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MEDICAL HISTORY

Medical  Aler t __l

2
3

5
6.

7,
8 ,

Physician's Name - Phone i

Have vou had anv medical care wiihrrl tne past two vears?

Describe _=-

Have you taken any medication or drugs Curing the past twc years?

Are you currently taking any medication, drugs, pills or herbal remedies, including regular dosages of aspirin?

lf yes, please list name and dosage

Have you ever taken prescription medications for rveight lcss (diet pllls)?

Yes

Yes

Yes

Yes

Yes
Yes
Yes

Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Voc

Yes
Yes

0ther

No

No

No

NO

No

No
NO
No

No
NO
No
No
No
No
No
NO

NO

No
NO

No
No
No

l f  yes. clid you take an1l of the following? (crrcle rf vesi Fen-Phen

lf ves io any of the above. Cic yori have a nredicai exarr fcr heai rssues?

Have you evertaken bone loss preventron drugs sucn as Fosamax. Actonel, Bontva or other srmilar drugs?..

Are you aware of having an ailergrc (or adverse) reactron 10 any substance or medication?

lf yes, please specify--

Have you been a patient in the hospital during the past five years? .. . .....

Indicate which of the following you have had. or have at presenl. Circle "yes" or "no" to each item

Pondimen Redux

Heart (Surgery, Disease, Attack)...

Chest Pain

Congenital i learl Disease ... ,

Head Munnur
Hrgh/L.ow Blood Pressure . ... ... ..

Mitral Valve Prr:lapse

Adif icral lieat Valve/Pacerqaker

Rheumatic Fever .. ,

Ar thr i t is /Bheumalrsm . .  .  .  . ,

Corlisone Medrcine

Swol len Ank|es . . , . . . . . .

S t roke  , . . . , . .  . , . , . .

Diet (Special/Restrictedi

Arlif icial Jcints (hip knee etc )

Kidney Trouble

l {  voc  n loacn l i c t

Drabetes
Thvrnrri Prnhlpnrs' ' , / ' " , " '

Glauccma
Ccntact  lenses . . . , , , . . . . . , .

Emphvsema ...

Chronic Cough
I L b e r c t r t e S t S  . . . .

As ihnra

Hay FeveriAl lerey/Hrves

Latex Sensrlrvr ly

Sinus Trouble

Fladiatron Therapv

Chernorhe:3p1'
-rUrnO:'S .. .

No Hepat i t is  A B C (c i rc le) . . ,

No Venereal Disease

N o  A I D S . / H l V . P o s i t t v e
No Cold Sores/Fever Blisters ......,,,.

No BloodTransfus ion. . . . . . . . . . . , . . . . . . . . . .

No Hemophil ia

Sickle Cell Disease

Bruise Easily
Liver Disease/Yellow Jaundice ..

Neurological Disorders

Epilepsy or Seizures
Fainting or Dizzy Spells ,,...,......,

Nervous/Anxious . . , . . . , . . . . . . . . . . . . . . . .

Psychiatric/Psychological Care,,

Yes No
ves No
Yes f,lc

Yes No
Yes No

Yes No
/es No

Yes No
Yes I'lo
Yes No
'r"es Nc
V€S NO

Yes No
'/es No
'ie : No

YES

YeS

YeS

YeS

Yes

Yes
Yes
YeS

YeS

YeS

YeS

Yes
Yes
Yes
YES

No
No
NO

N O

No
No
No
No
N O

9. Have you lost or gained nrore thatt 10 nounds rn tfie :asi year?

1O Dr: you have or have you had any disease. conditton. or problem not listed?

Yes No

Yes No

11, Women: Are you pregnant of thlnk you could be pregnant?

12 Do you use birth control prescriptrons?

ves __ Months No Nursing? Yes No
Voe No

I uncjerstand the above information is necessary ro provtoe rne with dental  care in a safe and eff ic ient manner.  I  have

ansrruerecl  al l  quest ions to the best of  my knowledge. Should fur lher information be needed, you have my permission to

ask the resper: t ive heaith care provider or agency, who may release such information to you. I  wi l l  not i fy the doctor of

any change in my health or rnedicat ion

Patlent/Guardian Sionature Date

Historv Review

i Deniist Srignature ---
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HISTORY
trl|eaiCal ntert

rvelcorne! So that I,t'e rnd.y prouide you u'tth the best possible cnre

please clmplete both sides of rhis medical/dentnl history form'
All information is completely confdenilal'

What is the reason for your visit today?

Date of Last DentalVisit Last Dental Cleaning Last Full Mouth X'rays

Whatwas done atyour last dental visit?

Previous Dentist's Name

Address State . ZiP

Telephone

||ow often do you have dental examinations?
How often do vou brush tlour teeth?

Have you ever used or are cunently using topical fluortde? Yes No
How oflen do you floss?

What other dental aids do you use? (lnterplak, toothptck, etc.)

Do you have any dental problems now? Yes No

lf yes, please describe

Are any of Your teeth sensitive to:
Hot or cold?

Sweets?
Biting or Chewing?

Have you noticed any mouth odors or bad tastes?
Do you frequently get cold sores, blisters or

any other oral lesrons? Yes No

Have you ever had:
0rthodontic treatment?

OralSurgerY?
Periodonlal treatment?

Your teeth ground or the bite adjusted?
A bite plate or mouth guard?

A serious rnjury to the mouth or head?
lf so, please describe includinE cause

Have you experienced:
Clicking or popping of the iaw?
Pain? floint, ear side offace)

Diffrculty rn opening or closing the mouth?
Drfficulty in chewrng on either side of the mouth?

Headaches, neckaches or shoulder aches?
Sore muscles (neck, shoulders)?

Are you satisfied with your teeth's appearance?
Would you like to keep all of your teeth all of your life?

Do you feel nervous about having dental treatment?
lf so what rs your biggest concern?

Have /ou'ever had an upset|ng dental experience?
l f  voc  n la rea  docar ihp

Do Your gums bleed or hurtr
Have your parents experienced gum dtsease

or tooth loss?
Have you noticed any loose teeth or change

in your bite?
Does food tend to become 

"tnn,,:,0,1,yff1

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Yes No
Yes No
Yes No
Yes No

Yes No
Yes No
Yes No
Yes No
Yes No

Yes No

Yes No

Yes No

Yes No
lf yes, where?

Do you:
Clench or grind your teeth while awake or asleep?

Bite your liPs or cheeks regularlY?
Hold foreign objects with your teeth?
(pencils, pipe, pins, nails, fingernails)

Mouth breathe while awake or asleep?
Have tired jaws, especially tn the morntng?

Snore or have any other sleeprng dtsorders?
Smoke/chew tobacco or use other tobacco producls?

Have you ever been lold to take a pre-medication prior to dental treatment?

ls there anything else about having dental treatment that you would like us to know?

Yes No
Yes No

Yes No
Yes No
Yes No
Yes No
Yes No

Yes No

Yes No

Yes No

Yes No
Yes No

Yes No
Yes No

lf yes, please describe

lPlease complete other srde)




