 (
Medical
/Dental 
history
)
												Today’s Date: ___/___/______
Patient Name: _______________________________________      Birthdate: _________________________________________
*Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may have or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the following questions.

If you answer yes to the following questions, please explain on the blank provided.                                                     YES             NO
Are you under a Physician’s care now? ______________________________________________________                       
	Name: _________________________________    Phone Number: _____________________________
Have you ever been hospitalized or had a major operation? _____________________________________                       
Have you ever had a serious head or neck injury? _____________________________________________                        
Are you currently taking any medications?  __________________________________________________                        
   If yes, please list the medication name and dose below or provide a MED LIST to the front desk receptionist.
Are you on a special diet? ________________________________________________________________                        
Do you use any form of tobacco? __________________________________________________________                        
Do you use any form of controlled substances? _______________________________________________                              
*Women, are you:       Pregnant     Trying to get pregnant     Taking oral contraceptives     Nursing

Please list your Current Medications, dosage and quantity/times taken or add additional comments below:
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
  


Medical Allergies

  Penicillin       Amoxicillin       Clindamycin       Sulfa drugs       Opioids       Codeine       Local Anesthetics       NSAIDs
  Latex       Acrylic       Metal       Other   Please explain: _______________________________________________________
*Please mark (x) to your response to indicate if you have or have had any of the following. Please specify details such as the TYPE of Cancer or Surgery and the YEAR diagnosed in the additional comments area below.
				
Cancer				Endocrinology		     	Musculoskeletal		Respiratory	
Type _______________		  Diabetes		     	  Arthritis			  Asthma
Year  _______________		Type _______________	     	  Artificial joints		  Emphysema
  Chemotherapy			  Hepatitis A/B/C	     	Type  _______________	  Respiratory Problems
  Radiation Therapy		  Jaundice		     	Year ________________	  Sinus Problems
Cardiovascular			  Kidney Disease	     	  Jaw Joint Pain		  Sleep Apnea
  Angina (Chest Pain)		  Liver Disease		     	  Rheumatoid Arthritis		  Tuberculosis
  Artificial Heart Valve		  Thyroid Disease	     	Neurological			Viral Infections
  Heart Conditions		Gastrointestinal 	     	  Anxiety			  AIDS
 Heart Surgery			  Ulcers (stomach)	     	  Depression			  HIV Positive
  High Blood Pressure		  Gastrointestinal	     	  Dizziness			  HPV
  Low Blood Pressure		Disease		     		  Drug/Alcohol Addiction	  Herpes
  Mitral Valve Prolapse		Hematologic/Lymphatic    	  Fainting			
  Pacemaker			  Anemia		     	  Seizures
  Rheumatic Fever		  Blood disorders	     	  Psychiatric Illness		
  Scarlet Fever			  Bruise Easily		     	
  Stroke				  Excessive Bleeding	

[bookmark: _GoBack]*Please list the Type of Surgery, Cancer, or Diseases and Year diagnosed: ____________________________________________
_______________________________________________________________________________________________________


 Dental History

Previous Dentist: ________________________________________    Phone Number:  _______________________________

Please share the following dates:

Last Exam: _____/_____     Last cleaning: _____/_____     Last X-Rays: _____/_____

On a scale of 1-10, with 10 being the highest rating:
How important is your dental health to you?				1     2     3     4     5     6     7     8     9     10
Where would you rate your current dental health?				1     2     3     4     5     6     7     8     9     10
Where do you want your dental health to be?				1     2     3     4     5     6     7     8     9     10

Please indicate any current dental concerns you would like to have addressed: _______________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
