Dental Patient Medical History








Please answer ALL questions. If you are unsure of how to answer any of the questions, ask the dental staff for help. 





What is the reason for your visit to the dental clinic?________________________________________________________


What is the name of you medical doctor? ________________________________________________________________


What was the date of your last physical examination? ______________________________________________________


Has there been any change in your general health in this past year?  (   Yes    (    No


List any medication (pills or drugs) you are currently taking __________________________________________________


List any Over the Counter medications or supplements you are taking _________________________________________


  








Please Check:				           Yes     No


1.�
Do you have a toothache now?�
(�
(�
�
2. �
Have you received medical care in the past two years?�
(�
(�
�
3. �
Have you ever been hospitalized?�
(�
(�
�
4.�
Have you taken medication (prescription or Over the Counter) in the last two months?�
(�
(�
�
5. �
Are you allergic to or made sick by any medicine (such as penicillin, aspirin, or codeine) or latex?�
(�
(�
�
6. �
Have you ever had a bleeding problem that needed medical treatment?�
(�
(�
�
7.�
Do you have chest pains?�
(�
(�
�
8. �
Do you use alcohol or other drugs?





If yes, do you want to quit?�
(





(�
(





(�
�
9.�
Do you use tobacco products?


If yes, do you want to quit?�
(


(�
(


(�
�
10.�
Do you have reason to believe you have been exposed to AIDS or HIV?�
(�
(�
�
11.�
Does anyone in your family have diabetes? If so, who ____________





Do you have Diabetes?�
 (





 


(�
(








(�
�






Have you ever had the following?                       Yes     No


12.�
Hepatitis�
(�
(�
�
13.�
Heart Murmur�
(�
(�
�
14.�
Heart Attack�
(�
(�
�
15.�
High Blood Pressure�
(�
(�
�
16.�
Rheumatic Fever�
(�
(�
�
17.�
Heart Valve or pacemaker�
(�
(�
�
18.�
Artificial joint�
(�
(�
�
19.�
Anemia�
(�
(�
�
20.�
Stroke�
(�
(�
�
21.�
Ulcers�
(�
(�
�
22.�
TB or lung disease�
(�
(�
�
23.�
Asthma�
(�
(�
�
24.�
Sinus Trouble�
(�
(�
�
25.�
Cancer or tumors�
(�
(�
�
26.�
Epilepsy or seizures�
(�
(�
�
27.�
Arthritis/ rheumatism�
(�
(�
�
28.�
Blood transfusions�
(�
(�
�
29.�
Sexually transmitted Diseases�
(�
(�
�
30. �
Kidney Problems�
(�
(�
�
31.�
Liver problems�
(�
(�
�
32.�
Nervous or mental disorders�
(�
(�
�
33.�
Osteoporosis�
(�
(�
�
Females Only�
�
1.�
Are you pregnant?�
(�
(�
�
2.�
Taking birth control pills?�
(�
(�
�
3.�
Currently Nursing?�
(�
(�
�






Do you have any disease, condition, or problem not listed? (   Yes    (   No  If yes, specify________________________


Do you have any concerns about receiving dental treatment? (   Yes    (   No  If yes, specify______________________














These answers I have given are true to the best of my knowledge. I am indicating my consent for routine dental procedures such as x-rays, cleaning, fillings, crowns, and local anesthesia by signing below.


Patient or Parent/Legal Guardian______________________________________





Dentist___________________________________________________________


 Provider Notes (to “yes” responses): ____________________________________________________________________


____________________________________________________________________________________________________________________________________________________________________________________________________








Patient: ___________________	Chart # _________________ 		DOB: _________________














