
 
 

Date:M_______________________

PatientMInformation

Patient’sMFullMName:__________________________________________________________Nickname:______________________

DateMofMBirthM___w___w____MAgeM_____ SocialMSecurityMdM____________________________________MaritalMStatusMSwMwDwW

HomeMAddressMIncludingMZipMCode:M______________________________________________________________________________

EmailMaddresses ____________________________________________ Best WayMtoMContactMYou?MHomewWorkwCellwEmailwText

HomeMPhoneMdM_________________________MWorkMPhoneMdM________________________MCellMPhoneMdM____________________

OccupationM____________________________EmployerM___________________________Spouse’sMNameM____________________

PersonMResponsibleMforMAccountM_________________________________MWho canMweMthankMforMreferringMyou?M_______________

PleaseMpresentMyourMDriver’s LicenseMalongMwithMInsuranceMCardMtoMEmployeeMatMFrontMDesk

Although dental personnel primarily treat the area at or around your mouth, your mouth is part of your 
entire body. Health problems that you may have, or medications you may be taking could have an 
important interrelationship with the dentistry that you will receive. Thank you for answering the following 
questions.

AreMyouMunderMaMphysician’s careMnow? __yesM __noM PleaseMexplain:______________________________

HaveMyouMeverMbeenMhospitalizedMorMhadMaMmajorM
operation?

__yesM __noM PleaseMexplain:______________________________

HaveMyouMeverMhadMaMseriousMheadMorMneckMinjury? __yesM __noM PleaseMexplain:_______________________________

AreMyouMtakingManyMmedicationOMpillsOMdrugsOMorMherbalM
supplements?

__yesM __noM PleaseMexplain:______________________________

_____________________________________________________

DoMyouMtakeMorMhaveMyouMtakenMPhenRfenMorMRedux? __yesM __noM PleaseMexplain:______________________________

AreMyouMonMaMspecialMdiet? __yesM __noM PleaseMexplain:_______________________________

DoMyouMuseMtobacco? __yes __noM PleaseMexplain:_______________________________

DoMyouMuseMcontrolledMsubstances? __yesM __noM PleaseMexplain:_______________________________

W om en areMyou: PregnantwTryingMto getMpregnant?M__yesM __no TakingMoralMcontraceptives?M__yesM __no Nursing?M__yesM __no

AreMyouMallergicMtoMtheMfollowing?

__PenicillinM __AspirinM __CodeineM __AcrylicM __MetalM __LatexM __LocalMAnesthetics __Other if yesMpleaseMexplain:M_______________________________



 
 

DoFyouFhaveForFhaveFhadFanyFofFtheFfollowing?

AidsJHIVFPositive YesJNo AsthmaF YesJNo ColdFSoresJFeverFBl isters
YesJNo EpilepsyForFSeizuresF YesJNo GlaucomaF YesJNo

Alzheimer’sFDisease YesJNo BloodFDiseaseF YesJNo
Congenital FHeart FDisorder
YesJNo ExcessiveFBleedingF YesJNo HayFFeverF YesJNo

AnaphylaxisF YesJNo BloodFTransfusion YesJNo ConvulsionsF YesJNo ExcessiveFThirstF YesJNo HeartFAttackJFailureFYesJNo
AnemiaF YesJNo BreathingFProblemsF YesJNo CortisoneFMedicine YesJNo FaintingForFDizzyFSpells YesJNo HeartFMurmurF YesJNo
AnginaF YesJNo BruiseFEasilyF YesJNo DiabetesF YesJNo FrequentFCoughF YesJNo HeartFPaceFMakerF YesJNo
ArthritisJGoutF YesJNo CancerF YesJNo DrugFAddictionF YesJNo FrequentFDiarrheaF YesJNo HeartFTroubleJDisease YesJNo
ArtificialFHeartFValveF YesJNo ChemotherapyF YesJNo EasilyFWindedF YesJNo FrequentFHeadachesFYesJNo HemophiliaF YesJNo
ArtificialFJointF YesJNo ChestFPainF YesJNo EmphysemaF YesJNo GenitalFHerpesF YesJNo HepatitisFAF YesJNo
HepatitisFBForFCF YesJNo HighFBloodFPressureF YesJNo HivesForFRashF YesJNo HypoglycemiaF YesJNo IrregularFHeartbeatF YesJNo
KidneyFProblemsF YesJNo LeukemiaF YesJNo LiverFDiseaseF YesJNo LowFBloodFPressureF YesJNo LungFDiseaseF YesJNo
MitralFValveFProlapse YesJNo PainFinFJawFJointsF YesJNo ParathyroidFDiseaseF YesJNo PsychiatricFCareF YesJNo RadiationFTreatmentFYesJNo
RecentFWeightFLossF YesJNo RenalFDialysisF YesJNo RheumaticFFeverF YesJNo RheumatismF YesJNo ScarletFFeverF YesJNo

ShinglesF YesJNo SickleFCellFDiseaseF YesJNo SinusFTroubleF YesJNo SpinaFBifidaF YesJNo
Stom achJIntest inal FDisease
YesJNo

StrokeF YesJNo SwellingFofFLimbsF YesJNo ThyroidFDiseaseF YesJNo TonsillitisF YesJNo TuberculosisF YesJNo
TumorsForFGrowthsF YesJNo UlcersF YesJNo VenerealFDiseaseF YesJNo YellowFJaundiceF YesJNo SystemicFLupusF YesJNo

DoFyouFhaveForFhaveFyouFhadFanyFillnessFthatFisFnotFlistedFabove?F YesJNo

IfFyesFpleaseFexplain:F____________________________________________F Comments:F__________________________________________________________

ToFtheFbestFofFmyFknowledgeMFtheFquestionsFonFthisFformFhaveFbeenFaccuratelyFansweredWF IFunderstandFthatFprovidingF
incorrectFinformationFcanFbeFdangerousFtoFmyFxorFtheFpatientsTFhealthWF I t F isFm y Fresponsibi l i t y Fto F inform FtheFdenta l F
of f iceFof Fany FchangesFinFm edica l FstatusW

________________________________________________________________________________________

SignatureFofFPatientJParentForFGuardian Date

I FhaveFreadFtheFm edical Fhistory FaboveFandFag reeFthat F i t Fadequately FstatesFa l l Fpast FandFpresent Fcondi t ionsW

Exceptions:F________________________________________________F NoneF___FPatient’sFSignature:F____________________________________F Date:_______

Exceptions:F________________________________________________F NoneF___ Patient’sFSignature:F____________________________________F Date:_______

Exceptions:F________________________________________________F NoneF___FPatient’sFSignature:F____________________________________F Date:_______

Exceptions:F________________________________________________F NoneF___FPatient’sFSignature:F____________________________________F Date:_______

Exceptions:F________________________________________________F NoneF___FPatient’sFSignature:F____________________________________F Date:_______


