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Mitchell V. Sabbagh DMD, PC www.AestheticDentistryOfNewYork.com

Have you ever had any of the following diseases or medical conditions?

Patient’s Last Name _________________________________ MI ___ First Name ________________________________
Are you currently under the care of a physician?   □ Yes    □ No   
For what reason? _____________________________________________________________________________________
When was your last physical exam? ____________________________________________________________________
Physician’s Name ____________________________________________________ Phone # (_____) _____ - __________
Address ___________________________________________________________  Last time seen ____________________
Have you ever been hospitalized?   □ Yes    □ No  
If yes, please explain: _________________________________________________________________________________
Are you taking any prescription medication?   □ Yes    □ No  
If yes, please explain: _________________________________________________________________________________
Are you taking any over the counter medication?   □ Yes    □ No  
If yes, please explain: _________________________________________________________________________________
Do you have any allergies?   □ Yes    □ No  
If yes, please explain: _________________________________________________________________________________
Are you allergic to any medications or substances?   □ Yes    □ No  
If yes, please explain: _________________________________________________________________________________
Do you have any problems with antibiotics or anesthetics?  □ Yes    □ No  
If yes, please explain: _________________________________________________________________________________
Do you take appetite suppressants?  □ Yes    □ No    Name of product: __________________________________

□ Yes  □ No
□ Yes  □ No
□ Yes  □ No
□ Yes  □ No
□ Yes  □ No
□ Yes  □ No
□ Yes  □ No
□ Yes  □ No
□ Yes  □ No
□ Yes  □ No
□ Yes  □ No
□ Yes  □ No
□ Yes  □ No
□ Yes  □ No
□ Yes  □ No
□ Yes  □ No
□ Yes  □ No
□ Yes  □ No
□ Yes  □ No
□ Yes  □ No
□ Yes  □ No

Heart Attack/Stroke 
Alcohol/Drug Abuse 
Cancer/Chemotherapy 
Heart Murmur 
Rheumatic Fever
HIV/AIDS
Hepatitis A
Hepatitis B
Hepatitis C
Hepatitis D
Anemia
Mitral Valve Prolapse 
Artificial Bones/Joints 
Sinus Problems 
Asthma
Difficulty Breathing 
Venereal Disease 
Herpes Type I
Herpes Type II 
Psychiatric Problems
Do you smoke?

□ Yes  □ No Epilepsy
□ Yes  □ No Seizures
□ Yes  □ No Fainting
□ Yes  □ No Diabetes
□ Yes  □ No Tuberculosis
□ Yes  □ No Hemophilia
□ Yes  □ No Blood Transfusion
□ Yes  □ No High Blood Pressure
□ Yes  □ No Low Blood Pressure
□ Yes  □ No Radiation Treatment
□ Yes  □ No Kidney problems
□ Yes  □ No Artificial Valves
□ Yes  □ No Severe Headaches
□ Yes  □ No Frequent Headaches
□ Yes  □ No Emphysema
□ Yes  □ No Shingles
□ Yes  □ No Heart Surgery
□ Yes  □ No Pace Maker
□ Yes  □ No Glaucoma
□ Yes  □ No Do you consume alcohol?
□ Yes  □ No Hip/knee replacement

Are you allergic to any of the following?
□ Yes  □ No Penicillin
□ Yes  □ No Aspirin
□ Yes  □ No Erythromycin
□ Yes  □ No Latex/Rubber Products

□ Yes  □ No Codeine
□ Yes  □ No Tetracycline
□ Yes  □ No Germicides/Pesticides
□ Yes  □ No Other

For Women Only:
□ Yes  □ No Taking Birth Control Pills
□ Yes  □ No Nursing?

□ Yes  □ No Pregnant / # of Months ____
□ Yes  □ No Hormone Therapy

Signature ____________________________________________________________ Date _________________

1 Rockefeller Plaza Suite 2206, New York, NY 10020   | Telephone : 212.840.1000 | Facsimile : 212.840.1138


	First Name: 
	Are you currently under the care of a physician: Off
	For what reason: 
	When was your last physical exam: 
	Physicians Name: 
	Phone: 
	undefined: 
	undefined_2: 
	Address: 
	Last time seen: 
	Have you ever been hospitalized: Off
	If yes please explain:   
	Are you taking any prescription medication: Off
	If yes please explain_2: 
	Are you taking any over the counter medication: Off
	If yes please explain_3: 
	If yes please explain_4: 
	Are you allergic to any medications or substances: Off
	If yes please explain_5: 
	If yes please explain_6: 
	Do you take appetite suppressants: Off
	Name of product: 
	Pregnant   of Months: 
	Check Box1: Off
	Check Box3: Off
	Check Box5: Off
	Check Box7: Off
	Check Box9: Off
	Check Box11: Off
	Check Box13: Off
	Check Box15: Off
	Check Box17: Off
	Check Box19: Off
	Check Box21: Off
	Check Box23: Off
	Check Box25: Off
	Check Box27: Off
	Check Box29: Off
	Check Box31: Off
	Check Box35: Off
	Check Box37: Off
	Check Box39: Off
	Check Box41: Off
	Check Box2: Off
	Check Box4: Off
	Check Box6: Off
	Check Box8: Off
	Check Box10: Off
	Check Box12: Off
	Check Box14: Off
	Check Box16: Off
	Check Box18: Off
	Check Box20: Off
	Check Box22: Off
	Check Box24: Off
	Check Box26: Off
	Check Box28: Off
	Check Box30: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box36: Off
	Check Box38: Off
	Check Box40: Off
	Check Box42: Off
	Check Box48: Off
	Check Box51: Off
	Check Box47: Off
	Check Box46: Off
	Check Box45: Off
	Check Box49: Off
	Check Box52: Off
	Check Box43: Off
	Check Box44: Off
	Check Box50: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	58: Off
	59: Off
	60: Off
	61: Off
	62: Off
	63: Off
	64: Off
	65: Off
	66: Off
	67: Off
	68: Off
	69: Off
	70: Off
	71: Off
	72: Off
	73: Off
	74: Off
	75: Off
	76: Off
	77: Off
	78: Off
	79: Off
	80: Off
	81: Off
	82: Off
	83: Off
	84: Off
	85: Off
	86: Off
	87: Off
	88: Off
	89: Off
	90: Off
	91: Off
	92: Off
	93: Off
	94: Off
	95: Off
	96: Off
	97: Off
	98: Off
	99: Off
	100: Off
	101: Off
	102: Off
	103: Off
	104: Off
	105: Off
	106: Off
	107: Off
	108: Off
	Patients Last Name: 
	middle: 
	Do you have any allergies: Yes_26
	Do you have any problems with antibiotics or anesthetics: Yes_28


