
PATIENT MEDICAL IDSTORY 
First Name: Last Name: M.I.:

Home Phone: Cell Phone: DOB: 

Home Address: City/State/Zip 

Employer: E-mail:

Employer Address: City/State/Zip: 

Referring Doctor: Family Dentist: 

Family Physician Family Physician Phone: 

Emergency Contact and Phone Number: 

Do you have unhealed injuries or inflamed areas, growths or sore spots in or around your mouth? If yes, 
Please explain. 

Has there been any change in your general health within the past year? If yes, please explain. 

Are you under the care of a physician for a current problem? If yes, explain. 

Have you been hospitalized within the past 5 years? Please specify. 

Are you taking any medication or drugs? List on page 2 

Have you ever had any ALLERGIC or ADVERSE REACTIONS to anesthetics/antibiotics/ 
Medications? Please specify. 

Is there any condition concerning your health that the doctor should be told? 

Have you had abnonnal bleeding with previous extractions, surgery, or trauma? 

Have you ever required a blood transfusion? 

Have you ever had surgery and/or radiation for a tumor, growth, or other condition? 

Have you ever tested positive for HJV infection or AIDS? If so, state date diagnosed and treating doctor. 

Are you required to take antibiotics prior to dental treatment? 

Do you have or have you had any of the following? Check box that applies. 

High blood pressure 
Heart murmur or prolapsed valve 
Joint prosthesis (hip, knee, etc.) 
Rheumatic fever or rheumatic heart disease 
Congenital heart disease 

Sinus trouble 
Thyroid problems 
Diabetes 
Stomach ulcers, colitis 
Hepatitis, jaundice, liver disease 

YES NO 
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