Patient Health & Dental History Update

David T. Marshall, DDS, PC

Confidential information - Important for our files and your health

Please list any changes in your medical & dental history since your last visit with us.

PLEASE PRINT CLEARLY     DATE ______________________

Patient Name ___________________________________________________________________________

Address same ( ) or ​​​​______________________________________________________________________
Home Phone: ________________Cell Phone: _________________E-mail__________________________
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Primary Doctor’s name & phone____________________________________________________________
Are you taking any medications? Y / N   Please list: ____________________________________________

______________________________________________________________________________________

Are you taking over-the-counter medicines and/or nutritional supplements?  Please list: ________________

______________________________________________________________________________________

Do you have any allergies?  Please list: ______________________________________________________

Are you allergic to any of the following: latex metals or jewelry anesthesia other ______________

Do you use tobacco products of any kind?  Y / N
Have you had any radiation treatment especially to the head and neck area?  Y / N

Do you have or have ever had any of the following? (Please circle Yes or No)

Y / N Heart Attack / Stroke

Y / N Heart Surg. / Pacemaker

Y / N Heart Murmur

Y / N Rheumatic Fever

Y / N Mitral Valve Prolapse

Y / N Artificial Valves

Y / N Heart Disease

Y / N Congenital Heart Defect

Y / N Chest Pains

Y / N Scarlet Fever

Y / N Kidney Problems 

Y / N Liver Problems

Y / N Respiratory Problems

Y / N Sinus Problems 

Y / N Stomach Problems/Ulcers

Y / N Psychiatric Problems

Y / N Venereal Disease

Y / N Alcohol/Drug Abuse

Y / N Tuberculosis TB

Y / N Jaw Problems TMJ/TMD

Y / N Cancer/Tumors

Y / N Shingles

Y / N Hepatitis

Y / N HIV+/AIDS/ARC

Y / N Arthritis/Rheumatism

Y / N Artificial Bones/Joints

Y / N Emphysema
Y / N Fainting/Seizures/Epilepsy

Y / N Severe/Freq. Headaches

Y / N Frequent Neck Pain

Y / N Chemotherapy

Y / N Asthma

Y / N Difficulty Breathing

Y / N Diabetes

Y / N Leukemia

Y / N Anemia

Y / N High/Low Blood Pressure

Y / N Bleeding Problems

Y / N Glaucoma

Y / N Back Problems
Please list any other condition(s) you have or ever had:  _________________________________________

______________________________________________________________________________________

Reason for today’s visit___________________________________________________________________ 

Do you have any dental concerns or problems that you wish to share with us today? ______________________________________________________________________________________
For women:  Are you taking birth control pills?  Y /N

Are you pregnant?  Y / N If yes, how long? ___________     Are you nursing?  Y /N
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To the best of my knowledge, all of the preceding answers are true and correct.  If I ever have a change in my health or if my medications change, I will inform the doctor at the next appointment without fail.

Signature ______________________________________________________ Date___________________
