
 



     
       
 

DENTAL HISTORY 
Reason for visit _______________________________________________________________________________ 
Do you have problems with any of the following : 
__Bad Breath   __Food Collection between teeth   __ Periodontal  Treatment   __Sensitivity to sweets  __Bleeding Gums 
__Grinding or clenching teeth   __Sensitivity to cold/hot   __clicking or popping jaw __loose teeth or broken filling  
__sores of growths in mouth  
How often do you brush? _____________              How  do you feel about the appearance of your teeth?  
________________________________________________________________________________________________ 
Have you ever experienced an adverse reaction during or in conjunction with a medical or dental procedure? 
__ yes   __ no 
 
      MEDICAL HEALTH HISTORY 
Are your currently under physician care?  __ yes   __ no   If yes, describe ________________________________________ 
Your physician’s name ____________________________________   Phone# ________________________________ 
Are you pregnant? __ yes __ no                 Nursing? __ yes __ no                     Taking birth control pills?  __ yes   __ no 
Do you smoke, vape or use tobacco?  __ yes __ no 
Are you required to Pre-Medicate before any dental treatment?  __ yes  __ no 
Do you have, or have you had any of the following ? ( Please check any that apply): 
__ AIDS/HIV Positive  __Glaucoma    __Respiratory Disease 
__Anaphylaxis   __Headaches    __Rheumatic/Scarlet Fever 
__Anemia   __Heart Murmur   __Shingles 
__Arthritis, Rheumatism __Heart Problems   __Shortness of Breath 
__Artificial Heart Valves  Describe____________   __Skin Rash 
__Artificial Joints  __Hemophilia/Abnormal  Bleeding __Spina Bifida 
__Asthma   __Herpes    __Stroke 
__Atopic (Allergy Prone) __Hepatitis    __Surgical Implant  
__Back Problems  __High Blood Pressure   __Swelling of Feet/Ankles 
__Blood Disease  __Jaw Pain    __Thyroid Disease/Malfunction 
__Cancer   __Kidney Disease or   __Tobacco Habit 
__Chemical Dependency Malfunction    __Tonsillitis 
__Chemotherapy  __Liver Disease    __Tuberculosis 
__Circulatory Problems  __Material Allergies   __Ulcer/Colitis 
__Cortisone Treatments (Latex, Wool, Metal, Chemicals)  __Venereal Disease 
__Cough, Persistent  __Mitral Valve Prolapse   __Other__________________ 
__Cough up blood  __Nervous Problems 
__Diabetes   __Pacemaker/Heart Surgery 
__Epilepsy   __Psychiatric Care 
__Fainting   __Rapid Weight Gain/Loss 
__Food Allergies  __Radiation Treatment 
 
LIST OF MEDICATIONS:____________________________________________________________________________ 
_______________________________________________________________________________________________ 
LIST OF DRUG ALLERGIES, IF ANY:___________________________________________________________________ 
_______________________________________________________________________________________________       
 
 
PATIENT’S SIGNATURE: ______________________   DATE: ______________________   STAFF: _____________________ 
  
  


