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MEDICAL HISTORY

When was your last physical exam?______________ Physician ___________________________Phone #___________________

Has there been any change in your general health within the past year? ______________________________________________

Are you being treated by a physician for any reason at present? _____________________________________________________

If yes, who? ______________________________________________________Phone # _________________________

What medicine(s) are you taking now? _________________________________________________________________________

Have you ever been hospitalized for any illness, accident, or surgery? ________________________________________________

If yes, when and why? ______________________________________________________________________________

Women: Are you pregnant now? _________________________Due date? ____________________________________________

Do you have or have you had any of the following:
Yes No Yes No

Heart trouble

(Including heart murmurs, valve prosthesis)

Ulcers

Rheumatic fever Arthritis

High/Low Blood Pressure Allergy, hay fever, hives

Kidney Problems, including Stones Asthma

Liver Disease (hepatitis) Sinus problems

Jaundice Are you allergic or have you had any reactions to:

Diabetes Penicillin

Anemia Dental local anesthetics

Prolonged bleeding Barbituates

Severe infections Codeine or other narcotics

Epilepsy Aspirin

Fainting Sedatives

Convulsions Sulfa

Pneumonia Latex

Tuberculosis Any other drugs or medicines, Specify

Venereal disease Do you have any other disease, condition or

Thyroid condition Emotional Problems?

Summary of medical history_____________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________

Medical problems affecting dental treatment ________________________________________________________________________
___________________________________________________________________________________________________________

I hereby consent to the initial examination, including taking of diagnostic radiographs (x-rays), photographs and casts as deemed necessary.

__________________________________________ ____________________________________________ _____________________
Printed Name of Patient Signature (self or parent/guardian) Date

Hx obtained from ______________________Reviewed by __________________________ Date ____________


