
 

PATIENT NAME: ____________________________________________        Date of Birth: ___________________ 

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

questions. 
 

Primary Physician   ____________________________    Clinic_________________________     Specialty Dr _________________________________  

Have you been hospitalized or a major operation?             Yes          No     Explain _______________________________________________________ 

Have you had a serious head or neck injury?                        Yes          No     Explain _______________________________________________________      

Have you had Back Surgery/Chronic Back Pain?                   Yes         No      Explain_______________________________________________________ 

Have you taken PHEN-FEN or REDUX?                                   Yes         No 

Do you smoke or use tobacco products?                                Yes        No                   History of GERD or ACID REFLUX             Yes             No 

Have you taken FOSOMAX, BONIVA, ACTONEL Or others BISPHOPHONATES?           Yes          No 

Are you on a BLOOD THINNER?             Yes            No             Date of recent INR? ________              Number _______ 

PLEASE List Medications you are currently taking __________________________________________________________________ 

___________________________________________________________________________________________________________ 

Are you allergic to any of the following? 
        Latex           Aspirin          Tetracycline          Penicillin        Metals         Codeine         Dental Anesthetics          Erythromycin  
        Sulfa Drugs                      Other ________________________________________________________________________ 
 

Women :             Pregnant           Trying to get pregnant           Nursing              Taking Oral Contraceptives 
Do you have or have you had any of the following? 

CONDITION 
 

Y N CONDITION Y N CONDITION Y N CONDITION Y N 

Aids/HIV Positive   Drug Addiction   Hypoglycemia   Sinus Trouble   
Alzheimer’s   Emphysema   Irregular Heartbeat   SpinaBifida/Scoliosis   

Anaphylaxis   Epilepsy/Seizures   Kidney Problems   Stomach Issues   

Anemia   Excessive Bleeding   Leukemia   Stroke   

Angina   Fainting Spells   Liver Disease   Thyroid Disease   

Arthritis/Gout   Frequent Diarrhea   Low Blood Pressure   TMJ   

Artificial Heart Valve   Frequent Headaches   Lung Disease   Anxiety/Depression   

Artificial Joint   Glaucoma   MitralValve Prolapse   Tuberculosis   
Atrial Fibrillation   Hay Fever   Osteoporosis   Tumors/Growth   

Asthma   Heart Attack/Failure   Pace Maker   Ulcers   

Blood Transfusion   Heart Murmur   Parathyroid Disease   Multiple Sclerosis   
Breathing Problems   Heart Disease   Psychiatric Care   Vertigo   

Bruise Easily   Hemophilia   Radiation Treatment   Yellow Jaundice   

Cancer   Hepatitis A   Renal Dialysis   Allergies   

Chemotherapy   Hepatitis B or C   Rheumatic Fever   Intestinal Issues   

Chest Pains   Herpes   Scarlet Fever   Dementia   

CongenitalHeartDisease   High Blood Pressure   Shingles   MRSA   

Diabetic   High Cholesterol   Sickle Cell Disease   Lupus   

Please List any other Conditions or Helpful information such as dates for those listed above that will help us with your care 

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

Signature__________________________________________________          Date_______________________________ 


