



Patient Health History Information


Date: ________________Patient Name: ________________________________________ Birth Date: _______________ Age: _____


DENTAL HISTORY


1. What is the reason for your dental visit today? ______________________________________________________________


2. When was your last dental visit? ___________________What treatment was performed? _________________________ 


3. When were the last dental X-rays taken? _____________ Was all treatment completed? __________________________


4. Have you ever had prolonged bleeding after an extraction?  Yes___ No___ 


If yes please explain                                                                                                                                                      ______


5. Do your gums bleed easily? Yes___ No___        Are your teeth sensitive to hot or cold? Yes___ No___


MEDICAL HISTORY 


1. Are you under a Doctor’s care at this time?  Yes___ No___ If yes, please specify: _______________


Dr. Name____________________________________ Doctor’s Phone: ____________________


2. Are you allergic to Penicillin, codeine, local anesthetics, tranquilizers or any other drugs or medicine? 
_____________________________________________________________________


3. Are you taking any medication at this time, including birth control? Yes___ No__ 


If yes, please specify: ________________________________________________________________


4. (WOMAN) Are you pregnant at this time? Yes___ No____


5. Do you have, or have you had, any of the following? 


Please check Yes or No


Rev 4/2019 







6. Are there other conditions of which we should be aware? Yes___ No____ If yes, please specify: 
___________________________________________________________________________________________


To the best of my knowledge, I have answered every question completely and accurately. I will inform my dentist of any changes in my health 
and/or medication. I further certify that I consent to the performing of X-rays and oral Examination.


Patient/Guardian Signature: _______________________ Doctor’s Signature: ________________________Date: ___________


Patient/Guardian Signature: _______________________ Doctor’s Signature: ________________________Date: ___________

A r t i f i c i a l  H e a r t  v a l v e  Yes N o  H e a r t  p r o b l e m s  Yes N o  
Aids/HIV+ Yes N o  H e p a t i t i s Yes N o  
A n e m i a Yes N o  H i g h  B l o o d  p r e s s u r e Yes N o  
A n g i n a Yes N o  j a u n d i c e Yes N o  
A r t h r i t i s Yes N o  j o i n t  p r o s t h e s i s Yes N o  
A s t h m a Yes N o  k i d n e y  D i s e a s e Yes N o  
B l e e d i n g  P r o b l e m s Yes N o  L i v e r  P r o b l e m s Yes N o  
C a n c e r Yes N o  L o w  B l o o d  P r e s s u r e  Yes N o  
C h e m . / R a d  T h r a p y Yes N o  L u n g  D i s e a s e Yes N o  
D i a b e t e s  Yes N o  P a c e m a k e r Yes N o  
D i z z y  S p e l l s  Yes N o  P s y c h i a t r i c  C a r e Yes N o  
D r u g  A d d i c t i o n Yes N o  R h e u a m t i c  F e v e r Yes N o  
E m p h y s e m a Yes N o  S i n u s  T r o u b l e Yes N o  
ep i l epsy Yes N o  S m o k i n g  T o b a c o Yes N o  
F a i n t i n g Yes N o  S t r o k e Yes N o  
G l a u c o m a Yes N o  T h r y r o i d  P r o b l e m s Yes N o  
H e a r t  A t t a c k Yes N o  TMD or  TMJ Yes N o  
H e a r t  S u r g e r y Yes N o  T u b e r c u l o s i s  Yes N o  
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