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Patient Name: ____________________________________________ Date of Birth: ____________________________
Mailing address:___________________________________City/Town:____________________St:___Zip:_________

Cell Phone:______________________ Home Phone:____________________ Work Phone:______________________

Email Address:_______________________________________________________________

Reason for seeking dental treatment: __________________________________________________________________
Name of Physician: _________________________________Name of Previous Dentist: _____________________ 
Were oral x-rays taken? __________________
How long ago? ____________________

Please Answer All Questions                                                        

1. Are you under a physician’s care now?
 
Yes
No        
2. Have you been hospitalized or had a serious 
    illness within the last 5 years?


 Yes
No           
3. Date of last Medical Examination: _____________         
4. Are you pregnant?



 Yes
No        
5. Have you had any complications with past                                      
    Pregnancies?



 
Yes
No       
6. Are you taking any medications or drugs at
    Present time? If yes, write below.

Yes
No                                   
7. Do you smoke cigarettes?

 
Yes
No            
8. If yes, how many per day? ______________                                     

Do you have or have you had any of the following?                             
9.   Heart disease?



Yes
No            

10. Shortness of breath with limited activity or                                 

      when resting?                                                  
Yes
No           
11. Chest pain or angina pectoris?                  
Yes
No           
12. Heart attack?                                             
Yes
No             

13. Mitral Valve Prolapse?                             
Yes
No           

14. Rheumatic fever or rheumatic                                                  
      Heart disease?                                                
Yes
No           
15. Heart murmur?                                        
  
Yes
No            

16. High blood pressure?                                
Yes
No        

17. Heart defect from birth?


Yes
No               18. Stroke?




Yes
No              
19. Fainting spells, convulsions or epilepsy?

Yes
No               
20. Lung disease (tuberculosis, asthma,
      Emphysema or other



Yes
No
21. Liver disease (hepatitis, jaundice, cirrhosis
      or other)?




Yes
No       22. Kidney Disease?



Yes
No
23. Diabetes?




Yes
No

24. Prolonged bleeding following injuries or

      Surgery?




Yes
No

25. Blood disorder?



Yes
No

26. Venereal Disease (syphilis, gonorrhea

      Herpes, AIDS)?



Yes
No

27. Arthritis?




Yes
No

28. X-ray treatments or Radiation Therapy?

Yes
No
29. Treatment for a tumor or growth?

Yes
No 

30. Do you have any limitations regarding activity

     Or diet?




Yes
No
31. Have you had joint surgery or a prosthetic 
      Joint replacement?



Yes
No

32. Headaches, neck aches, backaches?

Yes
No

33. Thyroid problems?



Yes
No

Have you been sick from, shown any allergy to, or been told not to take the following?

34. Penicillin or other antibiotics?


Yes
No

35. Aspirin or other pain mediation?

Yes
No

36. Novocain or other anesthetics?


Yes
No

37. Have you had a blood transfusion?

Yes
No

38. Have you ever used Fen Phen/Redux?

Yes
No
39. Have you ever used Boniva or Fosamax?

Yes
No

40. Recent weight lost or gain?


Yes
No

41. Is there anything of importance in your medical history that has                     not been asked? If yes, explain: 
Do you have any problems with the following?
42. Pain in teeth and/or gums?


Yes
No

43. Pain in nose or jaw joint?


Yes
No

44 Pain in jaw?




Yes
No

45 Sores on lips and/or mouth?


Yes
No

46. Food sticking between teeth?


Yes
No

47. Bleeding gums when flossing?


Yes
No

48. Bleeding gums when brushing?


Yes
No

49. Sensitivity to hot/cold/sweet?


Yes
No

50. Swelling?




Yes
No

51. Loose teeth?




Yes
No

52. Bad breath?




Yes
No

Have you ever had?

53. Tooth extraction?



Yes
No

54. Oral Surgery?




Yes
No

55. Periodontal (gum) surgery?


Yes
No

56. Injury to jaw/teeth?



Yes
No

57. Did you have complications with above?

Yes
No

      Excessive or prolonged bleeding?

Yes
No

      Delayed healing?



Yes
No

58. Removable dentures/bridges/appliances?

Yes
No

      Spare denture?



Yes
No

      Soreness/looseness with your denture?

Yes
No

59. Have you ever had an unusual reaction 
      to any dental treatment?


Yes
No

If yes, explain: __________________________________ 

Medications Currently Being Used: _______________________________________________________________

______________________________________________________________________________________________
Patient or Guardian Signature: ____________________________________________ Date: _________________
