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MEDICAL HISTORY

FIRST NAME: LAST NAME:

YOUR CURRENT PHYSICAL HEALTH Is:
GoobD FAIR POOR

ARE YOU CURRENTLY UNDER THE CARE OF A

PHYSICIAN? YES NO To THE BEST OF YOUR KNOWLEDGE, ARE YOU OR
2
IF So, PLEASE SPECIFY? HAVE You EVER BEEN AFFLICTED WITH THESE:
JOINT REPLACEMENTS YES NO
DO YOU OR DID YOU EVER
TAKE ACTONEL, FOSAMAX? YES NO
RHEUMATIC FEVER YES NO
FAMILY PHYSICIAN’S NAME EPILEPSY YES NO
HIGH BLOOD PRESSURE YES NO
RESPIRATORY DISEASE YES NO
PHYSICIAN’S PHONE HEPATITIS YES NO
PROLONGED BLEEDING YES NO
HEALING COMPLICATIONS YES NO
ARE YOU TAKING ANY DRUGS OR MEDICATIONS? HEART AILMENTS YES NO
YES No PACEMAKER YES NoO
DIABETES YES NO

IF So, PLEASE LIST EACH ONE OR ATTACH A LIST
CANCER YES NO

Do You HAVE ANY KNOWN ALLERGIES?
IF So, PLEASE LIST EACH ONE: YES NO

ARE YOU ALLERGIC To ANY MEDICATIONS?
IF SO, PLEASE LIST EACH ONE: YES NO

DO YOU NEED TO PRE-MEDICATE WITH ANTIBIOTICS

FOR DENTAL PROCEDURES? YES NO

FOR WOMEN:
ARE YOU TAKING BIRTH CONTROL? YES NO

ARE YOU PREGNANT? YES NO
ARE YOU NURSING? YES NO
PERSON TO CONTACT IN CASE OF AN OF EMERGENCY: PHONE:

I CONSENT TO WHATEVER DENTAL PROCEDURES AND ANESTHETICS ARE NECESSARY FOR THE TREATMENT FOR
THE PATIENT LISTED ON THIS FORM. | ALSO AGREE TO ASSUME FULL FINANCIAL RESPONSIBILITY FOR ALL
TREATMENT RENDERED.

PATIENT SIGNATURE (OR LEGAL GUARDIAN) DATE
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