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Medical History Form 

 Patient   DOB 

Are you under a physician’s care now? ☐ Yes  ☐ No   Yes…

Do you have a preferred pharmacy? ☐ Yes  ☐ No   Yes…

Have you ever been hospitalized or had ☐ Yes  ☐ No   Yes…
a major operation? 

Are you taking any medications or drugs? ☐ Yes ☐ No   Yes…

Have you ever taken a bisphosphonate, ☐ Yes  ☐ No   Yes…
such as Fosomax, Boniva or Reclast? 

Have you ever taken Coumadin,  ☐ Yes  ☐ No   Yes…
Warfarin, or any other blood thinner? 

Do you use tobacco? ☐ Yes  ☐ No

Please mark all that apply (Women only) 
☐ Pregnant or trying to get pregnant ☐ Nursing ☐ Taking oral contraceptives

Are you allergic to any of the following? 
☐ Penicillin ☐ Codeine ☐ Acrylic ☐ Latex
☐ Sulfa Drugs ☐ Local anesthetics ☐ Seasonal allergies ☐ Other ___________________________

Do you have or have you had any of the following? 
☐ AIDS/HIV Positive ☐ High Blood Pressure ☐ Cancer ☐ Sinus Trouble 
☐ Diabetes ☐ Low Blood Pressure ☐ Chemotherapy ☐ Jaw Joint Pain
☐ Hemophilia ☐ Heart Trouble/Disease ☐ Radiation Treatment ☐ Fainting/Dizzy Spells 
☐ Hepatitis B or C ☐ Congenital Heart Disorder ☐ Tuberculosis ☐ Epilepsy or Seizures
☐ Artificial Joint ☐ Artificial Heart Valve ☐ Lung Disease(s) ☐ Dementia or Alzheimer's
☐ Osteoporosis ☐ Pacemaker ☐ Asthma ☐ Drug Addiction
☐ Thyroid Disease ☐ Stroke ☐ Ulcers ☐ Psychiatric Care
☐ Kidney Disease ☐ Liver Disease

Have you ever had any serious illness ☐ Yes ☐ No   Yes…
not listed above? 

To the best of my knowledge, the questions on the form have been accurately answered. I understand that providing incorrect 
information can aƯect dental care. It is my responsibility to inform the dental oƯice of any changes in medical status. 

Signature of Patient, Parent or Guardian: 

X_____________________________________________________ Date_____________________ 








