
MEDICAL HISTORY 

ATIENT NAME _________________ _ 
Birth Otte 

Although dental personnel primarily treat the area In and around your mouth, your mouth 1, a .,.,t of you, ,ntJ,t bod'J HHflh ,,,~ IMC 'f04I "'II 
have, or medication that you may be taking, could have an Important lnttrrelaUonthlp with the dtntlttty you llirVI f"'4ffV• l,wntl 'IOU tot .,.._.ring 
the followlng questions. 

Are you under a physician's care now? Yet No If yff, plHH explain: 
Have you ever been hospltallzed or had a major operation? Yet No If Yff, please explaln: 
Have you ever had a serious head or neck Injury? Yes No If Yff, plHH explain: 
Are you taking any medications, pllls, or drugs? Yes No If yes, please explain: 
Are you on a special diet? Yes No 
Do you use tobacco? Yes No 
Do you drink alcohol? Yet No 
Do you use controlled substances? Yes No 
Do you need to pre-medicate? Yes No If yes, please explain: 

Women: Are you Pregnant/Trying to get pregnant? Yes No Taking oral contraceptives? Yet No Nu,-lng? YN Ho 

Are ~ou allergic to an~ of the following? 

Aspirin Penicillin Codeine Acryllc Metal Latex Local Anesthetics 

Other If yes, please explain: 

Do ~ou have, or have ~ou had, an~ of the following? 
AIDS/HIV Positive Yes No Cortisone Medicine Yes No Hemophllla Y11 No Renal Olaly1l1 YN No 

Alzheimer's disease Yes No Diabetes Yes No Hepatltlt A Y11 No Rheumatic ,eve, v .. No 

Anaphylaxls Yes No Drug Addiction Yes No Hepatltlt B or C VII No Rhtumatlam YN -Anemia Yes No Easily Winded Yea No Herptl Y11 No Scartet ,.v., YN No 

Angina Yes No Emphysema YH No High Blood Pr111ure Y11 No ShlnglN YN No 

Arthritis/Gout Yes No Epilepsy or Seizures Yes No Hlv11 or Rath Y11 No Sickle Cell Dl11ue YN lio 
Artlflclal Heart Valve Yes No Excessive Bleeding Yes No Hypoglycemia VII No Slnua Trouble v .. No 

Artlflclal Joint Yes No Excessive Thirst Yes No Irregular Heartbeat Y11 No Spina Blflda v .. No 
Asthma Yes No Fainting Speils/Olzzlne11 Yes No Kidney Problem, YH No Stomac:Mntntlnal Ol1t1M v .. No 

Blood Disease Yes No Frequent Cough YH No Leukemia YH No Stroke YN No 

Blood Transfusion Yes No Frequent Diarrhea Yes No Llver0l1111e YH No Swelling of Llmba YN No 

Breathing Problem Yes No Frequent Headach11 YH No Low Blood Pr111urt YH No Thyroid 0111111 YN No 

Bruise Easily Yes No Genltal Herpes Yea No Lung 0l1ea11 VII No Ton1lllltl1 YN No 
Cancer Yes No Glaucoma Yea No Mltral Valve Prolapae YII No Tubtrculosla v .. No 

Chemotherapy Yes No Hay Fever Yea No Pain In Jaw Jolnta VII No Tumor, or Growth• YH .., 
Chest Pains Yes No Heart Attack/Failure Yea No Parathyroid 0111111 Yea No Ulcera Yff No 
Cold Sores/Fever Blisters Yes No Heart Murmur Yes No Psychiatric Care Yes No Venerea.l Disease YH No 
Congenital Heart Disorder Yes No Heart Pace Maker Yes No Radiation Treatrnenta Yes No Yellow Jaundice YH No 

Convulsions Yes No Heart Trouble/Disease Yes No Recent Weight Loss Yes No 

Have you ever had any serious Illness not listed above? Yes No If yes, please explain: _________________ _ 

Current Medications:----------------------------------------------

To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing Incorrect lnfonnat.ion can be 
dangerous to my (or patient's) health. It is my responsibility to inform the dental office of any changes In medical status. 

SIGNATURE OF PATIENT, PARENT, or GUARDIAN __________________ _ DATE _______ _ 

Date Comments 
Medical History Update (for office use) 

Staff Name 
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