
Today’s Date _____/_____/_____ 

 

 

MEDICAL HISTORY 
 

(ALL INFORMATION WILL BE KEPT STRICTLY CONFIDENTIAL) 

 

Patient’s Name ____________________________________________________           Birth Date  ______/______/______ 

 

Name of Primary Physician __________________________________________             Phone (_____)________________ 

 

 

Patient Information: 

Are you presently under a Doctor’s care:   Yes / No      Explain:  _______________________________ 

Have you been hospitalized in the past 5 years?  Yes / No      Explain:  _______________________________ 

Do you use tobacco products?    Yes / No      Which?  _______________  How much? _____ 

Do you drink alcohol?     Yes / No       Daily                 Weekly               Social  

Have you participated in an alcohol drug rehab program? Yes / No       Explain: _______________________________ 

Are you pregnant?     Yes / No       If yes, when is your due date?   ____/____/____ 

 

 

Do you or have you ever had any of the following: 

 

Anemia  Yes / No  High Blood Pressure  Yes / No  Respiratory Disease Yes / No 

Sickle Cell Yes / No  Heart Attack  Yes / No  Rheumatic Fever  Yes / No 

Asthma  Yes / No  Hepatitis or Jaundice Yes / No  Stomach Ulcers  Yes / No 

Stroke  Yes / No  Tuberculosis  Yes / No  Frequent Mouth Sores Yes / No 

Epilepsy  Yes / No  Fainting / Dizziness Yes / No  Osteopenia   Yes / No  

Seizures  Yes / No  Osteoporosis  Yes / No  Chronic Sinusitis  Yes / No 

Cancer  Yes / No  Arthritis   Yes / No  Noises in Jaw Joint Yes / No 

Tinnitus   Yes / No  Sleep Apnea / Snore Yes / No  Clenching / Grinding Yes / No 

Acid Reflux Yes / No  Head / Neck Radiation Yes / No  Diabetes   Yes / No 

Lupus  Yes / No  STD   Yes / No   

 

If you answered yes, please give us further information:  _____________________________________________________ 
__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 
 

 

Medications:   

Do you have an allergy to any drugs or medications including penicillin? Yes / No 

If yes, list allergies:  __________________________________________________________________________________ 

 

Please list any medications you are currently taking:  (Including vitamins and herbs) 
 

Medication 

 

Dosage Reason Since Date Discontinued 

 

 

    

 

 

    

 

 

    

 

 

    

 

 

    

 

 

    

 



Do you have any of the following: 

 

Artificial Heart Valves     Yes / No     Date:  _____________  Heart Bypass      Yes / No    Date:  __________ 

Joint Replacement     Yes / No     Date:  _____________ Pacemaker      Yes / No    Date:  __________ 

Stents       Yes / No     Date:  _____________ Donor Organs      Yes / No    Date:  __________ 

Functional Heart Murmur     Yes / No        HIV / AIDS      Yes / No        

Congenital Heart Defects      Yes / No 

 

Do you take bisphosphonates drugs for your bone health? 

 (Such as:  Boniva, Fosomax, Actonel, etc.)   Yes / No 

 

Have you ever had a reaction to dental anesthesia? 

 (Such as:  Epinephrine)     Yes / No 

 

Have you ever had a reaction to latex gloves?   Yes / No 

 

If you answered yes, please give us further information:  _____________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

 

 

If you answered yes, you may need to be pre-medicated for your dental visits. 
 

 

 

Doctor’s preferred pre-med:  ___________________________________ 

 

 

 

 

 

I certify that the answers provided are correct to the best of my knowledge. 

 

Patient Signature _______________________________________ Date __________________ 

 

 

 

 

Medical History reviewed by: 

 

Doctor __________________________    Hygienist _________________________  Date _____________ 
 

 


