
Anamnesis

Name / Surname:

DateofBirth:

Adress:

Insurance Company:.

Employer:

Phone number private/work/ ceil:_

Yes No

Have you been in Hospital or medical treatment for the last 2 years? L—J L-J

Have you ever had any reactton on dental injectfons or medicatton? «—' L-—»

Do you take any anticoagulant pills?

Are you on regularly medicatton? l t l J

Have you ever had problems with long bleeding? L-J l—J

Do you have a heart pacemaker? l l l '

Cardivascular disease?

Raised blood pressure?

Low blood pressure? l l

Any intemal disease (diabetes, renal dysftincfion, etc.)?

Sicknessofyourrespiratoryorgan? f~" j—l

Rheumatism? r"""]

Anemia?

Epilepsy? | | | |

Any inüectious diseases (Hepatitis, Aids/HIV, Tubercutosis)?

Any known allergy or hypersensitivity? l l l

Any other disease?

Are you pregnant?

Do you want a regularly check-up? l—l l—l

Onceayear[^] Twiceayear | |

Dato / Signatare


