
Patient Name: ___..._____________---,_____ 

AIEDICAL HEALTH HISTORY 

Name ofphysician: ..........._.___________________ Phone # 


Name ofPrevious Dentist: _______~ _________ Reason for 


Date oflast visit to Physician __1__1__ 


Do you have or have had, any of the following? Please answer Yes or No or explain. 

Heart Problems Yes No • Yes No 
-

• Chest Pain Fainting SjJells, Seizures, or Epil~psy 
Shortness ofbreath Diabetes 
Blood pressure problems Tu~~~culosis or other resjJirato!)'Aisease 
Heart murmur CancerlTumor i 

Heart Valve problem I-I~jJatitis, }a.llIl~ice, or Liver Trouble 
, Taking Heart medi('~ti(m HefjJes 

fever I n1 V -rositivel AIl)~ ---..........~ 
Tl. Glaucomar -
Artificial Heart Valve Have you b~~1l1lQSjJitalizec\4t1ring the past5years? 

• Other Do you have any disease, problem or condition not 

...~...... 

listed? 
Blood Problems Do you have any psychiatric nrohlp.111S? 

l~.' Easy BfllisiIlg During the jJastJ~rno, Have IOU taken any()ftlle ___ 
f~equent nose bleeding - following? -
Abnormal.pleeding .............__An_tibiotics or sulfac\f\lgs 
Blood di~ease(anemia} .......... Anticoagulants 

I 

• Other High blood pressure medicine 

Alle11n' Problems Tranquili;r.er 
Hay fever Insulin, Orinase. or similar drug 
Sinu~p!oblem Aspirin (daily) 
Skin Rashes Digitals or drugs for heart problems 
Taking <:lllergy medication Nitroglycerine 
Asthma Cortisone( steroids) 

I • Oth~~ List Meds yoil take every day 

- -
Intestinal Problems 

L_' Ulcers Woman.__M._ .-- ­ .... _M._ 
I W~ight gain or loss Are you takiIlKcontraceptives? 

Speci<:ll diet - Other Hormones? -- ­ -
ConstijJatiol1 Are you pregnant? 
Other If so, expectec\ delive!), date / / 

l~one or Joint Problems 
Arthritis 
Back or Neck jJain _M._ 

Joint rejJlacement Are you allergi.:Ji) any of the following: 

I 

Pins or metal rods Local anestheti~~lliovocaine)---.........~ -

• Other Penicillin or other antibiotics 

-
REMARK:}}OCTOR USE Sulfa Drugs 

Ull'lJllU'"'<O", "vuu., 'v,,", or !O:leenint>; pills 
Aspirin 

Blood Pressure Codeine 

~Pulse Other 
............ ­ -

Other 
Other 

• 

I understand the above information is necessary to provide me with dental care is a safe and efficient manner. I have answered all questions to the best of 
my knowledge, Should further information be needed, you have my permission to ask the respective health provider or agency who may release such 
information to you. I will notify the doctor of any change in my health or medication. 

Patient/Guardian Signature ___________________________ Date __1__1___. 
Doctor Signature ________ 


