DENTAL REGISTRATION AND HISTORY
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NRL Sensitivity Screening
1. Are you allergic to latex or rubber? Yes noe
2. Have you ever had surgery? Yes no

3. Have you ever experienced any complications during surgery or a medical

procedure?
requiring resuscitation? Yes no

4. Have you ever worked in an environment that brought you into constant contact
with latex products? Yes no

5. Have you experienced wheezing, difficulty in breathing, coughing, rashes, swelling,
hives, itching, or watery eyes when coming into contact with rubber items, such as
balloons? Yes no

6. Are you allergic to bananas, avocados, chestnuts, kiwi, passion fruit, potatoes or

other foods? Yes no If yes, please list
7. Do you have a history of asthma, hay fever, eczema or dermatitis? Yes
no

8. Have you ever experienced swelling of the mouth or other adverse symptoms after

dental procedures or with denture wear? Yes no
9. Do you frequently wear rubber gloves at home or work? Yes no
10. Have you ever been diagnosed with a heart murmur? Yes no
11. Do you require pre-medication? Yes no
Signature of Patient date
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