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DENTAL HISTORY
Patient Name: ________________________________________________________________ Date: _____________________ 

Previous Dentist: ___________________________________________ Date of last dental care: _____________________

Check (✔) Yes or No to the following:

Have you ever been evaluated for orthodontic treatment? ❒ Y ❒ N 

Have you ever experienced pain or discomfort in your jaw joint? ❒ Y ❒ N  Mouth or chin injury? ❒ Y ❒ N 

Speech problems? ❒ Y ❒ N Mouth breathing? ❒ Y ❒ N Sleep apnea? ❒ Y ❒ N Clenching/Grinding? ❒ Y ❒ N 

Have you ever experienced an adverse drug reaction with a medical or dental procedure? ❒ Y ❒ N 

Current habits affecting the mouth or teeth: Nail biting? ❒ Smoker? ❒ Y ❒ N ❒ Other? ❒
Additional information about your dental health or previous treatment? ❒ Y ❒ N ___________________________
MEDICAL HISTORY

Physician’s Name: __________________________________________________ Phone: _____________________________ Date of last visit: ________________________ Have you ever had any serious illnesses or operations  ❒Y ❒N 

If yes, describe: ________________________________________________________________________________________ 

Are you currently under a physician’s care?
❒Y ❒N
If yes, describe: ________________________________
Have you ever had a blood transfusion?   ❒Y ❒N

If yes, approximate Date: _______________________ 

Women: Are you pregnant? ❒Y ❒N
Nursing? ❒Y ❒N
Birth control? ❒Y ❒N
Check (✔) Yes or No to All the following:

❒Y ❒N  AIDS/HIV Positive 
     ❒Y ❒N  Anaphylaxis 

❒Y ❒N  Anemia 
      ❒Y ❒N  Arthritis, Rheumatism 

❒Y ❒N  Artificial Heart valves  ❒Y ❒N  Artificial Joints     
❒Y ❒N  Asthma
      ❒Y ❒N  Atopic (allergy prone) 

❒Y ❒N  Back problems 
     ❒Y ❒N  Blood disease 

❒Y ❒N  Cancer
      ❒Y ❒N  Chemical dependency 

❒Y ❒N  Chemotherapy 
     ❒Y ❒N  Circulatory disease 
❒Y ❒N  Cortisone 
      ❒Y ❒N  Cough, persistent

❒Y ❒N  Cough up blood 
     ❒Y ❒N  Diabetes 


❒Y ❒N  Epilepsy 
      ❒Y ❒N  Fainting 

❒Y ❒N  Food allergies 
     ❒Y ❒N  Glaucoma 

❒Y ❒N  Headaches 
      ❒Y ❒N  Heart Murmur 


❒Y ❒N  Heart problems 
     ❒Y ❒N  Hemophilia

❒Y ❒N  Herpes
      ❒Y ❒N  Hepatitis


❒Y ❒N  Mitral Valve Prolapse  ❒Y ❒N  Hypertension 

❒Y ❒N  Jaw pain
      ❒Y ❒N  Kidney disease

❒Y ❒N  Latex Allergy
     ❒Y ❒N  Liver disease 

❒Y ❒N  Nervousness      ❒Y ❒N  Pacemaker  


❒Y ❒N  Psychiatric care
     ❒Y ❒N  Rapid weight change
❒Y ❒N  Radiation 
      ❒Y ❒N  Respiratory therapy


❒Y ❒N  Respiratory disease 
     ❒Y ❒N  Rheumatic/Scarlet fever
❒Y ❒N  Shingles 
      ❒Y ❒N  Shortness of breath 


❒Y ❒N  Sinus problems 
     ❒Y ❒N  Skin rash 

❒Y ❒N  Spina Bifida      ❒Y ❒N  Stroke 



❒Y ❒N  Surgical Implant 
     ❒Y ❒N  Swelling feet or ankles   ❒Y ❒N  Thyroid disease ❒Y ❒N  Tuberculosis


❒Y ❒N  Any other condition, disease or concern?
List ALL medications you are taking: ____________________________________________________________________ 

List ALL drug allergies: _________________________________________________________________________________
AUTHORIZATION

I have reviewed my information on this questionnaire, and to the best of my knowledge it is accurate.           I understand that the information will be used to help determine appropriate and healthful dental treatment. I will inform my provider(s) if there is any change in my medical status,. I authorize the insurance company indicated on this form to pay Scott A. Olson, DDS, all insurance benefits otherwise payable to me for services rendered. I authorize the use of this signature on all insurance submissions. 

PAYMENT IS DUE IN FULL AT TIME OF TREATMENT, unless prior arrangements have been approved.

I authorize my provider(s) to release all information necessary to secure payment of benefits. 

I understand that I am financially responsible for all charges whether or not paid by insurance.

I understand that where appropriate, credit bureau reports may be obtained. 

Patient Name (Print) _______________________________ Signature ___________________________ Date ___________
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