
MEDICAL HISTORY 
Name (Last, First, M.I.):        M     F DOB:       

Physician’s Name:       Physician Phone:       
 

Premedication: 

Yes   No 
      Have you ever been told you need to take an antibiotic prior to your dental appointment? 

 

Medications:  Please list any medications, inhalers, etc. that you are currently taking. 
                  
                  
                  
                  
                  
                  

 

Allergies Yes    No                                   Yes   No                                Yes    No 

Please check (√)  
yes or no 

      Aspirin       Erythromycin       Metals 

      Codeine       Jewelry       Penicillin  

      Dental Anesthetics       Latex       Tetracycline or Minocycline 

 Other:       

   

Please answer the following: If female please answer the following:    

Yes   No Yes   No 
      Do you smoke?   If Yes, amount per day               Are you taking birth control pills? 
      Do you use chewing tobacco?          Are you pregnant?       If Yes, # of weeks       
      Have you ever taken bisphosphonates for osteoporosis?       Erythromycin 

 

Medical Conditions   -   Please check (√) yes or no 

Yes  No Yes  No Yes  No Yes  No Yes  No 

   Abnormal bleeding    Back problems   Emphysema    High blood pressure    Shingles 

   Acid Reflux    Bariatric Surgery   Epilepsy    Kidney problems    Shortness of breath 

   Alcohol dependency    Blood disorders   Fainting spells    Liver disease    Sinus problems 

   Anemia    Cancer-Chemotherapy   Fever blisters/cold sores    Low blood pressure    Stroke    

   Angina pectoris    Chemical dependency   Frequent headache    Mitral valve prolapse    Thyroid problems 

   Artificial joints    Circulatory problems   Glaucoma    Pacemaker    Tuberculosis 

   Arthritis    Congenital heart defect   HIV+ / AIDS    Psychiatric problems    Tumor/growth 
              on head/neck 

   Artificial heart valve    Diabetes   Heart attack    Radiation therapy    Ulcers 

   Asthma    Difficulty breathing   Heart surgery    Respiratory diseases    Venereal disease 

   Autoimmune disorder    Eating Disorder   Hepatitis (A,B,C)    Seizures    Yellow jaundice 

Yes  No 

    Is there any disease, condition, or problem that you think this office should know about that is not covered above? 
              If yes, please describe below… 
      



 
 
 
 

Reason for today’s visit:       

Date of last dental visit?       Former Dentist:       
 
 

Dental Conditions   -   Please check (√) if you have had any of the follow ing: 

  Bad breath   Food collection between teeth   Loose teeth   Periodontal treatment 
  Bleeding gums   Grinding teeth   Broken teeth/fillings   Sensitivity to cold 
  Burning sensation on tongue   Gums swollen or tender   Mouth pain   Sensitivity to sweets 
  Clicking/popping jaw   Jaw pain or tenderness   Orthodontic treatment  Sensitivity when biting 
  Dry mouth   Lip or cheek biting   Pain around ear   Sores in mouth 
  Other          

 
 
 
 
 

Patient’s Signature:       Date:       

Print Name:         
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