
PATIENT NAME________________________________________________________ Date of Birth_____________ 
 
ALTHOUGH DENTAL PERSONNEL PRIMARILY TREAT THE AREA IN AND AROUND YOUR MOUTH, YOUR MOUTH IS A PART OF YOUR ENTIRE 
BODY.  HEALTH PROBLEMS THAT YOU MAY HAVE, OR MEDICATION THAT YOU MAY BE TAKING, COULD HAVE AN IMPORTANT 
INTERRELATIONSHIP WITH THE DENTISTRY THAT YOU WILL BE RECEIVING.  THANK YOU FOR ANSWERING THE FOLLOWING QUESTIONS. 
 

 
  

                                                                                YES   NO                                                                                                                  YES    NO 

  1. Are you in good health . . . . . . . . . . .                               12. Have you ever taken Fen-Phen/Redux . . . . . . .                       
  2. Have there been any changes in your                                  13. Have you ever taken Fosamax, Boniva, Actonel 

       general health within the past year .  . .                               or any cancer medications containing  

  3. Date of your last physical exam:_____________                     Bisphosphonates                                                                           
  4. MD’s Name _____________________________              14. Have you taken Viagra, Revatio, Cialis or Lavitra   

      Phone #________________________________                      in the last 24 hours                                                                        

  5. Are you now under the care of a physician                   15. Do you use tobacco                                                                       

  6. Have you been hospitalized – explain: ________              16. Do you or have you used controlled substances                     

__________________________________________              17. Do you wear contact lenses                                                         

  7. Please list medications (including non prescriptions)       18. Do you have a persistent cough                                                  
___________________________________________            19. Do you have any disease, condition or problem not 

  8. Have you had abnormal bleeding                                           listed above I should know about                                              

  9.  Do you bruise easily                                                            

10. Have you ever had a blood transfusion                                  

11. Have you had a recent weight loss                                                                                                       

                                                                                                    
 

Women Only: 

Are you pregnant or think you may be pregnant                       

Are you nursing                                                                                
 

                                                                                  YES   NO                                                                                                                YES   NO 

ARE YOU ALLERGIC TO OR HAVE YOU HAD        Hypoglycemia                                                                              

REACTIONS TO:                                                               Cold Sores/Fever Blisters                                                          

     Local Anesthetics Like Novocaine                                               Hives or Skin Rash                                                                      

     Penicillin or other Antibiotics                                                      Fainting or Dizzy Spells                                                              

     Sulfa Drugs                                                                                      Diabetes                                                                                       

     Barbiturates, Sedatives or Sleeping Pills                         Aids or HIV Infections                                                                

     Aspirin                                                                               Thyroid Problems                                                                       

     Iodine                                                                                Allergies                                                                                        

     Any Metals (Nickel, Mercury, Etc.)                               Arthritis or Rheumatism                                                            

     Latex / Rubber                                                                 Joint Replacement or Implant                                                  

     Anything not listed ________________________       Stomach Ulcer                                                                             

DO YOU HAVE OR HAVE YOU EVER HAD THE FOLLOWING:      Kidney Trouble                                                                            

     Rheumatic Heart Disease/ Rheumatic Fever             Tuberculosis                                                                                 

     Scarlet Fever                                                                    Persistent Cough                                                                         

     Heart Defect or Heart Murmur                                    Cough that Produces Blood                                                       

     Heart Trouble, Heart Attack or Angina                       Chemotherapy (Cancer, Leukemia)                                          

     Chest Pains                                                                       Sexually Transmitted Disease                                                    

     Shortness of Breath                                                       Epilepsy or Seizures                                                                     

     Pacemaker                                                                       Anemia                                                                                           

     Heart Surgery                                                                  Glaucoma                                                                                      

     High/Low Blood Pressure                                              Nervousness                                                                                 

     Congenital Heart Problem                                             Tonsillitis                                                                                        

     Swelling of Feet, Ankles, Hands                                    Tumors                                                                                           

     Hepatitis, Jaundice or Liver Disease                             Mental Health Care                                                                     

     Stroke                                                                                Back Problems                                                                              

     Sinus Trouble                                                                   Chemical Dependency                                                                 

     Lung or Breathing Problems                                          Mitral Valve Prolapse                                                                  

     Asthma or Hay Fever                                                      Cortisone Treatment                                                                   

     Eating Disorders                                                        

MEDICAL HEALTH HISTORY 

 



PATIENT NAME________________________________________________________ Date of Birth_____________ 
 
. 
 Reason for this visit____________________________________________________________________________ 

 
When was your last dental visit____________________________What was done then_______________________ 
 
How often did you visit the dentist before then________________________________________________________ 
 
General Dentist _______________________________ Prior (if less than 2 yrs)________________________________ 
 
Have you had a complete series of x-rays taken (when/where)___________________________________________ 
 
How often do you brush your teeth_____________________  How often do you floss________________ 
 
Type of toothbrush used___________________________ 
 
Is your drinking water fluoridated_______________________________ 

                                                                                     YES   NO                                                                                                            YES   NO 

Do your gums bleed while brushing/flossing              Do you bite your lips or cheeks frequently                              

Are your teeth sensitive to hot or cold                                      Have you noticed any loosening of your teeth                       

Are your teeth sensitive to sweet or sour foods                      Does food get caught between your teeth                             

Do you feel pain to any of your teeth                                        Have you ever had periodontal treatment                              

Do you have any sores or lumps in or near                                    Ever worn a bite plate or other appliance                               

     Your mouth                                                                     Have you ever had any difficulty with extractions                 

Have you had any head, neck or jaw injuries              Have you had prolonged bleeding after extractions              
Have you ever experienced any of the following problems in your jaw?            

     Clicking                                                                                                                                  

     Pain (joint, ear, side of face)                                     Do you wear Dentures or Partials                                              

     Difficulty in opening or closing                                 If yes, date of placement_____________________________ 

     Difficulty in Chewing                                                                                                                     

Do you have frequent headaches                              Have you ever received oral hygiene instruction 

Do you clench or grind your teeth                                regarding the care of your teeth and gums                              

DENTAL HEALTH HISTORY 

 

If you could change anything about your smile, what would you change?___________________________________________ 
______________________________________________________________________________________________________ 
 

AUTHORIZATION AND RELEASE 
I CERTIFY THAT I HAVE READ AND UNDERSTAND THE ABOVE INFORMATION TO THE BEST OF MY KNOWLEDGE.  THE ABOVE QUSTIONS HAVE BEEN ACCURATELY 
ANSWERED.  I UNDERSTAND THAT PROVIDING INCORRECT INFORMATION CAN BE DANGEROUS TO MY HEALTH.  I AUTHORIZE THE DENTIST TO RELEASE ANY 
INFORMATION INCLUDING THE DIAGNOSIS AND THE RECORDS OF ANY TREATMENT OR EXAMINATION RENDERED TO ME OR MY CHILD DURING THE PERIOD OF 
SUCH DENTAL CARE TO THIRD PARTY PAYORS AND/OR HEALTH PRACTITIONERS.   
 
I AUTHORIZE AND REQUEST MY INSURANCE COMPANY TO PAY DIRECTLY TO THE DENTIST INSURANCE BENEFITS OTHERWISE PAYABLE TO ME.  I UNDERSTAND 
THAT MY DENTAL INSURANCE CARRIER MAY PAY LESS THAN THE ACTUAL BILL FOR SERVICES.  I AGREE TO BE RESPONSIBLE FOR PAYMENT OF ALL SERVICES 
RENDERED ON MY BEHALF OR MY DEPENDENTS. 
PATIENT/GUARDIAN SIGNATURE ____________________________________________________________________________ DATE _________________ 

DOCTOR’S COMMENTS __________________________________________________________________________________ 
 
______________________________________________________________________________________________________ 
 
Doctor Signature _______________________________________________________          Date _________________ 
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