
Medical  History

   
Physician  ____________________________________  Date  Of Last  Visi t   ____/_____/_______
Please l is t  a l l  medicat ions you are  current ly  taking with dosage:  
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________

List  a l l  a l lergies:   
_______________________________________________________________________
Are you pregnant?   □ Yes    □ No      Nursing?  □ Yes    □ No   Taking bir th  control  pi l ls?   □ Yes    □ No

Indicate  which of  the fol lowing you have had,  or  have at  present?   (Check al l  that  apply) .  
                               
 
                                    
         
        
        
    
        

□ Other:    ______________________________________________________________________________
________________________________________________________________________________________
Please descr ibe any posi t ive responses  f rom the l is t  above:  
________________________________________________________________________________________
________________________________________________________________________________________

Do you smoke?         □ Yes    □ No   Descr ibe  _________________________________________________
Do you use alcohol?   □ Yes    □ No   Descr ibe  _________________________________________________
Do you use recreat ional  drugs?  □ Yes  □ No  Descr ibe __________________________________________

Have you had surgery or  been hospi ta l ized in  the las t  5  years?   □ Yes    □ No   Descr ibe  
________________________________________________________________________________________
________________________________________________________________________________________

Dentis t ’s  Signature   _____________________________________   Date:  ____/_____/_______ 

History Review  __________ History Review  ______________           His tory Review  __________      His tory Review  ______________ 

□ Hepat i t is
□ High Blood Pressure
□ HIV Posi t ive
□ Jaw Pain
□ Kidney Trouble
□ Latex Sensi t ivi ty
□ Liver  Disease
□ Mitral  Valve Prolapse
□ Neurological  Problems
□ Pacemaker
□ Psychiatr ic  Care
□ Radiat ion Treatment
□ Rheumatic  Fever

□ AIDS  
□ Allergies  or  Hives 
□ Anemia                                          
□ Anxiety Problems        
□ Arthr i t is ,  Rheumatism 
□ Art i f ic ia l  Heart  Valves  
□ Art i f ic ia l  Joints     
□ Asthma   
□ Back Problems
□ Blood Disease
□ Cancer  
□ Chemical  Dependency
□ Chemotherapy

 □ Circulatory Problems
 □ Cold Sores   
 □ Cort isone Treatments             
 □ Cough,  Pers is tent
 □ Cough up blood                                    
 □ Diabetes
 □ Epi lepsy  
 □ Faint ing
 □ Glaucoma 
 □ Headaches
 □ Heart  Murmur
 □ Heart  problems
 □ Hemophil ia  

□ Scarlet  Fever
□ Shortness  of  Breath
□ Sinus Problems
□ Skin Rash
□ Stroke
□ Swell ing of  Feet /Ankles
□ Thyroid Problems
□ Tobacco Habi t
□ Tonsi l l i t is
□ Tuberculosis
□ Ulcers
□ Venereal  Disease 
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