Medical History

Name: Date:

Check if you have had any of the following:
O High Blood Pressure: If checked, please write your last BP reading:

What medication(s) are you taking to control this?

Hasyour doctor ever recommended that you be pre-medicated with an antibiotic before a dental
appointment? OYes O No
If yes, please explain:

If you have for gotten to take vour pre-med, please tell us now!!

OHEART OTHER: CIHepatitis
OArtificial Heart Valve [IStroke LIHIV/AIDS

[IHeart Disease LIKidney Disease [IHerpes/Fever Blisters
CIMitral Valve Prolapse CJLiver Disease OArthritis
CORheumatic Fever [OMental Disorder CJAlcohol Use

CIHeart Murmur [ONervous Disorder [JTobacco Use

CJLow Blood Pressure OFainting/Dizziness Packs/Day:

JOther Heart Problems: [OSmokeless/Dip

OALLERGIES OCANCER

LlAllergiesto Penicillin Type LJAre you taking blood thinners?
OAllergiesto Latex When: Name of Drug
LAllergiesto Sulfa LIChemotherapy [Osteoporosis
OAllergiesto Codeine OIRadiation Treatment ODiabetes

LOther:

Please list all other medical conditions not shown above:

Please list all medicationsthat you are currently taking, including vitamins and herbs:

Physician's Name: Date of Last Visit:

Have you had any seriousillnesses or operations? L1 Yes[d No If yes, please explain:

(Women) Are you pregnant or nursing? OYes [ONo

Taking birth control pills? OYes O No
Dental History
Check if you have had problems with any of the following:
[OBad Breath [Grinding Teeth [ Sensitivity to hot/cold (circle)
[IBleeding Gums [JLoose or broken teeth [JSensitivity to sweets
[Clicking or popping jaw OPeriodontal treatment [ Sensitivity when biting
[JFood collecting between teeth [Sores/growths in your mouth
How often do you brush? Floss?
Reason for today's visit? Date of last DDS visit:

Former Dentist: Phone:




