


Medical History 

Birthdate: First Name:Last Name:
City/State:Name of Medical Dr:

Emergency Contact: Relationship: Phone: 

List all medications that you are now taking:                                    Pharmacy:

Are you allergic to any of the following?     No to All :___________

Y Y NN
AcrylicAnesthetic

LatexAspirin

Codeine Penicillin

Ibuprofen Sulfa

Do you have any of the following medical conditions?               NO to All:___________
N Y NY

HerpesAcid Reflux
High Blood PressureAIDS/HIV
High CholesterolAlzheimers Disease
Hives/ RashAnaphylaxis
AutoImmune DiseaseAnemia
Kidney ProblemsAngina
Liver DiseaseArthritis/ Gout
Low Blood PressureArtificial Heart Valve
Lung DiseaseArtificial Joint
Mitral Valve ProlapseAsthma
Osteopenia/ OsteoporosisBleeding Problems
Pain in Jaw JointsCancer
Psychiatric CareChemical Dependency
Radiation TreatmentsChemotherapy
Renal DialysisChest Pain
Rheumatic FeverCongenital Heart Disorder
ShinglesCold Sores/ Fever Blisters
Sinus TroubleConvulsions/ Seizures
SmokingDepression/ Anxiety
Stomach/ Intestinal Disease

Diabetes
Stroke

Glaucoma
Thyroid DiseaseHay Fever
TonsillitisHeart trouble/ disease
TuberculosisHeart Murmur/ Irregular Heart Beat
Tumors or GrowthsHeart Pacemaker
UlcersHemophilia
Venereal DiseaseHepatitis A / B / C



UlcersHemophilia
Venereal DiseaseHepatitis A / B / C

WOMEN: Pregnant/ Trying to get pregnant?

Are you taking or taken Fosamax, Boniva, Actonel or any Bisphosphonates?

Do you need to Pre Medicate before dental treatment?

Unusual reaction to dental injections?

Reason for today's visit ?

Are you in pain? 

New patients:

Name of referring dentist? City/State

Date of last cleaning and exam?

Date:                                                                Signature:
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