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YES NO 
Are you currently under any medical treatment now? O 0 

Allergies 

Medications 
List any medications you are currently taking and the 

0 NONE 

 

correlating diagnosis:   
 

Do you have or have you had any of the following? 

0 0 Diabetes 0 0 Pacemaker Women: YES NO 

0 0 
 

0 0 Glaucoma 0 0 Respiratory Disease Are you nursing? 0 0 

Medical History Information

Have you ever been hospitalized for any surgical O 0 0 Aspirin 0 Barbiturates (sleeping pills)

operation or serious illness? 0 Codeine 0 Iodine

Do You currently need antibiotic Pre-Med for dental O 0 0 Latex 0 Local Anesthetic Allergy

appointments? 0 Metal 0 Penicillin

0 Sulfa 0 Other Allergy:  

YE
S

NO YE
S

NO YES NO

0 0 AIDS/HIV 0 0 Hay Fever/Allergies 0 0 Rheumatic Fever

0 0 ADHD 0 0 Headaches 0 0 Scarlet Fever

0 0 Anemia 0 0 Heart Murmur 0 0 Shortness of Breath

0 0 Arthritis, Rheumatism 0 0 Heart Problems 0 0 Sinus Trouble

0 0 Artificial Heart Valves 0 0 Hepatitis Type 0____________ 0 Skin Rash

0 0 Artificial Joints 0 0 Herpes 0 0 Special Diet

0 0 Asthma 0 0 High Blood Pressure 0 0 Stroke

0 0 Back Problems 0 0 High Cholesterol 0 0 Swollen Feet or Ankles

0 0 Bleeding abnormally 0 0 Jaundice 0 0 Swollen Neck Glands

0 0 Blood Disease 0 0 Kidney Disease 0 0 Thyroid Problems

0 0 Cancer 0 0 Liver Disease 0 0 Tonsillitis

0 0 Chemical Dependency 0 0 Low Blood Pressure 0 0 Tuberculosis

0 0 Chemotherapy 0 0 Mitra[ Valve Prolapse 0 0 Tumor/growth on head/neck

0 0 Circulatory Problems 0 0 MS 0 0 Ulcer

0 0 Congenital Heart Lesions 0 0 Nervous Problems 0 0 Venereal Disease

0 0 Cortisone Treatments 0 0 Pre-Med with Antibiotics 0 0 Weight Loss, unexplained

0 0 Emphysema 0 0 Psychiatric Care/

0 0 Epilepsy Depression/Anxiety Are you Pregnant

0 0 Fainting or dizziness 0 0 Radiation Treatment Due date

Dental History



 

Do you have or have you had any of the following? 

0 0 Lip or cheek biting How often do you floss?   How often do you brush?   
To the best of my knowledge, all of the proceeding answers and information provided are true and correct. If I ever have any change 
In my health, I will inform the doctors at the next appointment without fail. I understand that providing incorrect information can be 
dangerous to my health. 

   Date:   
Signature of Patient (Parent or Guardian)

YE
S

NO YE
S

NO

0 0 Bad Breath 0 0 Loose teeth or broken fillings

0 0 Bleeding gums 0 0 Mouth breathing

0 0 Blisters on lips or mouth 0 0 Mouth pain, brushing

0 0 Burning sensation on tongue 0 0 Orthodontic treatment

0 0 Cigarette, pipe, or cigar smoking 0 0 Pain around ear

0 0 Clicking or popping jaw 0 0 Periodontal treatment

0 0 Dry mouth 0 0 Sensitivity to Cold

0 0 Fingernail biting 0 0 Sensitivity to Hot

0 0 Food collection between teeth 0 0 Sensitivity to Sweets

0 0 Foreign objects (piercings) 0 0 Sensitivity when biting

0 0 Gums swollen or tender 0 0 Smokeless Tobacco (Chew)

0 0 Jaw pain or tiredness 0 0 Sores or growths In mouth
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