Patient Medical History

Patient’s Name

DOB SSN#

Address

Cell Phone

Home Phone Work Phone

Email Address

Marital Status

SMDW

Insurance Subscriber Name

Cell Phone Home Phone

Physician Name

Phone

Pharmacy Name

Phone

For Office use only

MEDICAL ALERT(S):
Heart Rate

Bl Pr ri

Sex
Weight

Height

Male Female
Ibs.

ft. In.

(For Females Only)

Do you currently take birth control?
Are you pregnant? Weeks

Date of Last Dental Visit Does Dental treatment

make you nervous?
Yes No Slightly

Are you nursing?




Medical Conditions

Condition Y N

Alcohol/Drug Abuse
Anemia

Angina Pectoris
Arthritis

Artificial Bones/ Joints
Asthma

Blood Transfusion

Colitis
Congenital Heart Defect _
Cosmetic Surgery
Diabetes

Difficulty Breathing
Emphysema
Fainting Spells
Fever Blisters

Glaucoma
HIV/AIDS

Abnormal Bleeding -

Cancer/chemotherapy __ _

Frequent Headaches . _

Conditi
Liver Disease

Heart Surgery
Artificial Heart Valve
Heart Attack

High Blood Pressure
Low Blood Pressure
Mitral Valve Prolapse
Pace Maker
Pneumocystis
Psychiatric Problems
Radiation Therapy
Rheumatic/ Hay fever
Seizures

Sickle Cell Disease
Sinus Trouble

Stroke

Thyroid Problems
Tuberculosis

Ulcers

Venereal Disease

Allergies Y/N
Aspirin

Codeine

Dental Anesthetic
Erythromycin
Latex

Metals
Tetracycline
Penicillin
Other Allergies

Do you smoke or use tobacco
products?

How frequently?

Medications/Vitamins/Other Supplements

Is there any other disease, condition, or problem this office should know about that has not already been

previously covered?
If so, please describe below.

Notes




Emergency Contact name and number

How did you hear about our office?

To the best of my knowledge, all of the proceeding answers are true and correct. If | ever have any
change in my health or changes in my medication, | will inform the dentist at my next appointment

Signature of Patient/Guardian Date



