Name___________________________________Date of Birth__________
Address_________________________________Cell Phone____________

City/State/Zip_________________________________________________Email Address_________________________________________________ Employer_______________________________Work Phone___________
Spouse______________________Spouse’s cell #_____________________

Physician’s Name and Address___________________________________

Do you have or have you ever had any of the following? (Circle for yes)
Damaged heart valves                            Stroke

Artificial heart valves                            Cardiac pacemaker

Heart attack                                            Diabetes

Heart trouble                                          Hepatitis, jaundice, liver disease

Heart murmur                                        Stomach ulcer or hyperacidity                                  

Rheumatic heart disease                        Tuberculosis

High blood pressure                               Epilepsy

Low blood pressure                                Thyroid disease

Arteriosclerosis                                       Kidney problems

Inborn heart defects                               Immune system problems                         
Cardiovascular disease                          AIDS/HIV infection
Angina                                                     Sexually Transmitted Disease
Coronary insufficiency                           Hip/Knee Replacement
Coronary occlusion                                 Cancer

Are you allergic or have you had a reaction to: Penicillin, Sulfa, or other 

Medications?__________________________________________________

Have you ever taken an oral or IV form of bisphosphonate medication such as Fosamax, Boniva, Actonel, Zometa, Prolia, etc?   yes   no
List current medications you are taking:__________________________

_____________________________________________________________

_____________________________________________________________

Have you ever had abnormal bleeding?____________________________

Women:  Pregnant  y/n    Nursing  y/n       Taking birth control   y/n

Patient Signature_______________________________Date___________
