MEDICAL HISTORY FORM 






            DATE: _____________________ 

Name: _________________________________________________________________DOB:______________________

Emergency Contact: _________________________________________Relationship to Patient: ____________________ 

Emergency Contact Home Phone #: ____________________________________________________________________

Physician: ______________________________________________________ Phone: ____________________________ 

Pharmacy: _____________________________________________________ Phone: _____________________________
BP __________________
HR _________
Are you allergic, or have you had reactions to any of the following? 

Aspirin/Non-Steroidal

 O Yes O No
Clindamycin 


 O Yes O No

Codeine or other narcotics  
 O Yes O No

Latex 



 O Yes O No

Local Anesthetics 

 O Yes O No

Metronidazole (Flagyl)

 O Yes O No

Penicillin 


 O Yes O No

Sulfa drugs


 O Yes O No

Sedatives


 O Yes O No

Tetracycline 


 O Yes O No

Please list any allergies other than drug allergies: _________________________________________________________
Other drug allergies not listed above: ___________________________________________________________________ 

Do you have, or have you had, any of the following? 
Abnormal bleeding 
     O Yes O No 
Anemia 

     O Yes O No 
Angina 


     O Yes O No 

Alcohol Abuse

     O Yes O No

Arthritis

     O Yes O No

Artificial Heart Valves 
     O Yes O No

Atrial Fibrillation (A-Fib)      O Yes O No

Cancer Type: ______
     O Yes O No

Diabetes: Type I or Type II  O Yes O No

       HBA 1 C level___________

Drug Abuse

     O Yes O No

GERD


     O Yes O No

Epilepsy/Seizures 
     O Yes O No

Glaucoma

     O Yes O No

Heart Attack 
  
     O Yes O No

Heart Pace Maker 
     O Yes O No

Heart Surgery

     O Yes O No

Hepatitis A/B/C 

     O Yes O No 

High Blood Pressure 
     O Yes O No 

HIV/AIDS 

     O Yes O No 

           If yes, CD4#__________ 
Immunosuppression 
     O Yes O No

Joint Replacement 
     O Yes O No 

Kidney Disease

     O Yes O No 

Liver Disease

     O Yes O No

Low Blood Pressure
     O Yes O No

Mitral Valve Prolapse 
     O Yes O No 

Organ Transplant 
     O Yes O No 

Osteoporosis

     O Yes O No

Psychiatric Problems 
     O Yes O No 

Radiation Treatment           O Yes O No

Respiratory difficulties
     O Yes O No 

Rheumatic Fever
     O Yes O No

Sinus Problem 

     O Yes O No

Stroke 


     O Yes O No 

Thyroid Problems 
     O Yes O No 

Tuberculosis (T.B.) 
     O Yes O No 

Please list all current medications ______________________________________________________________________ 

__________________________________________________________________________________________________ 
__________________________________________________________________________________________________

-Do you have any other medical condition not listed? If yes, please explain _____________________________________ 

__________________________________________________________________________________________________ 

-Have you been hospitalized in the past 5 years? If yes, please describe ________________________________________ 

__________________________________________________________________________________________________ 

-Are you under the care of a physician? If so, for what are you being treated? ___________________________________
__________________________________________________________________________________________________ 

-Do you take any blood thinners such as Eliquis, Coumadin, Plavix, Pradaxa, or Xarelto? O Yes O No INR number_______ 

-Has your physician ever told you that you need to take antibiotics before receiving dental treatment? O Yes O No 

If yes, why _________________________________________________________________________________________ 

-Do you take, or have you ever taken a bisphosphonate for osteoporosis such as Fosomax, Boniva, Actonel, Reclast, or Prolia? If yes, how long did you take them? ___________________________When did you stop?___________________ 

-Do you smoke or use tobacco? O Yes O No      
How many packs per day? _____________________________________
Women: Is there a possibility of pregnancy? O Yes O No/ Are you nursing? O Yes O No/ Taking birth control? O Yes O No 

I certify that the above information is correct to the best of my knowledge and I understand that it is my responsibility to inform this dental office of any changes in my medical status. 

Signature: ________________________________________________________________ Date: ____________________
