
	NAME:      
	Date of Birth:      


The following information is to be reviewed by the doctor and will be held in strictest confidence.  It is important that you complete this medical history form in its entirety so that we may accurately diagnose and treat you according to your general health and wellbeing.
If you have any questions or require assistance in completing this medical history form, please ask our staff to help.  Please return this completed form to the receptionist.  Thank you for allowing us to serve your dental health care needs.
	Are you presently in good health?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	
	Are you now taking or using medicines for:
	
	
	
	

	Are you presently under the care of a physician?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	
	- Diabetes (pill or shots)
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	If yes, what is the condition or nature of illness?
	
	
	
	
	
	- Nerves (tranquilizers)
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	     
	
	
	
	
	
	- Sleeping
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	
	
	
	
	
	
	-Heart or blood pressure (digitalis,
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Name of your physician:
	Phone # :
	
	nitroglycerin, resperine)
	
	
	
	

	    
	     
	
	- Blood (liver or iron pills, etc.)
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Have you been hospitalized or had a major
	
	
	
	
	
	-Stomach trouble (ulcer or other)
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Illness, operation or injury in the last 5 years?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	
	- Headaches
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	If yes, please explain:
	
	
	
	
	
	- Arthritis or rheumatism
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	     
	
	
	
	
	
	- Allergy
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	     
	
	
	
	
	
	List all medications (including over the
	
	
	
	

	- AIDS
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	
	 counter drugs you are presently taking):
	
	
	
	

	- Herpes
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	
	     
	
	
	
	

	- Mononucleosis
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	
	     
	
	
	
	

	-Respiratory Illnesses
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	
	     
	
	
	
	

	Have you lost 10 or more pounds in the last 6
	
	
	
	
	
	     
	
	
	
	

	months without dieting?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	
	Are you now
	
	
	
	

	Did you ever have a blood transfusion, 
	
	
	
	
	
	- On a prescribed diet
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Particularly prior to March 1985
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	
	- Using thyroid medications
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Do you have any sores in your mouth or on 
	
	
	
	
	
	- Using hormones (including birth control)
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	other parts of your body in the past which
	
	
	
	
	
	- Using anticoagulants
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Occasionally return?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	
	- Using Dilantin
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Do you drink alcohol?  If yes, how often?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	
	Have you ever had any of the following

	     
	
	
	
	
	
	- Heart murmur (mitral valve prolapse)
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Do you use tobacco products?  If yes:
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	
	- Heart disease
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	What form?
	
	
	
	
	
	- Shortness of breath without exercise or
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	How much?
	
	
	
	
	
	  when lying down
	
	
	
	

	For women only:  Is there a possibility that you
	
	
	
	
	
	- Swelling of ankles or feet
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	may be pregnant?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	
	- Pain, pressure, or tight feeling in chest
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	If yes, give due date:
	
	
	
	
	
	- Heart attack
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	     
	
	
	
	
	
	- Stroke
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Are you nursing?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	
	- Rheumatic fever
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Is there a history of diabetes in your family?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	
	- High blood pressure 
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Who?      
	
	
	
	
	
	- Fainting spells, convulsion, epilepsy
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Are you thirsty most of the time?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	
	- Frequent headaches (two or three a week)
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Do you urinate more than six times a day
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	
	- Headaches when lying down
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Have you had eye trouble recently?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	
	- Nervous breakdown, psychotherapy
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Do injuries or cuts take longer to heal now than
	
	
	
	
	
	- Lung trouble (TB, asthma, emphysema)
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	they did previously?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	
	- Hepatitis, liver disease, jaundice
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Does your mouth feel dry or do you have a 
	
	
	
	
	
	- Arthritis, sore joints
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	burning sensation of lips or tongue?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	
	- Diabetes – Blood sugar lever
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Have you taken or been given injections of
	
	
	
	
	
	-Excessive bleeding, hemophilla, transfustion
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Steroids such as cortisone?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	
	- Blood trouble, anemia, leukemia
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	
	
	
	
	
	
	- VD (syphilis, gonorrhea)
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Have you become sick from, shown an 
	
	
	
	
	
	- X-ray, radium, cobalt treatments or chemo
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Allergy to, or been told NOT to take:
	
	
	
	
	
	- Kidney or Bladder problems
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	- Antibiotics (penicillin, etc.)
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	
	-Tumor or Cancer
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	- Codeine
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	
	- Prosthetic joint replacements
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	- Novocaine or other dental anesthetics
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	
	  (hip / knee implants)
	
	
	
	

	- Other drugs or medicines?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	
	- Heart valve repair / replacement
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	What?      
	
	
	
	
	
	- AIDS / ARCH / HIV+
	 FORMCHECKBOX 

	yes
	 FORMCHECKBOX 

	No

	     
	
	
	
	
	
	
	
	
	
	

	     
	
	
	
	
	
	
	
	
	
	





PATIENT MEDICAL HISTORY FORM











