
Although our Dental Team primarily treats areas in and around your mouth, the health of your entire body can influence treatment you may

receive. Certain health conditions or medication can have significant interactions with the dentistry you may receive.  Please answer the following

questions as accurately as possible. Thank You!

_____________________________________________  :nialpxe esaelp ,sey fI     oN   seY?won erac s’naicisyhp a rednu uoy erA

Have you ever been hospitalized or had a major operation? Yes   No     If yes, please explain:  _____________________________________________

Have you ever had a serious head or neck injury? Yes   No     If yes, please explain:  _____________________________________________

Have you taken Fosamax, Boniva, Actonel, or Zometa ?      Yes   No     If yes, please explain:  _____________________________________________

_____________________________________________  :nialpxe esaelp ,sey fI     oN   seY?teid laiceps a no uoy erA

_____________________________________________  :nialpxe esaelp ,sey fI     oN   seY?occabot esu uoy oD

_____________________________________________  :nialpxe esaelp ,sey fI     oN   seY?secnatsbus dellortnoc esu uoy oD

Please list  any medications, pills, or drugs you are taking: ______________________________________________________________________________________

___________________________________________________________________________________________________________________________________________

Women: Are you pregnant or trying to get pregnant?   Yes   No     Taking oral contraceptives?   Yes   No     Nursing?   Yes   No

Are you allergic to any of the following?     Aspirin    Penicillin    Codeine    Acrylic    Metal    Latex    Local Anesthetics

Other   If yes, please explain:  ____________________________________________________________________________________________________________

Do you have, or have you had, any of the following?

ssenllI suoireS rehtOsisylaiD laneRailihpomeH enicideM enositroC evitisoP VIH/SDIA

_____________:nialpxE esaelPreveF citamuehRC ro ,B ,A sititapeHsetebaiD esaesiD s’remiehzlA

__________________________Sleep ApneasehcadaeH noitciddA gurDsixalyhpanA

__________________________reveF telracSsepreH dedniW ylisaEaimenA

__________________________selgnihS erusserP doolB hgiH amesyhpmEanignA

Arthritis/Gout Epilepsy or Seizures Hives or Rash Sickle Cell Disease __________________________

Artificial Heart Valve Excessive Bleeding Hypoglycemia Sinus Trouble __________________________

Artificial Joint Excessive Thirst Irregular Heartbeat Snoring                                        __________________________

__________________________esaesiD hcamotSsmelborP yendiKssenizziD/sllepS gnitniaFamhtsA

__________________________esaesiD lanitsetnIaimekueL hguoC tneuqerFesaesiD doolB

__________________________ekortSesaesiD reviL aehrraiD tneuqerFnoisufsnarT doolB

Breathing Problems Frequent Headaches Low Blood Pressure Swelling of Limbs __________________________

Bruise Easily Genital Herpes Lung Disease Thyroid Disease __________________________

__________________________sitillisnoTsmelborP evlaV lartiM amocualGrecnaC

__________________________sisolucrebuTstnioJ waJ ni niaP reveF yaHyparehtomehC

Chest Pains Heart Attack/Failure Parathyroid Disease Tumors or Growths __________________________

__________________________sreclUeraC cirtaihcysP rumruM traeH sretsilB reveF/seroS dloC

Congenital Heart Disease Heart Pace Maker Radiation Treatments Venereal Disease __________________________

Convulsions Heart Trouble/Disease Recent Weight Loss Yellow Jaundice __________________________

Date: ________________________ 

I certify that the above information is correct to the best of my knowledge. I understand that providing incorrect information can be dangerous to
my (or my patient’s) health.  I will not hold my Dentist or any members of his/her Dental Team responsible for errors or emissions that I have
made in completion of this form.  It is my responsibility to notify my Dentist of any changes in the above medical status.

Patient or Responsible Party Signature: X _____________________________________________     Date:  ____________________

Medical History

Signature


