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MEDICAL HISTORY 

PATIENT NAME _ _________ _______ Birth Oate _ ___________ _ 

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 you wi ll receive. Thank you lor answering the 

following questions. 

Are you under a physician's cafe now? 0 Yes 0 No II yes, please e:o;plain: __________________ _ 

Have you e\'er been hospitalized or had a major operalion? O Yes 0 No II yes, please e:o;plain: _ ____ _______ ______ _ 

Have you ever had a serious head or neck injury'? 0 Yes 0 No If yes, please explain: _ ___________________ _ 

Are you taking any medications, pills, or drugs? 0 Yes 0 No 

Do you take, or have you taken, Phen·Fen or Redux? 0 Yes 0 NO 

Ate you on a special diel? 0 Yes 0 No 

II yes, please explaln: __________________ _ 

Do you use tobacco? 0 Yes 0 No 

Do you use controlled substances? 0 Yes 0 No 
r Women: Are you -

! 0 PregnanVTrying to gel pregnant? D Nursing? 

L_.D Taking oral contr~_~~tive~ _ 

Are you allergic to any 01 the following?­

o Aspirin 0 Penicillin 0 Codeine o Acryl ic 0 Metal o Latex D Local Anesthetics 

[J Other I fyeS,Pleas:.~.: .. ::'~;n~'~===============================================:===:==-===:--====---------
Do you have, or have you had, any of the following?---------

o AIDSIHIV Pos ilive 0 Chest Pa ins 

o Al zhelme~s Disease 0 C~d Sore$lFever Blisters 

o Anaphyla~is 0 Congenital Hearl Olsorder 

o Anemia 0 Convulsions 

o A.'l~IM 0 Cortisone MecIicine 
o Anhrilis.'Gout 0 Diabetes 

o Anifl(:lat Hearl Valve 0 Dl\lg Addic\iof1 

o Ar1ir.cia l Jo:nt 0 Easily Wind&d 

o Asthma 0 Emphysema 

o Blood Disease 0 Epilepsy or Selzures 

o Btood Translusion 0 Excestive B~ing 
o Bfbatning Problem 0 Excessive Thif$t 

o Bruise Easily 0 F3in~ng SpellsIDizziness 

o <;;.r.cer 0 Frequent Cough 

o Chemotherapy 0 Frequant Diarrhea 

o Frequent Headaches 

o Genital Herpas 

o Glauc:oma 

o HayFever 

o Heart Anack/Failure 

o Heart MunTIUI 

o Heart Pace Maker 

o Heart TroublelDisease 

o Hemophilia 

o Hepatitis A 

o Hepatitis B or C 0_· o High Blood Pressure 

o Hives or Rash 

o H};loQI)'Cemia 

o Irregular Heartbeat 

o Kidney Problems 

o Leukemia 

O liver Oisease 

o Low Blood Pressure 

o Lung Oisease 

o Mitral Valve Prolapse o Pain in Jaw Joints 

o Paralhyroid Disease 

o PtyctOatric Care 

o Radialion T reatment$ 

o Recent Weighl Loss 

o Renal Oialysis 

o Rheumatic Fev9f 

o Rheumatism 

o Scarlel Fever 

o Shingles 

o Sickle Cell Oisease 

o Sinus Trouble 

o Spina Bifida 

o SlomacMntes~rI3t Olsease 

o Slroke o Swel ling 01 Limbs 

o Thyroid Disease 

o Tonsmi~s 

o Tubarculosis 

o TufT1Clf$ Of G<ow1hs 

o Ulcer5 

o Venereal Disease 

o Yel low Jaundice 

Have you 'ever had any serious illness not lisled above? O~y~.='~O::::~N~O~I~f~Y: •. ~',~P=I:.:"=.:..:.:'P:':':;n~'_====== ___ =-.:=_=--:-_____ ~ 
Comments: 

To tM best of my knowledge, the questions on this lorm have been accurately answered, I understand that providing incorrect information can be 
dangerous to my (or patient's) health. It is my responsibility to inlorm the dental office of any changes in medical status. 

SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE 
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