
Patient Name 

Medical History
Are you under the care of a physician now? * Yes * No
Have you ever been hospitalized? *Yes * No
 Reason?
Women, are you pregnant? *Yes * No
Have you ever, or do you now use 

controlled substances? * Yes * No
Are you on a special diet? * Yes * No
Please check if you have, or have had any of the 
following medical conditions:
* Congenital Heart Disease * Heart Attack
* Mitral Valve Prolapse * High Blood Pressure
* Artificial Heart Valve/Stent * Low Blood Pressure
* Stents * Heart Transplant
* Stroke * Irregular Heart Beat
* Chest Pain * Pacemaker
* Angina * Cancer of any Kind
* Chemo or Radiation * Artificial Joints
* Diabetes * Shortness of Breath
* Asthma * Blood Disease
* Emphysema * Epilepsy or Seizures
* Excessive Bleeding * Frequent Cough
* Excessive Thirst/Dryness * Fainting/Dizziness
* Frequent Diarrhea * Herpes
* Hemophilia * HIV/Aids
* Hepatitis A, B or C * Hypoglycemia
* Kidney Problems * Leukemia
* Liver Disease * Renal Dialysis
* Rheumatic Fever * Rheumatism
* Scarlet Fever * Shingles
* Sickle Cell Disease * Sinus Trouble
* Multiple Sclerosis * Multiple Dystrophy
* Stomach/Intestinal * Thyroid Disease
* Tuberculosis * Ulcers
* Venereal Disease * Glaucoma
Other Medical Conditions Not Listed:

When was your last dental cleaning? 
How often do you have your teeth cleaned? 
Are you experiencing dental pain now? *Yes * No

If so, where?  * Upper Left * Upper Front  * Upper Right  
* Lower Left  * Lower Front * Lower Right

Is the pain associated with?
 *Biting * Sweets * Cold *Heat * Air

Are you taking any medications for this pain? * Yes * No
Are you apprehensive about dental treatment? * Yes * No
Does food become lodged between teeth? * Yes * No
Do you have difficulty chewing your food? * Yes * No
Do you avoid chewing due to pain?  * Yes * No
Do you avoid brushing or flossing due to pain?  * Yes * No
Does your breath concern you? * Yes * No
Have you ever been diagnosed with 
periodontitis or peridontal disease?   * Yes * No
Have you ever noticed slow healing sores
 in your mouth?  *Yes * No
Do you smoke or chew tobacco? *Yes * No
Do you brush your teeth at least twice a day? * Yes * No
Do you floss at least once a day? *Yes * No
Do you clench or grind your teeth?  * Yes * No
Does your jaw hurt when you chew or 
 open it wide to take a bite?  * Yes * No
Has any medical doctor advised you to take a 
 pre-medication prior to dental care?  * Yes * No
Do you wear any type of retainer, night-guard

or removable oral appliance? * Yes * No
 If yes, please describe  
What would you change about your smile? 

What did you like about your previous dentist?

What did you dislike about your previous dentist?

Are you interested in discussing braces? *Yes * No
Are you interested in whitening your teeth? * Yes * No
Previous Dentist 
Telephone # 
Medical Doctor 
Telephone # 

I understand that the information I have provided on these forms is 
necessary to provide me with dental care in a safe and efficient manner. 
I have answered all questions to the best of my knowledge. Should 
further information be necessary, you have my permission to request 
that information from the respective health care provider and for them 
to release to you. I will notify the doctor of any change in my health or 
medications. 

Date
Signature of Patient/Parent if Under 18/Guardian

Printed Name

Dental HistoryMedications
During the past year have you taken any of the following?
* Antibiotics * Sulfa drugs
* Anticoagulants (e.g. Coumadin) * Tranquilizers
* Drugs for heart problems * Insulin
* Nitroglycerin * Cortisone
* Birth Control Pills * Diet Pills
* Vitamins * Herbal Supplements
* Biophosphonate (e.g. Fosamax) * Blood Thinners
* High blood pressure meds
Other Medications-Please List: 

List Any Allergies to Medications 

ARE YOU ALLERGIC TO LATEX? * Yes * No


