
Dental History

you from seeking dental care? 
How many times did you brush  per day?_______________
How many times do you floss per day?________________
Is your tooth brush: □ Hard □ Medium □ Soft

Do you use daily mouth rinse?_____________________
 No transportation Toothpaste Brand Name__________________________
 Other _______________________________ Flouride □ ADA Aprove

Tartar Contol □ other ____________
Whitening

Yes No
 Did you drink fluoridated water as a child?

Do your gums Bleed when you brush or Floss Does your mouth often feels dry?
Does your food or floss catch between your teeth
Have you ever had a periodontal (gum) treatment
Have you ever had any orthodontic (braces) treatment 
Are your teeth sensative to sweets,cold,hot, or pressure

Medical History

 Angina/Chest Pain/Pain on exertion
Atherosclerosis/Hardening of arteries
Artificial Heart Valve  date:__________
 Internal Defibrillator  Date:__________
 Heart Attack   Date:_______________
 Heart Murmur
 High Blood Pressure
 Low blood pressure

 Mitral valve prolase 
 Bypass surgery   Date:____________
 Pacemaker   Date:___________
 Swelling of ankles
 Shortness of breath after exercise

Name of dentist:______________________________________
Reason for last visit:___________________________________________________________________

 Lack of time
 Lack of funds/cost

Address:___________________________________________________________________________

Purpose of your visit:________________________________________________________________

Are you receiving routine dental care:  □  YES  □ NO         Date of last visit:_________________________

     MEDICAL and DENTAL HISTORY

 Patient's First & Last Name:________________________________________Today's Date:_________
 Date of Birth:_____/_____/_____  Race:____________________ Gender: □ Male  □ Female □Unknown

Are you currently under the care of a physician? □ YES □ NO
Date of last visit:___________________________ Reason:___________________________________
Name of physician:____________________________________ Phone:_________________________

               Yes   No     Salivary Functions

 No insurance

 Have any of the following prevented Hygiene Practices

 Fear or anxiety

   YES    NO   CARDIOVASCULAR CONDITIONS         YES    NO                BONE & JOINT CONDITIONS

Sickle cell disease:_________ Trait:_________
Hemophilia   Type:_____________
Blood transfusion    Year:__________________

Rheumatoid arthritis
Joint replacement

Anemia
Prolonged bleeding

Osteoarthritis
Traumatic injury
TMJ problems
Jaw surgery

Do You have difficulty swallowing?
 Do you have difficulty chewing food

Frequent fractures

Osteoporosis 

 Congenital heart defect     YES    NO          BLOOD ABNORMALITIES

 Rheumatic fever/ rheumatic heart disease             



 Irregular Heart Beat

YES    NO         NEUROLOGICAL CONDITIONS

 Tuberculosis
 Emphysema
 Chronic bronchitis
 Asthma
 Seasonal allergies

 Persistent cough/cough up blood

 Colon disorders
 Persistent diarrhea
 Difficulty swallowing

 Ulcers
 Malnutrition
 Jaundice
 Gallbladder stones/trouble

 Hepatitis:      A      B      C

 Kidney/Bladder infections
 Dialysis    When?__________________

 Type:_________________________

 Domestic violence victim Post-menopausal or post-hysterectomy
 Glaucoma Are you pregnant? Due Date:_________________
 Organ/Tissue transplant
 Unintended weight loss

 Chronic pain     Site:________________  Are you currently breasfeeding?

Allergies                Are you allergic to any of the following?

Yes No Yes No
Local Anesthitic Codine or Narcotics

Penicillen/Antibiotics Latex
Iodine Nickel

Sleeping aid Medications Aspirin
Sulfa drugs Other_____________________________

List Of Current Medications Prescribed by a Phycisian

Name of Medication            Dose          Date Started

Epilepsy

   YES   NO             OTHER CONDITIONS    Yes   No Females Only

Site:_______________ Type:______________

Are you currently taking birth control mechanism?

____________________________ ________________________ __________________

____________________________ ________________________ __________________

____________________________ ________________________ __________________

____________________________ ________________________ __________________

____________________________ ________________________ __________________

 Heartburn     YES    NO         DERMATOLOGICAL CONDITIONS
Chronic/Recurrent skin rashes
Hives
Psoriasis
Eczema

Lupus erythematosis
Immunosupression  explain:________________

   YES    NO      GENITOURINARY CONDITIONS

      YES    NO  SEXUALLY TRANSMITTED DISEASE             YES   NO      CANCER

 Liver disease/Cirrhosis                           YES    NO             IMMUNE CONDITIONS
AIDS or HIV infections

 Sarcoidosis

Neuritis
Neuralgia/Facial pain
Numbness/Paralysis

  YES    NO         RESPIRATORY CONDITONS  Convulsions/Seizures
Stroke

Bipolar disease
Eating disorder, anorexia, bullemia
Other

   YES  NO   GASTROINTESTINAL CONDITIONS

Severe frequent headaches

 Sinusitis                     YES   NO          PSYCHOLOGICAL CONDITIONS
Depression

 Anxiety or panic disorders

Are you currently taking medications for osteoporosis?

____________________________ ________________________ __________________

____________________________ ________________________ __________________



I have given are accurate. I also understand it is very important to report any changes in my medical or dental status 
to the dentist at the earliest possible time, and I agree to do so. I have given permission to the dentist to obtain from 
my physician any additional information regarding my medical or dental history needed to provide me the best dental 
treatment possible.

Signature of Patient or legal Guardian:_________________________________Date: ___________

I understand the need for theses questions to be answered truthfully. To the best of my knowledge, the answers


	Patients First  Last Name: 
	s Date: 
	Date of Birth: 
	undefined: 
	undefined_2: 
	Race: 
	Date of last visit: 
	Reason: 
	Name of physician: 
	Phone: 
	Address: 
	Purpose of your visit: 
	Date of last visit_2: 
	Reason for last visit: 
	Name of dentist: 
	How many times did you brush  per day: 
	How many times do you floss per day: 
	Do you use daily mouth rinse: 
	Toothpaste Brand Name: 
	Other: 
	other: 
	Artificial Heart Valve  date: 
	Internal Defibrillator  Date: 
	Date: 
	Bypass surgery   Date: 
	Pacemaker  Date: 
	Sickle cell disease: 
	Trait: 
	Type: 
	Year: 
	KidneyBladder infections: 
	Immunosupression  explain: 
	NO  SEXUALLY TRANSMITTED DISEASE: 
	CANCER: 
	Type_3: 
	Postmenopausal or posthysterectomy: 
	Unintended weight loss: 
	Aspirin: 
	Name of Medication 1: 
	Name of Medication 2: 
	Name of Medication 3: 
	Name of Medication 4: 
	Name of Medication 5: 
	Name of Medication 6: 
	Name of Medication 7: 
	Dose 1: 
	Dose 2: 
	Dose 3: 
	Dose 4: 
	Dose 5: 
	Dose 6: 
	Dose 7: 
	Date Started 1: 
	Date Started 2: 
	Date Started 3: 
	Date Started 4: 
	Date Started 5: 
	Date Started 6: 
	Date Started 7: 
	Date_2: 
	Check Box2: Off
	Check Box7: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	7: Off
	8: Off
	9: Off
	10: Off
	11: Off
	12: Off
	14: Off
	15: Off
	16: Off
	17: Off
	18: Off
	19: Off
	20: Off
	21: Off
	22: Off
	23: Off
	24: Off
	25: Off
	26: Off
	27: Off
	28: Off
	29: Off
	30: Off
	31: Off
	32: Off
	33: Off
	34: Off
	35: Off
	36: Off
	37: Off
	38: Off
	39: Off
	40: Off
	41: Off
	42: Off
	43: Off
	44: Off
	45: Off
	46: Off
	47: Off
	48: Off
	49: Off
	50: Off
	51: Off
	52: Off
	53: Off
	54: Off
	55: Off
	56: Off
	57: Off
	58: Off
	59: Off
	60: Off
	61: Off
	62: Off
	63: Off
	64: Off
	65: Off
	66: Off
	67: Off
	68: Off
	69: Off
	70: Off
	71: Off
	72: Off
	73: Off
	74: Off
	75: Off
	76: Off
	77: Off
	78: Off
	79: Off
	81: Off
	80: Off
	82: Off
	83: Off
	84: Off
	85: Off
	86: Off
	87: Off
	88: Off
	89: Off
	90: Off
	91: Off
	92: Off
	93: Off
	94: Off
	95: Off
	96: Off
	97: Off
	98: Off
	99: Off
	100: Off
	101: Off
	102: Off
	103: Off
	104: Off
	105: Off
	106: Off
	107: Off
	108: Off
	109: Off
	110: Off
	111: Off
	112: Off
	113: Off
	114: Off
	115: Off
	116: Off
	117: Off
	118: Off
	119: Off
	120: Off
	121: Off
	122: Off
	123: Off
	124: Off
	125: Off
	126: Off
	127: Off
	128: Off
	129: Off
	130: Off
	131: Off
	132: Off
	133: Off
	134: Off
	135: Off
	136: Off
	137: Off
	138: Off
	139: Off
	140: Off
	141: Off
	142: Off
	143: Off
	144: Off
	145: Off
	146: Off
	147: Off
	148: Off
	149: Off
	150: Off
	151: Off
	152: Off
	153: Off
	154: Off
	155: Off
	156: Off
	158: Off
	159: Off
	160: Off
	161: Off
	162: Off
	163: Off
	164: Off
	165: Off
	166: Off
	167: Off
	168: Off
	169: Off
	170: Off
	171: Off
	172: Off
	173: Off
	174: Off
	175: Off
	177: Off
	178: Off
	179: Off
	180: Off
	181: Off
	182: Off
	184: Off
	185: Off
	186: Off
	187: Off
	188: Off
	189: Off
	191: Off
	192: Off
	193: Off
	194: Off
	195: Off
	196: Off
	197: Off
	198: Off
	199: Off
	200: Off
	201: Off
	202: Off
	203: Off
	204: Off
	205: Off
	260: Off
	207: Off
	208: Off
	210: Off
	209: Off
	211: Off
	212: Off
	213: Off
	214: Off
	215: Off
	216: Off
	218: Off
	217: Off
	219: Off
	220: Off
	221: Off


