
 MEDICATIONS 

List medications you are currently taking: 
_________________________________________________________ 
 
Pharmacy Name____________________________________________ 
 
Phone Number_________________   City _______________________ 
 

 ALLERGIES                                    [ ] yes    [ ] no 

[ ] Aspirin                      [ ] Latex 
[ ] Barbiturates               [ ] Local Anesthetic 
[ ] Codeine                     [ ] Penicillin 
[ ] Iodine                        [ ] Sulfa 
 
[ ] Other_________________________________________________                   

Patient or Parent Signature__________________________________________________ 
 
Doctor Signature______________________________  Date ________________________ 
 
(Year 2 Changes)___________________________________________________________  
 
Pt. Signature__________________________________  Date_________  Dr.__________ 

DENTAL HISTORY 
PATIENT NAME: 
 
_____________________________________ 
 
Former Dentist_________________________ 
 
City/State_____________________________ 
 
Date of last dental visit___________________ 
 
Date of last dental x-rays_________________ 
 
Place a mark on “Yes” or “No” to indicate if 
you have had any of the following: 
 
Chronic Bad Breath[ ] Yes  [ ] No 
Bleeding gums                        [ ] Yes  [ ] No 

Health History 
Physician’s Name & Hospital _____________________________________________________   Date of last visit______________________ 

Blisters on lips or mouth         [ ] Yes  [ ] No      
Burning sensation on tongue   [ ] Yes  [ ] No 
Chew on one side of mouth    [ ] Yes  [ ] No 
Cigarette, pipe,  
                or cigar smoking     [ ] Yes  [ ] No 
Clicking or popping jaw          [ ] Yes  [ ] No 
Dry mouth                               [ ] Yes  [ ] No 
Fingernail chewing                  [ ] Yes  [ ] No 
Food collection between teeth[ ] Yes  [ ] No 
Grinding teeth                          [ ] Yes  [ ] No 
Gums Swollen or tender          [ ] Yes  [ ] No 
Jaw pain or tenderness            [ ] Yes  [ ] No 
Lip or cheek biting                  [ ] Yes  [ ] No 
Loose tth. or broken fillings    [ ] Yes  [ ] No 
Mouth breathing                      [ ] Yes  [ ] No 
Mouth pain upon brushing      [ ] Yes  [ ] No 
Orthodontic treatment             [ ] Yes  [ ] No 
Pain around ear                        [ ] Yes  [ ] No 
 

Periodontal treatment              [ ] Yes  [ ] No 
Sensitivity to hot                     [ ] Yes  [ ] No 
Sensitivity to cold                   [ ] Yes  [ ] No 
Sensitivity to sweets                [ ] Yes  [ ] No 
Sensitivity when biting           [ ] Yes  [ ] No 
Sores or growths in  
                your mouth              [ ] Yes  [ ] No 
 
 
How often do you floss?_______________ 
 
How often do you brush?______________ 
 
Other information____________________ 
 
___________________________________ 
 
 
 

BP __________/__________     
 
PULSE  __________ 
 
BP __________/__________ 
 
PULSE  __________ 
 

AIDS 
Anemia 
Arthritis,Rheumatism 
Artificial Heart Valves 
Artificial Joints 
Asthma 
Abnormal bleeding 
Blood Disease 
Cancer 
Chemical Dependency 
Chemotherapy 
Circulatory Problems 
Congenital Heart Problems  
Cough, persistent/bloody 
Diabetes 
Drugs:  Recreational 

Emphysema 
Epilepsy 
Fainting or dizziness 
Fibromylagia 
Glaucoma 
Headaches 
Heart Murmur 
Heart Disease 
Hepatitis  type_____ 
Herpes 
High Blood Pressure 
HIV Positive 
Jaundice 
Jaw Pain 
Kidney Disease 
Liver Disease 
Low Blood Pressure 

Mitral Valve Prolapse 
Nervous Disorders 
Pacemaker 
Phen-fen 
Radiation Treatment 
Respiratory Disease 
Rheumatic Fever 
Scarlet Fever 
Shortness of Breath 
Sinus Problems 
Stroke 
Thyroid Problems 
Tuberculosis 
Tumors/Growths 
Ulcers 
Venereal Disease 
Pregnant 
Birth Control 

[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 

[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 

[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
[ ] Yes  [ ] No 
 
 

The information that I have given today is correct to the best of my knowledge.  I also understand that this information will be held 
in the strictest confidence and it is my responsibility to inform this office of any changes in my medical status or insurance coverage.  
Written authorization is required for the release of any personal information including but not limited to x-rays, notes, etc.  I 
authorize the dental staff to perform necessary dental services that I may need during the diagnosis and treatment of my dental  
condition, including but not limited to oral examinations, x-rays, and prophylaxis. 


