
HEALTH  HISTORY 

 

Patient’s Name:  _______________________________________     DOB:  ___/___/___      

Name of Medical Physician:  ______________________________  Physician’s Phone #:  ____________________ 

Medical Physician’s Address:  ______________________________  Last Visit Date:  ________________________ 

Reason for Visit:_______________________________________________________________________________ 

1. Are you currently under the care of your physician_______________  For what condition ______________ 

2. Are you currently taking any medications or birth control pills?     YES __________   NO  ________ 

 If Yes, please list medications and for what reasons_____________________________________________ 

3. Have you ever had an allergic reaction to medication?    YES __________   NO  ________ 

 If Yes, please list medications and for what reasons_____________________________________________ 

4. Have you ever taken Fen-Phen, Redux, or Pondimin for a period of more than 3 months?_______________ 

 

5. Have you ever had or been treated for any of the following conditions.  If Yes,  PLEASE CIRCLE 

SPECIFIC CONDITIONS which apply, if no, check the no column. 

 

a. Rheumatic Fever, Rheumatic Heart Disease, Heart Murmur   YES _____ NO  ________ 

b. Congenital Heart Disease, Damaged Heart Valve   YES _____ NO  ________ 

c. Replaced Heart Valve, Heart Trouble, Heart Attack   YES _____ NO  ________ 

d. Angina, Heart Surgery, Pacemaker, Irregular Heart Beats  YES _____ NO  ________ 

e. Stomach/Intestinal Disease, Thyroid Condition   YES _____ NO  ________ 

f. High or Low Blood Pressure     YES _____ NO  ________ 

g. Excessive Bleeding, Anemia, Blood Disease    YES _____ NO  ________ 

h. Breathing Problems, Asthma, Tuberculosis, Hay Fever  YES _____ NO  ________ 

i. Cancer, X-ray Treatments, Chemotherapy, Malignancies  YES _____ NO  ________ 

j. Diabetes , Hypoglycemia, Hyperglycemia    YES _____ NO  ________ 

k. Hepatitis, Yellow Jaundice, Liver Disease    YES _____ NO  ________ 

l. Kidney Problems, Kidney Disease, Renal Dialysis   YES _____ NO  ________ 

m. Venereal Disease, AIDS, HIV Positive    YES _____ NO  ________ 

n. Stroke, Convulsions, Epilepsy, Fainting Spells, Seizures  YES _____ NO  ________ 

o. Tumors, Growths       YES _____ NO  ________ 

p. Major injury to Head, Neck, Jaw     YES _____ NO  ________ 

q. Arthritis, Rheumatism      YES _____ NO  ________ 

r. Artificial Joint Replacement, Pins, Screws, Donor Organs  YES _____ NO  ________ 

s. Glaucoma, Eye Problems      YES _____ NO  ________ 

t. Ulcers, Digestive Problems, Eating Disorders   YES _____ NO  ________ 

u. Any allergic reactions to Metals     YES _____ NO  ________ 

v. Do you have any other allergies, sinus problems   YES _____ NO  ________ 

w. Are you pregnant       YES _____ NO  ________ 

 x. Do you have any reason to suspect you are not in good health  YES _____ NO  ________ 

 y. Any wounds healed slowly or presented complications  YES _____ NO  ________ 

6. Have you ever had a major operation ___________   if yes, describe_______________________________ 

7. Have you had a blood transfusion  YES __________   NO ________ 

8. Are you on a special diet? ______________ if yes, describe _____________________________________ 

9. Do you smoke? ______ If yes, describe type and quantity _______________________________________ 

10.        Do you use recreational drugs? YES __________   NO  ________ 

11.       Are there any other problems in regard to your health of which you are aware?  ______________________ 

 

I certify that the medical/dental information detailed on both sides of this form is accurate and 

complete.  I understand the importance of notifying my dentist/hygienist of any significant changes 

in my medical health. 
 

___________________________________________________ ____________________________________ 

                           Signature            Date 



DENTAL HISTORY 
 

Patient’s Name:  __________________________________________________   Date: _______________ 

Name and Address of Previous Dentist:  _____________________________________________________ 

What Concerns Do You Have Regarding Your Teeth or Mouth? 

_____________________________________________________________________________________________

_______________________________________________________________________________ 

Are you satisfied with the appearance of Your Teeth?  Explain. 

_____________________________________________________________________________________________

_______________________________________________________________________________ 

 

HAVE YOU EVER HAD: 
 

Periodontal Surgery (Gum Surgery)   Yes_____ No_____ 

Oral Surgery     Yes_____ No_____ 

Abnormal Bleeding After Surgery   Yes_____ No_____ 

Novocain Anesthetic    Yes_____ No_____ 

Dental Anxiety     Yes_____ No_____ 

Allergic Reaction to Latex    Yes_____ No_____ 

Orthodontic Treatment (Braces)   Yes_____ No_____ 

Bleeding/Sore Gums    Yes_____ No_____ 

Swelling/Lumps in Mouth    Yes_____ No_____ 

Biting Cheeks/Lips    Yes_____ No_____ 

Pain Opening/Closing Jaw    Yes_____ No_____ 

Do you chew only on one side   Yes_____ No_____ 

Do you Clench/Grind Your Teeth   Yes_____ No_____ 

Do you wear a Bite Plate or Nightguard  Yes_____ No_____ 

 

ARE ANY OF YOUR TEETH SENSITIVE TO: 
 

Hot   Yes_____ No_____ 

Cold   Yes_____ No_____ 

Sweets   Yes_____ No_____ 

Biting (Pressure) Yes_____ No_____ 

 

Have you ever had a full (whole mouth) series of dental x-rays? Yes_____ No_____  If yes, when and who do 

wee need to contact to obtain a copy?______________________________________________ 

Do you play sports and/or have a need for mouth protection? _____________________________________ 

If your teeth could be made safely and easily more white, would you be interested?  Explain ____________ 

______________________________________________________________________________________ 

 


