


Medical and Dental History 
 
PATIENT NAME____________________________________    DATE OF BIRTH__________________ 
 
Please mark the check box indicating “yes” if you have currently or have had in the past any of the following: 
 
Date of last physical examination: 
_____________________________ 
 
Physician’s Name 
_____________________________ 
 
Any changes in your health 
within the past year?   Yes   No 
 
Have you been Hospitalized during 
the past year for any reason?  If so, 
please list reason and 
date(s)_____________________ 
 
 
Cardiovascular 
 Low Blood Pressure 
 High Blood pressure 
 Angina (chest pain) 
 Heart attack –Date__________ 
 Irregular heart beat 
 Heart surgery–Date__________ 
 Heart failure 
 Congenital heart lesions 
 Damaged heart valve 
 Replaced/repaired heart valve 
 Mitral Valve Prolapse 
 Heart murmur 

o Congenital Murmur 
 High cholesterol 
 Heart infection 
 Stroke–Date__________ 
 Pacemaker–Date__________ 
 Fainting/dizziness 
Respiratory 
 Asthma 
 Tuberculosis–Date__________ 
 Emphysema/bronchitis 
 Cough, persistent or bloody 
 Sleep apnea 

o CPAP machine in use 
 Difficulty breathing 
 Respiratory disease not listed 

o _____________________ 
Ears/Nose/Throat/Eyes 
 Glaucoma 
 Impaired vision 
 Impaired hearing 
 Sinus trouble 
 Tonsillitis 
Hematological 

 Anemia 
 Sickle cell anemia 
 Abnormal bleeding 
Endocrine 
 Diabetes 
 Thyroid problem 
Infections 
 HIV positive/AIDS 
 Sexually transmitted disease(s) 
 Herpes 
Renal 
 Kidney disorder 
 Dialysis 
Immune 
 Past use of steroids 
 Delayed healing 
Musculoskeletal 
 Arthritis 

o Rheumatoid Arthritis 
 Artificial joint (s) 

o Knee(s) Right &/or Left 
o Hip(s)   Right &/or Left 

 Back problems 
 Fibromyalgia 
 Lupus 
 Sjogren’s Syndrome 
 Osteoporosis 
Neurologic 
 Epilepsy/seizures 
 Parkinson's Disease 
 Multiple sclerosis 
 Headaches 

o Frequency_________ 
Skin 
 Hives or skin rash 
 Other skin lesions 
Mental Health 
 Bipolar disorder 
 Depression 
 Anxiety 

o General 
o Dental 

 Eating disorders 
 Sleep disorder 
 Dementia 
 Learning disorders 
Hepatic 
 Liver disease 
 Jaundice 
 Hepatitis: Type _____ 
Gastrointestinal 
 Acid reflux/GERD 

 Irritable bowel syndrome 
 Stomach ulcer 
 Weight loss, unexplained 
 Special Diet?____________  
Allergies 
 Local anesthetic 
 Antibiotics 

o Penicillin 
o Sulfa 
o Cephalosporin 
o _____________ 

 Aspirin or ibuprofen 
 Acetaminophen/Tylenol 
 Barbiturates 
 Iodine 
 Codeine/narcotics 
 Metals 
 Latex 
 Other:___________ 
Oncologic 
 Tumor or growth in head/neck 
 Cancer(s): List w/dates 

___________________ 
___________________ 

 Are you interested in a screening 
exam for HPV? Due to link with oral 
cancer if HPV positive (genital 
warts). 

 Cancer treatment 
o Chemotherapy 
o Radiation treatment 

Other 
 Wearing contact lenses 
 Do you consider yourself healthy? 
 Do you consider your mouth 

healthy? 
 Have you ever been told you need 

antibiotic premed for dental 
treatment? 

 Tobacco use 
 Alcohol use 
 Chemical dependency 
 Street/recreational/ 
illicit drug use 
Women 
 Currently nursing 
 Currently pregnant  
 Taking oral birth control



Medications 
Check the box if you have ever taken in the past, or are currently taking any of the following medications. 
If YES, circle all medications that applied/apply to you. 
 Medications collectively referred to as “fen-phen.”  This includes combination of Ionimin, Adipex, Fastin  (brand names of 

phentermine), Pondimin (fenfluramine) and/or Redux (dexfenfluramine). 
 Medications collectively referred to “blood thinners” or anti-clotting medications: warfarin (Coumadin), Aspirin, 

Dabigatran (Pradaxa), Clopidogrel (Plavix),  Rivaroxaban (Xarelto), or injectable versions (Heparin, Lovenox) 
o When was your last blood work and the INR value?  ____________________________ 

 Medications collectively referred to as bisphosphonates; generally used for the treatment of osteoporosis: Aredia, Zometa, 
Fosamax, Actonel, & Boniva 

o Please list the time period you took any of the bisphosphonate medication(s) and why you were prescribed 
it.____________________________________________________________ 

 
List all medications you are currently taking & the correlating diagnosis (include over the counter & prescribed) 

_______________________________________________________________________________________ 
_______________________________________________________________________________________ 
_______________________________________________________________________________________ 
_______________________________________________________________________________________ 

 
Dental Information & History Please mark on “Y” for YES or “N” for NO       
Do you want to keep your teeth?           Y   N 
Do you like the appearance of  your teeth?     Y   N  
Do your teeth function well?                 Y   N  
Does food get caught often?                  Y   N  
Do your gums often bleed?    Y   N 
Do you have loose teeth?    Y   N 
Injury to head, neck, or jaw?    Y   N 
Difficulty eating or swallowing?    Y   N 
Do you have a dry mouth?    Y   N 
Had a change in your ability to taste?   Y   N 
Do you have bad breath?  Y  N 
Problems of the jaw 
Have you noticed? (check all that apply) 
 Clicking of the jaw? 
 Pain (joint, ear, side of face)? 
 Difficulty opening or closing? 
 Difficulty chewing? 
 Popping of the jaw? 
Oral Habits 
Do you? (check all that apply) 
 Clench or grind your teeth? 
 Bite your lips or cheek frequently? 
 Bite your fingernails?  
 Have difficulty breathing through your nose? 
Specific Dental History 
Have you had? Check all that apply and date) 
 Orthodontic treatment (braces)?_________ 
 Oral surgery?   _________ 
 Periodontal (gum) treatment? _________ 
 Your bite adjusted?   _________ 
 A bite plane/guard appliance?  _________ 
 

Do you currently have: 
 Dental pain? 

o Jaw pain? 
o Tooth pain? 
o Swollen gums? 
o Pain into the ear? 

 Sensitivity to any or all of the following 
o Cold? 
o Heat? 
o Sweets? 
o Biting? 

 Broken fillings? 
 Sores/swellings in your mouth? 
 Blisters on lips or mouth? 
 A partial/full denture or dental implants? 
 Do you supplement your diet with fluoride? 
 Have you had any difficulty with dental treatment? 
 Burning sensation on the tongue 
 
Date of last dental x-rays?       ______________ 
 
How often do you brush your teeth?  
seldom    never  once daily twice daily 
How often do you floss? 
seldom    never  once daily twice daily 
 
Date of last dental treatment? ______________ 
Date of last teeth cleaning? ______________ 
 
Reason for today’s dental visit?________________   
___________________________________________ 
___________________________________________

To the best of my knowledge, the preceding information is complete and correct. 
Signature________________________________________________    Date_________________ 
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