
Patient Name:    

Date of Birth: 

Emergency Contact: 

Relationship: 

Phone #: 

Medical History

Indicate which of the following you have had or have at present. By checking the box it will indicate a "Yes" response, leaving blank will indicate a "No"

response.

 *Pre-Med  Arthritis  Artificial Joints  Asthma

 Blood Disease  Cancer  Dementia  Diabetes

 Dizziness  Epilepsy  Excessive Bleeding  Fainting

 HIV  Head Injuries  Heart Disease  Heart Murmur

 Hepatitis  High Blood Pressure  Medications  Mental Disorders

 Nervous Disorders  Other  Pacemaker  Radiation Treatment

 Respiratory Problems  Rheumatism  Sinus Trouble  Stroke

 Tuberculosis  Valve Replacement  Venereal Disease  lodine

If any condition or alerts selected above needs further clarification, please explain below:

Do you take antibiotic premedication for your dental visits? If yes, please explain.

Do you have allergies to any medications? If so, please list them.

Name of physician and their specialty:

 

Last First MI Preferred Name

Ever been hospitalized (illness or injury) Presently being treated for any other illnesses

Taking medication for weight control (ie fen-phen) Taking dietary supplements

Subject to frequent headaches Smoker

Smoked previously, Quit date____________ FEMALE: Taking birth control pills

FEMALE: Pregnant
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Response Date: 

Most recent physical exam and purpose:

Describe any current medical treatment, impending surgery, or other treatment that may possibly affect your dental treatment:

List all CURRENT medications, supplements, and/or vitamins:

Dental Information

How would you rate the condition of your mouth?

Previous Dentist name and how long you have been a patient there:

Date of most recent dental exam:  Date of most recent dental x-rays: 

I routinely see my dentist every:

What is your immediate concern?

Personal History, Check all that apply:

If any of the checked boxes need further explanation, please describe:

By checking this box, I acknowledge that the above information is correct and I understand it is my responsibility to inform the

office of any changes in my health as soon as possible.

*

Excellent Good Fair Poor

3 mo. 4 mo. 6 mo. 12 mo. Not routinely

Had an unfavorable dental experience Had complications from past dental treatment Had trouble getting numb

Had any reactions to local anesthetic Had/have braces, orthodontic treatment Had your bite adjusted

Had any teeth removed
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