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Name: Date of Birth:

When was your last dental visit? When was your last Full mouth x-ray?

Do you wear dentures or partials? [J Yes----How old are your dentures or partials?
O No-----Are you interested in dentures or partials? [J vyes O no

Are you under a physician’s care? [ Yes O No

Physician’s Name Physician’s Phone
List any Medications you are taking: Are you allergic to any of the following?
O yes O no Aspirin Ovyes O no Erythromycin 0 yes 0 no Metals
O yes O no Codeine O yes O no Jewelry O vyes O no Penicillin
O vyes O no Dental O vyes O no Latex O yes O no Tetracycline

anesthetics
Other Drug Allergies:
For Women:

Do you smoke/use tobacco? (JYes (J No Are you taking birth control pills? [ Yes [J No
Do you usually take an antibiotic Are you pregnant? O Yes ONo
(premed) prior to dental treatment? If yes, how many weeks?

3 Yes O No Are you nursing? O Yes ONo
Do you consider your health to be: O Excellent (JGood (I Fair O Poor

Do you or have you had any of the following? (Please check yes or no):

OYON Abnormal OYON Cancer OYON Fever Blisters OYON HIV+/AIDS OYON Seizures
bleeding / Chemotherapy
Oy ON Alcohol Abuse 3y ON Colitis 3y ON Frequent 3y ON Kidney 3y ON Shingles
Headaches Problems/Dialysis
ay ON Allergies 3y ON Congenital 3y ON Glaucoma Y ON Liver Disease 3y ON Sickle Cell
Heart Defect Disease
Y ON Anemia Oy ON Cosmetic Oy ON Hay Fever 3Oy ON Low Blood Oy ON Sinus
Surgery Pressure Problems
3y ON Angina 3y ON Diabetes Oy ON Heart Attack Oy ON Mitral Valve Y ON Stroke
Pectoris Prolapse
ayY ON Arthritis 3y ON Difficultly Y ON Heart Surgery Y ON Pace Maker a3y AN Thyroid
Breathing Problems
Y ON Artificial Y ON Drug Abuse 3y ON Hemophilia Y ON Pneumocystis Y N Tuberculosis
Bones/Joints
3y ON Artificial Y ON Emphysema Y ON Hepatitis A Y ON Psychiatric a3y ON Ulcers
Heart Problems
Oy ON Asthma 3y ON Epilepsy Y ON Hepatitis B Oy ON Radiation 3y ON Venereal
Therapy Disease
Oy ON Blood Y ON Fainting Spells Y N High Blood 3y ON Rheumatic 3y ON Yellow
Transfusion Pressure Fever Jaundice

Do you have any other conditions/problems not covered above? [ Yes [J No If yes, please explain:

Emergency Contact : Phone: Relationship:

The above information is accurate to the best of my knowledge.
Patient’s Signature Date

Initial medical/dental health reviewed by:
Doctor Signature Date




