Name of Patient:
___________________________
Today’s Date:
__________________

Date of Birth:
___________________________
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Medical History


Although dental personnel primarily treat the area in and around the mouth, your mouth is a part of your entire body.  Health problems that you may have, or medications that you may be taking, could have an important interrelationship with the dentistry you receive.  Thank you for your diligence in maintaining the health of your whole body and answering the following questions.
1. Are you having pain or discomfort at this time?






Y
N
a. If yes, please give a brief description: 
____________________________________________________________

____________________________________________________________
2.
Do you feel very nervous about having dental treatment?





Y
N

3.
Have you ever had a bad experience in the dental office?





Y
N

4.
Are you unhappy with your smile?








Y
N


a.
If yes, please describe:


_________________________________________________________

5.
Have you been a patient in the hospital during the past 2 years?




Y
N


a.
If yes, please explain:



_________________________________________________________

6.
Have you been under the care of a medical doctor in the past 2 years?



Y
N


a.
If yes, please explain:



_________________________________________________________

7.
Please list all current medications or supplements:


Name of Medicine

Dosage/Frequency

Reason


____________________________________________________________


____________________________________________________________

____________________________________________________________


____________________________________________________________

8.
Are you allergic to (i.e. itching rash, swelling hands/feet/eyes) or have you


been made sick by penicillin, aspirin, codeine, or any other medications?



Y
N

a. If yes, please list and describe:

_________________________________________________________

_________________________________________________________
9.
Do you use or have you ever used tobacco?







Y
N

a.
If yes, what type and how many packs/cans per day?


____________________________________________________________
10.
Do you use or have you ever used any controlled substances?




Y
N

11.
Have you ever had any excessive bleeding requiring special treatment?



Y
N

12.
Have you lost or gained more than 10 pounds in the past year?




Y
N

13.
Do you ever wake up from sleep short of breath?






Y
N

14.
Are you on a special diet?









Y
N


a.
If yes, please describe:



_________________________________________________________

15.
Has your medical doctor ever said you have cancer or a tumor?




Y
N

16.
Circle all of the following which you have had or currently have:

Heart Failure

Heart Disease or Attack

Angina Pectoris

High Blood Pressure

Heart Murmur

Rheumatic Fever

Congenital Heart Lesions

Scarlet Fever

Artificial Heart Valve

Heart Pacemaker

Heart Surgery

Artificial Joint

Anemia

Stroke

Kidney Trouble

Ulcers

Emphysema

Chronic Cough

Tuberculosis (TB)

Asthma

Hay Fever

Sinus Trouble

Allergies or Hives

Diabetes

Thyroid Disease

Radiation Treatment

Chemotherapy

Cancer

Arthritis

Rheumatism

Cortisone Medicine

Glaucoma

Pain in Jaw Joints

Hepatitis

Liver Disease

Yellow Jaundice

Blood Transfusion

Drug Addiction

Hemophilia

Venereal Disease

Cold Sores

Genital Herpes

Epilepsy or Seizures

Fainting or Dizzy Spells

Nervousness

Psychiatric Treatment

Sickle Cell Disease

Bruise Easily

AIDS/HIV positive

17.
Do you have any disease, condition, or problem not listed?





Y
N


a.
If yes, please list and explain:



_________________________________________________________

18.
Women:


Are you pregnant or trying to get pregnant?







Y
N


Are you taking oral contraceptives?








Y
N


To the best of my knowledge, all of the preceding questions have been accurately answered.  I understand that incorrectly answered questions can be dangerous to my (or the patient’s) health.  It is my responsibility to inform the dental office of any changes in my medical status.
Signature of Patient or Guardian__________________________________

Date____________________
-please complete reverse side-


