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Medical History Form Date

Name

Address

Home Phone ( )

Business Phone (  )

mo

Name of Spouse

Numbe .  S l ree !

City State Zip Code

Occupation Social  Secur i ty 'No.

Date of Birth Sex M F Height Weight Single Married

)Closest Relative

lf you are completing this form for another person, what is your relationship to-that person?

Referred By

For the tollowing questions, circte yes or no, whichever applies. \6ur answeis are tor our records only and will be
considered contideniial. Please note that during your initial visit you will be asked some questions about your l€sponses
lo lhis questionnairc and there may be additional questions concerning your health.

Phone

1 .
2 .

3.
4 .

5.

Are you in good health?
Has there been any change in your general health within the past year?

My last physical exam was on
Are you now under the care of a physician?
lf so, what is the condition being treated?

The name and address of my physician(s) is

Yes No
Yes No

Yes No

Yes No

Yes No

Yes No

6. Have you had any serious i l lness, operation, or been hospitalized in the past 5 years'. . .

l f so, what was the i l lness or problem?
7. Are you taking any medicine(s) including non-prescription medicine?

lf so, what medicine(s) are you taking?
8. Do you have or have you had any of the following diseases or problems?

a. Damaged heart valves or artif icial valves, including heart murmur or rheumatic heart disease
b. Cardiovascular disease (heart trouble, heart attack, angina, coronary insufficiency, coronary occlusion, high

blood pressure, arteriosclerois, stroke) . . .
1. Do you have chest pain upon exertion?
2. Are you ever short of breath after mild exercise or when lying down?
3. Do your ankles swell?
4. Do you have inborn heart defects?
5. Do you have a cardiac pacemaker? . . .

c. Allergy
d. Sinus trouble
e. Asthma or hay fever
f. Fainting spells or seizures . . . .
g. Persistent diarrhea or recent weight loss .
h. Diabetes
i. Hepatitis, jaundice or liver disease
i. AIDS or HIV infection
k. Thyroid problems
l. Respiratory problems, emphysema, bronchitis, etc. .
m. Arthritis or painful swollen joints
n. Stomach ulcer or hyperacidity
o. Kidney trouble
p. Tuberculosis . .
q. Persistent cough or cough that produces blood
t. Persistent swollen glands in neck
s. Low blood pressure

l. ffilllllffi#:'::"0,5'31'u,""' ;;;;; ,,
y .  P rob lemswi thmenta l  hea l th  . . . . . . . .
w. Cancer
r. Problems of the immune s)rstem

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

(over)



a. Have you ever requirsd a blood Iranstusion? ........................,,. ... yos
tO. Oo you have any blood disorder such as anemia?.....................
t t. Have you sv6r had any treatm€nt tor a tumor or grou^h? ..........:::...:..::.:.:.:...::..::..::.:::.::::...:.::.:.::::::.:.:....:::: Y::
12. Are you allergic to or hav6 you had a reaction to:

d. Barbituatos, ssdativ€s of sleeping pi11s........................ y6s

h. Other , yes

No
No
No
No

13. Have you or any of your relatives had a bad reaction to intravenous sedatives or general anesthetics.
14, Have you had any serious trouble associated with previous dental treatment

l f  so, explain

Yes
Yes

No
No
No
No
No
No
No
No
No
No

15. Do you have any disease, condition,or problem not l isted above that you think I should know about? yes No
lf so, explain

17. Are you woaring r€movable dsntal appliances? ..._:_...._..._....-...-...............,.................. y6s

WO EN

t9. Do you have any problems associatod wiih you menslrual poriod?................ yss

21. Aro you

DENTAL HISTORY
CHIEF ORAL COMPLAINT

DATE OF I.AST DENTAL EXAM NY PREVIOUS MAJOR DENTAL TREATMENT f] Yes D No WHEN

No
No

No
No
No
No

DO YOU HAVE OR DO YOU USE ANY OF THE FOLLOWTNG (|ND|CATE W|TH A /)
Teeth sensitive to cold, heat, swe€ts or pressure n Bad breathD

D
n
D
D

Bleeding gums. How long?
Food impaction
Clenching or grinding
Burning of tongue

tr Unpleasant taste
D 

/ntavorable 
dental experience fl Texture ol toothbrush

[ "Complications from extractions n Frequency of brushing
D Periodontal treatmont
tr Orthodontic treatment
n Mouth breating

n Cigarettes, pipe or cigar smoking

tr Chewing tobacco

D Dental lloss frequency

f] Interdental stimulEtors

! Water jet device

n Swelfing or lumps in mouth

n Frequent blisters on lips or mouth

D Pain around ear

D Unusual sounds in ear while eating

tr TMJ problems

Signilicant lindings lrom questionnaire or oral interview:

! Oral habits, i.e. fingernail biting ! Disclosing tablets or,.solution
cheek biting, etc. tr Fluoride supplementi

I certily that I have read and understand the above. I acknowledge that my questions, if any, about the
inquiries set forlh above have been answered to my satisfaction. I will nol hold my dentist, or any other
member of his/her staff, responsible for any errors or ommissions that I may have made in the
completion of this form. I also consent to the use of still and/or video photography lor educational
purpos€s or verification of lreatment.

7 Signature ol Patienl

Dental managomont considorations:

Date Signature of Dentist


