
MEDICAL HISTORY 
 

DATE ____/____/______ 
 
PATIENT ___________________________________________________________________________________ DATE OF BIRTH _____/_____/______ 
  Last                       First                       Middle 
 
WHOM MAY WE NOTIFY IN CASE OF EMERGENCY?________________________________________________________       _ 

RELATIONSHIP TO YOU_________________  __________________ PHONE________________________________ 

NAME OF PHYSICIAN______________________________________________ PHONE_______________________________   _ 

CLINIC OR FACILITY NAME____________________________________________________________________________  
 
CIRCLE THE APPROPRIATE ANSWERS 
 
YES NO DO YOU NEED TO TAKE ANTIBIOTIC PRE-MED BEFORE DENTAL APPOINTMENTS? 
  
YES NO ARE YOU CURRENTLY UNDER THE CARE OF A PHYSICIAN? 

  IF YES, DESCRIBE YOUR TREATMENT_________________________________________________  

YES          NO HAVE YOU HAD ANY MEDICAL TREATMENT OR PHYSICIAN VISIT OF ANY KIND IN THE LAST YEAR?  

IF YES, DESCRIBE____________________________________________________________________________________________ 

YES NO HAVE YOU EVER HAD ANY SURGICAL OPERATION OF ANY KIND? 

  IF YES, DESCRIBE____________________________________________________________________________________________ 

YES NO HAVE YOU EVER BEEN HOSPITALIZED?  IF YES, WHAT FOR AND WHEN? 

____________________________________________________________________________________________________________ 

YES  NO HAVE YOU EVER RECEIVED A BLOOD TRANSFUSION? IF YES, WHEN?   ___________________________________ 
 
YES NO WHEN WAS YOUR LAST COMPLETE PHYSICAL EXAM?  ___________________________________________________ 
 
YES NO ARE YOU CURRENTLY TAKING ANY PRESCRIPTION DRUG? 

  IF YES, NAME & NEED_________________________________________________________________________________________ 

YES NO ARE YOU CURRENTLY TAKING ANY NON-PRESCRIPTION DRUG OF ANY KIND? 
(EXAMPLE: ASPIRIN, COUGH SYRUP, NASAL SPRAY, RECREATIONAL DRUG USE, HIGH SUGAR INTAKE, HIGH CAFFEINE 
INTAKE) IF YES, NAME & NEED _____________________________________________________________________   
 

YES NO HAVE YOU HAD PROBLEMS WITH PENICILLIN, ANTIBIOTICS, AND/OR ANESTHETICS? 
 
YES NO HAVE YOU HAD AN ALLERGIC REACTION TO ANY MEDICATIONS OR SUBSTANCES?  

  IF YES, DESCRIBE ____________________________________________________________________________________________ 

YES NO DO YOU SMOKE OR CHEW TOBACCO? (UNDERLINE WHICH ONE) 
 
YES NO DO YOU CONSUME ALCOHOLIC BEVERAGES? 
 
YES NO HAVE YOU HAD ANY ALLERGIC REACTION TO METALS OR JEWELRY? WHAT KIND? ______________________________ 
 
YES NO WOMEN - ARE YOU PREGNANT OR SUSPECT YOU MIGHT BE? 
 
PLEASE PUT A CHECK BY THE ONES YOU HAVE, HAVE HAD, OR BEEN TREATED FOR. 
___  ARTHRITIS       ___  CHEST PAIN     ___  EAR INFECTIONS 
___  RHEUMATIC FEVER   ___  SHORTNESS OF BREATH  ___  BRUISE EASILY 
___  HEART PROBLEMS   ___  SWELLING OF FEET/ANKLES/HANDS   ___  PSYCHIATRIC CARE 
___  CONGENITAL HEART LESION                 (CIRCLE APPROPRIATE)            ___  DRUG ADDICTION 
___  HIGH BLOOD PRESSURE  ___  STROKE                     ___  ALZHEIMER’S DISEASE 
___  LOW BLOOD PRESSURE  ___  EXCESSIVE THIRST   ___  ARTIFICIAL HEART VALVE                         
___  CHRONIC ALLERGY,  ___  HAY FEVER    ___  LATEX ALLERGY 
          MILD REACTIONS TO:  ___  HEMOPHILIA,    ___  HYPOGLYCEMIA 

___  HEART PACEMAKER           _______________________ ___  BLEEDING OR BLOOD DISORDER ___  COLD SORES, HERPES, 
 ___  ANEMIA, SICKLE CELL DISEASE        CANKER SORES 
___  EPILEPSY, SEIZURES  ___  ASTHMA     ___  FAINTING SPELLS 
___  CHRONIC SINUS   ___  CORTISONE MEDICATION WHEN?______________________ 
___  DIABETES    ___  EMPHYSEMA    ___  TUBERCLUOSIS 
___  FREQUENT COUGH   ___  ULCERS     ___  LUNG DISEASE 
___  NERVOUSNESS   ___  KIDNEY DISORDER   ___  LIVER DISEASE 
___  HIP OR JOINT REPLACEMENT ___  ENZYME DEFICIENCY (i.e.) G6PD  ___  HEPATITIS A (INFEC.) 
___  HYDROCEPHALUS  ___  HEPATITIS B (SERUM)   ___  RHEUMATISM 



___  ANOREXIA, BULIMIA   ___  YELLOW JAUNDICE   ___  GLAUCOMA 
___  HEART MURMUR    ___  RECENT WEIGHT LOSS ___  GOUT 
___  THYROID CONDITION   ___  CANCER     ___  MITRAL VALVE PROLAPSE 
___  VENEREAL DISEASE, HERPES II  ___  PARATHYROID DISEASE 
___  ACQUIRED IMMUNE DEFICIENCY___  X-RAY OR COBALT TREATMENT  ___  PAIN IN JAW JOINTS 

SYNDROME (AIDS)  ___  CHEMOTHERAPY/RADIATION   
  
HAVE YOU EVER HAD ANY OTHER SERIOUS ILLNESS/MEDICAL ISSUE NOT SHOWN ABOVE?  YES    NO 
 

IF YES, PLEASE DESCRIBE IN DETAIL_________________________________________________________ 

DO YOU WISH TO TALK TO THE DOCTOR PRIVATELY ABOUT ANY PROBLEM?    YES       NO 

 
I CERTIFY THAT THIS INFORMATION IS COMPLETE AND ACCURATE. 
 
PATIENT’S SIGNATURE ______________________________________   DATE ____/____/_______ 
 
DENTIST’S SIGNATURE ______________________________________   DATE ____/____/_______ 
 
************************************************************************************* 
 
I HAVE UPDATED MY MEDICAL HISTORY. 
 
Date   Changes Made   Patient’s Signature  Reviewed By (Office Use) 

 
_________   ________________________          _________________________     _________ 

 
_________   ________________________          __________________________    __________ 

  
_________   ________________________          __________________________   __________ 
 
_________   ________________________          __________________________    __________ 
 
_________   ________________________          __________________________    __________ 
 
_________   ________________________          __________________________    __________ 
 
_________   ________________________          __________________________    __________ 
 
_________   ________________________          __________________________    __________ 
        
_________   ________________________          __________________________    __________ 
     
_________   ________________________          __________________________    __________ 
  
_________   ________________________          __________________________    __________ 
 
_________   ________________________          __________________________    __________ 
   
_________   ________________________          __________________________    __________ 

 
_________   ________________________          __________________________    __________ 
  
_________   ________________________          __________________________    __________ 
  
_________   ________________________          __________________________    __________ 
 


