM NFDC PC Date 1/23/2015

Adult Medical History
Patient Mame: Birth Date: Date Created:

Are you under a physician's care now? () Yes (71 No If yes | |
Have you ever been hospitalized or had a major () Yes (01 No If yes | |
operation?
Have you ever had a serious head or neck injury? ) Yes (0) No If yes | |
Are you taking any medications, pills, or drugs? ) Yes () No If yes | |
Have you ever taken Fosamax, Boniva, Actonel or ) Yes () No If yes | |
any other bisphosphonates or medications to treat
Do you use tobacco? ) Yes (0 No

VWomen: Are you...
[* Pregnant/Trying to get pregnant? [ nursing? [CITaking oral contraceptives?

q rying to get preg g g P

Do you have any allergies? ) Yes (0) No If yes | |
Do you have or have you had a history of ) Yes () No If yes | |
alcoholfdrug dependency?

Do you have, or have you had, any of the following?
AIDS/HIV Positive () Yes C'No | Steroid Use 01 Yes O No | Hemaphilia ) Yes ©'No  |Radiation Treatments ) Yes () Mo
Alzheimer's Disease (0 Yes () No | Diabetes (0 Yes O No  |Recent Weight Loss () Yes (O No | Anaphylaxis (0 Yes ) Ho
Hepatitis () Yes ©'No  |Renal Dialysis 0 Yes O No | Anemia 0 Yes ©No | Easily Winded (0 Yes ) Ho
Herpes () Yes ©'No  |Rheumatic Fever ) Yes @ No | Angina 01 Yes © No | Emphysema (0 Yes ) Ho
High Blood Pressure () Yes (O Ho | Rheumatism (0 Yes O No | Arthritis/Gout (D) Yes CNo  |Epilepsy or Seizures () Yes () Mo
Scarlet Fever () Yes ) No | Artificial Heart Valve ) Yes (O N0 | Excessive Bleeding ) Yes @ No | Artificial Joint () Yes ) Ho
Hypoglycemia 1 Y¥es (Mo | Asthma () Yes ) No | Fainting Spells/Dizziness ) Yes () No Irreqular Heartbeat 1 Yes (Mo
Blood Disease (0 Yes ) No | Kidney Problems (O Yes O No  |Blood Transfusion () Yes (O No | Stomach/Intestinal Disease (0 Yes (0 No
Breathing Problems ) Yes @/ No | Frequent Headaches () Yes (O NO | Liver Disease 0 Yes D No | Stroke () Yes ) Ho
Bruise Easily () Yes ©)No | Genital Herpes O Yes O No | Cancer 0 Yes D No | Glaucoma (0 Yes C Ho
Lung Disease (0 Yes ©)No | Thyroid Disease (0 Yes O No | Chemotherapy (0 Yes ) No | Heart Attack/Failure () Yes (0 No
Osteoporosis () Yes ©No | Tuberculosis ) Yes O No | Heart Murmur 0 Yes @ No | Pain in Jaw Joints (0 Yes ) Ho
Congenital Heart Disorder (0 Yes N0 | Heart Pacemaker 0 Yes O No | Ulcers 0)Yes (ONO | Heart Trouble/Disease () Yes ) No
Psychiatric Care (0 Yes 0 No | Drug Addiction (0 Yes (O No
Have you ever had any serious illness not listed ) Yes () No If ves

Comments:

Patient Signature

Signature of Patient:

X Date:



