HEALTH HISTORY FORMMEDICAL INFORMATION

Physician Name ___________________________________   Number_________________________

Are you under the care of a physician?   YES     NO         Date of last physical exam _______________
Have you had a serious illness, operation or been hospitalized in the past 5 years?   YES       NO
If yes, please explain ________________________________________________________________
Are you taking any prescriptions or over the counter medicine?   YES     NO
If yes please list all, including vitamins and dietary supplements______________________________
__________________________________________________________________________________
Email: __________________________________________   Todays Date ______________________

How did you hear about our office? ____________________________________________________
Name ________________________________  MUST PROVIDE Social Security #_________________
Birthdate ______________   Sex:  M   F 	 Status:  Single   Married   Divorced   Widowed   Separated  
Home#______________________   Cell#_________________________   Text, ok?   YES    or    NO
Address__________________________________ City_______________________   Zip__________
Emergency Contact/Number___________________________________  Relationship____________
Employer that provides Insurance ________________________________ ID# __________________
Dental Insurance _________________________________  Ins Phone#_________________________
Insurance Address___________________________________________________________________ 


DENTAL INFORMATION
What is your reason for today’s visit? __________________________________________________ 
Date of last dental exam and x-rays? __________________________________________________  
Are you experiencing dental pain/discomfort?  __________________________________________
Have you ever had any of the following? Please circle all that apply    Sores in Mouth
Braces	     Denture	Partial	      Periodontal Treatment      	Jaw Pain     	Grind Teeth	
How do you feel about your smile? ____________________________________________________


MEDICAL INFORMATION
Women: Are you pregnant?	YES	NO	If yes, due date _____________________________  
     Are you taking Birth Control?    YES    NO
Have you taken any medication for Osteoporosis?   YES     NO
Are you Allergic or have you had a bad reactions to any of the following (circle those that apply) 
Bactrim   Sulfa   Penicillin   Latex   Codeine   Aspirin   Clindamycin   Keflex   Local Anesthetic  
Other_________________________________________________________________________
Circle any of the following which you have had or presently have: 		
High Blood Pressure		Hepatitis		Nervousness		Blood Transfusion
Heart Murmur			AIDS/HIV Positive	Epilepsy		Abnormal Bleeding
Heart Disease			Drug Abuse		Arthritis		Liver Disease
 Angina				Alcohol Abuse		Reflux/Heart Burn	Tuberculosis
Stroke				Weight Loss		Diabetes I or II		Thyroid Disease
Artificial Heart Valve		Cancer________	Chemo/Radiation	Cold Sores
Congenital Heart Defect	Pacemaker	Asthma		Kidney Problems	Covid-19 Vaccine
Mental Health Disorder		Joint Replacement____________		Covid Booster
					
Do you have any disease, condition or problem not listed? ________________________________
Do you drink alcoholic beverages?  YES    NO     Do you use controlled substances?   YES     NO


Both Doctor and Patient are encouraged to discuss and all relevant patient health issues prior to treatment.
I certify that I have read and understand the above and that the information given on this form is accurate. I understand the importance of a truthful health history and that my dentist and her staff will rely on this information for treating me. I acknowledge that my questions, if any, about inquiries set forth above have been answered to my satisfaction. I will not hold my dentist, or any other member of her staff, responsible for any action they take or do not take because of errors or omissions that I may have made in the completion of this form.

Patient/legal Guardian signature_________________________________________   Date__________________


Signature of Dentist _________________________________________________       Date __________________
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