Dr. Signature: _______________________________
Patient's name ____________________________________________ Preferred name __________________ Birth date___________
Address ______________________________________________________________________ Phone # ______________________
Employer ____________________________________ Occupation ___________________________________________________
Whom may we thank for referring you to our office? ____________________________________________________
Date of last dental visit? _____________________________

DENTAL HISTORY
Are you having any pain at this time? ( ) Yes ( ) No
Do you suffer from pain, swelling, or bleeding of the gums? ( ) Yes ( ) No
Have you had abnormal bleeding associated with previous surgery, trauma, or extraction of teeth? ( ) Yes ( ) No
How often do you: Brush your teeth? _______________ Floss? _______________ See a dentist? ________________
Reason for this visit? ______________________________________________________________
MEDICAL HEALTH HISTORY
Do you have or have you had any of the following?
Are you allergic to, or have you reacted adversely to any of the
(Please check any that apply)
following?
 Cancer or tumor - Date:_________________
 Latex materials
 Heart ailment or angina
 Penicillin or other antibiotics
 Heart murmur, mitral valve prolapse, heart defect
 Local anesthetics ("Novocain")
 Rheumatic fever or rheumatic heart disease
 Codeine or other narcotics
 Artificial joint or valve - Date:_________________
 Sulfa drugs
 High blood pressure
 Barbiturates, sedatives, or sleeping pills
 Low blood pressure
 Aspirin
 Pacemaker
 Other:______________________________________
 Tuberculosis or other lung problems
 Kidney disease
Are you taking any of the following?
 Hepatitis or other liver disease
 Aspirin
 Alcoholism
 Anticoagulants (blood thinners) Name:____________
 Blood transfusion
 Antibiotics or sulfa drugs
 Diabetes
 High blood pressure medicine
 Neurologic condition
 Antidepressants or tranquilizers
 Epilepsy, seizures, or fainting spells
 Insulin, Orinase, or other diabetes drug
 Emotional condition
 Nitroglycerin
 Arthritis
 Cortisone or other steroids
 Herpes or cold sores
 Osteoporosis (bone density) medicine
 AIDS or HIV positive
 List other medications:
 Migraine headaches or frequent headaches
______________________________________
 Anemia or blood disorders
______________________________________
 Abnormal bleeding after extractions, surgery, or trauma
Women:
 Hayfever or sinus trouble
 May be pregnant
 Allergies or hives
Expected delivery date: _____________
 Asthma
 Taking hormones or contraceptives
Do you smoke or use chewing tobacco?
 yes  no
Name of your physician:_______________________________________________________________________________________
Do you have any disease, condition, or problem not listed above?_______________________________________________________
**I understand that the information that I have given today is correct to the best of my knowledge. I also understand that this
information will be held in the strictest confidence and it is my responsibility to inform this office of any changes in medical status.

Patient Signature___________________________________________________

Date__________________

