Medical History

Patient Name __________________________________  Date_____________   

Are you under a physician’s care now? Why? Who? _____________________   Yes    No

Women:(circle) Pregnant/trying to get pregnant     Nursing    Taking oral contraceptives

Have you ever been hospitalized or had a major operation? Describe ________   Yes    No

_______________________________________________________________

Have you ever had a serious injury to your head or neck? Describe  _________   Yes    No

_______________________________________________________________

Are you taking any medications including aspirin? List… _______________________________   Yes    No

Are you taking any herbal remedies?  _________________________________   Yes    No

Are you on a special diet? __________________________________________    Yes   No

ALLERGIES? (Circle)

Aspirin     Penicillin    Codeine   Acrylic    Metal   Latex Rubber    Anesthetic

Other: (list) _____________________________________________________

Do you have or have you ever had any of the following:

(*If yes to any of the starred conditions,  premedication may be required)

 * Please check each (no lines).

Heart Trouble/disease       ___yes ___no  
        Bruise Easily
             ___yes ___no
         Emphysema              ___yes___no

Heart Murmur*
         ___yes ___ no           Anemia
             ___yes ___no
         Tuberculosis 
        ___yes___ no

Irregular/Heartbeat
         ___yes ___no
        Excessive Bleeding        ___yes ___no
         Cancer 
        ___yes___no

Angina/chest Pain 
         ___yes ___no  
        Sickel Cell Disease         ___yes ___no
         Radiation Therapy  ___yes ___no

Heart Attack/Failure         ___yes ___no
        Hemophilia
             ___yes ___no
         Chemotherapy
        ___yes ___no

Congenital heart disorder ___yes ___no
        Leukemia
             ___yes ___no
         Stomach Disease       ___yes ___no

Mitral Valve Prolapse *     ___yes ___no
        Recent Blood Trans.      ___yes ___no
         Ulcers
         ___yes ___no

Scarlet fever
          ___yes ___no
        Swelling of limbs            ___yes ___no
         Recent Weight loss   ___yes ___no

Rheumatic fever*
          ___yes ___no
        Lung Disease
             ___yes ___no
         Frequent Diarrhea   ___yes ___no

Artificial Heart Valve*       ___yes ___no
        Breathing Problems       ___yes ___no
         Diabetes
         ___yes___no

Heart Pace Maker*
          ___yes ___no
        Shortness of breath        ___yes ___no
         Excessive Thirst        ___yes ___no

Heart Surgery*
          ___yes ___no
        Frequent Cough              ___yes ___no         Hypoglycemia
         ___yes ___no

High Blood Pressure
          ___yes ___no
        Hay fever
              ___yes ___no         Liver Disease
         ___yes ___no

Low Blood Pressure
          ___yes ___no
        Sinus Trouble
              ___yes ___no         Hepatitis A
         ___yes ___no

Blood Disease
          ___yes ___no
        Asthma
              ___yes ___no         Hepatitis B (serum)  ___yes ___no

Cold Sores
          ___yes ___no
        Fever Blisters
              ___yes ___no         Stroke
         ___yes ___no

Depression
          ___yes ___no
        ADD/ADHD
              ___yes ___no         Yellow Jaundice       ___yes ___no

Kidney Problems
          ___yes ___no
        Renal Dialysis
              ___yes ___no         Thyroid Disease        ___yes ___no

Parathyroid Problems        ___yes ___no
        Arthritis/Gout
              ___yes ___no          Rheumatism
         ___yes ___no

Pain in Jaw Joints
          ___yes ___no
        Cortisone Medicine         ___yes ___no         Artificial joint*         ___yes___no

Venereal Disease
          ___yes ___no
        AIDS*
              ___yes ___no          HIV Positive
         ___yes ___no

Herpes(cold sore)
          ___yes ___no
        Drug Addiction
              ___yes ___no          Genital Herpes        ___yes ___no

Snoring
                            ___yes ___no

Have you ever had any other serious illness not checked above? Describe________________________________________________

___________________________________________________________________________________________________________

Authorization and Release

I certify that I have read and understand the above information to be the best of my knowledge.  The above questions have been accurately answered.  I understand that providing incorrect information can be dangerous to my health.  I authorize the dentist to release any information including the diagnosis and the records of any treatment or examination rendered to me or my child during the period of such dental care to third party payers and/or health practitioners.  I authorize and request my insurance company to pay directly to the dentist or dental group insurance benefits otherwise payable to me.  I understand that my dental insurance carrier may pay less than the actual bill for services.  I agree to be responsible for payment of all services rendered on my behalf or my dependents.

Patients Signature___________________________________________ Date _________________________

Reviewed by Doctor __________________________________________Date _________________________

