	PATIENT: 

	ADDRESS: 

	HOME PHONE: 
	PARENT’S BUSINESS PHONE: 

	REFERRED BY: 
	PATIENT’S BIRTHDAY: 

	Medical History Update
	Yes
	No
	

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	1. Have you ever been treated for any heart condition, high blood pressure, or any prolonged illness such as diabetes, asthma, kidney disease, etc?



	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	2. Have you ever had prolonged bleeding from an injury, tooth extraction, etc?



	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	3. Have you ever had a heart murmur or rheumatic fever?



	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	4. Are you allergic to any drugs (penicillin), foods, materials, or pollens?



	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	5. Have you ever had a reaction to an anesthetic?



	
	 FORMCHECKBOX 


	 FORMCHECKBOX 

	6. Are you presently or have you during the past two years been under the care of a physician?



	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	7. If you are a woman, are you pregnant?

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	8. Do you have any or have you recently had any evidence of infections, such as boils, infected wounds, severe sore throat or persistent cough?



	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	9. Have you ever had any illness or complication following dental treatment of any kind?



	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	10. Have you ever had any other illness or condition other than the common cold, virus, or flu?



	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	11. Are you presently taking any medication?



	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	12. Do you have any reason to believe that you are not presently in good health?




Please give details for any “yes” answers 
	

	


PATIENT’S PHYSICIAN:
	Name: 
	Phone #:    
	Date of Last Visit?  

	Address: 
	Date of Last Physical?  

	Are you currently under his/her care?  If yes what for?

	What is your opinion of your present state of health?

	What is your chief reason for coming to the dentist?

	NOTES:     

	

	I certify that the information supplied is accurate and true to the best of my knowledge.    I CONSENT TO TREATMENT.

	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No      FORMCHECKBOX 
 Only if necessary     FORMCHECKBOX 
 Please call before     Permission is granted for my child to have x-rays taken.  


	
	
	
	
	

	PATIENT
	
	PARENT/GUARDIAN
	
	DATE
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