
Have you/patient had any of the following?

Hepatitis

Diabetes

Ulcers

Herpes (Any type)

Psoriasis

Cancer

Persistent Headaches

Arthritis (Any Type)

Sleep Apnea

Ear Disorder

Sinus Infection

Swollen Glands

Allergies

Rheumatic Fever

Heart Murmur

High Blood Pressure

Heart Attack/Stroke

Blood Vessel Disease

Blood Disorder

AIDS/HIV Infection

Neck Pains

Nerve or Brain Disease

Migraine

Epilepsy

Mental Health Problems

Bone Disorders

Secondary Insurance, name & phone number

Name and phone number of physician

Have you/patient ever had an accident involving head or facial injury?

Name of person carring Insurance Date of Birth

Policy or group number, Dental

Please list any significant medical history.

s

Yes No Yes No Yes No Yes No


