Patient Name_____________________________ DOB_________________Date_______________

DENTAL HISTORY
Date of last visit to a dentist__________________    Complaints, dental problems, dental pain?  Y  N 

Describe your problem(s)___________________________________________________________________________
Any unhappy dental experiences? Y  N                Dental/Mouth habits________________________________________
HEALTH HISTORY

Physician’s Name & Number________________________________________________________________________ 
Specialist’s Name & Number ________________________________________________________________________
I. CIRCLE APPROPRIATE ANSWER:
1. Yes No 
Is your general health good?     Date of last medical exam_____________________________________
2. Yes No 
Are you being treated by a physician now or have you had a serious illness in the last three years?



If so for what________________________________________________________________________
3. Yes No 
Are you going to a Pain Clinic now? Name and Number______________________________________
4. Yes No 
ALLERGIES: Drugs, Foods, Medications, Latex_____________________________________________

II. HAVE YOU EXPERIENCED:

5.   Yes No 
Chest pain (angina) 




11. Yes No 
Dizziness/Fainting spells
6.   Yes No 
Shortness of breath




12. Yes No 
Headaches/Migraines
7.   Yes No 
Recent weight loss, fever, night sweats


13. Yes No 
Seizures
8.   Yes No 
Persistent cough, coughing up blood  


14. Yes No 
Excessive thirst/Dry mouth
9.   Yes No 
Blood Disease, bleeding problems, bruising easily  
15. Yes No 
Swallowing issues or difficulty

10. Yes No 
Sinus problems





16. Yes No 
Hearing problems
III. DO YOU HAVE OR HAVE YOU HAD:

17. Yes No 
Heart disease, attack, defects 



26. Yes No 
AIDS/HIV
18. Yes No 
Stroke, hardening of arteries



27. Yes No 
Tumors, cancer
19. Yes No 
High blood pressure




28. Yes No 
Arthritis, rheumatism, joint pain
20. Yes No 
Asthma, TB, emphysema, other lung diseases

29. Yes No 
Eye diseases, blurred vision
21. Yes No 
Hepatitis, jaundice, other liver disease


30. Yes No 
Skin diseases/(MRSA)

22. Yes No        
Stomach problems, ulcers, reflux, vomiting, nausea
31. Yes No
Anemia
23. Yes No 
Kidney, bladder disease, frequent urination

32. Yes No 
HPV,VD(syphilis or gonorrhea)
24. Yes No
Thyroid, adrenal disease




33. Yes No 
Herpes/Cold Sores
25. Yes No 
Diabetes





34. Yes No 
Neurological Issues/Developmentally Delayed  
IV. DO YOU HAVE OR HAVE YOU HAD:

35. Yes No 
Psychiatric care





40. Yes No 
Heart prosthesis including valve

36. Yes No 
Radiation/Chemotherapy treatments


41. Yes No 
Bisphosphonates/Osteoporosis
37. Yes No
Artificial joint/Organ Transplant

 

42. Yes No 
Endocarditis
38. Yes No 
Blood transfusions/Surgeries



43. Yes No
Drug use/Abuse Problems
39. Yes No
Pacemaker

V. ARE YOU USING:







44. Yes No 
Alcohol 





46. Yes No
Tobacco in any form
 

45. Yes No 
Drugs, medications, over-the-counter medicines
 
47. Yes No
Herbal Supplements



(including Aspirin), natural remedies 



Please list medications_______________________________________________________________________________
VI. OTHER:

48. Yes No 
Are you or could you be pregnant or nursing? Due Date ____________________


49. Yes No 
Do you have or have you had any other diseases or medical problems NOT listed on this form?

If so, explain______________________________________________________________________________________
To the best of my knowledge I have answered every question completely and accurately. I will inform my dentist of 
any change in my health and/or medication.

PATIENT SIGNATURE ______________________________________________________________ DATE______________________________
DENTIST SIGNATURE_________________________________________________________DATE____________________________________
Vitals: BP ________ Pulse________ Respirations________ Staff That Took Vitals and Date:_____________________________________________
10-2-18
