
 
Medical + Dental History 

Are you presently under the care of a physician? Yes ☐ No ☐
Physician: _______________________________ City: ____________________ 

Have you recently had any serious illness, operation, or hospitalizations? Yes ☐ No ☐ 
Explain: ______________________________________________________________ 

Do you vape, smoke, or use tobacco products? Yes ☐ No ☐  
What kind? ____________________________ How long? ______________________ 

Are you allergic to any medications? Yes ☐ No ☐ 
If yes, please list: _______________________________________________________ 

Do you need a premedication before seeing the dentist? Yes ☐ No ☐
If yes, what kind? 
______________________________________________________________________
____
What for? ________________________ Who prescribed it? _____________________ 

When was your last dental visit? ___________________________________________ 
*If you’re a current patient just doing an update, feel free to skip this question* 

Have you ever had complications with a dental procedure before? Yes ☐ No ☐ 
Explain: ________________________________________________________ 

Please list any current medications: (prescription and non-prescription, including vitamins)  
If you have a list, please provide it to the front desk to make a copy! 

_________________________  _________________________  

_________________________  _________________________ 

_________________________  _________________________ 

_________________________  _________________________ 

_________________________  _________________________ 
 
_________________________  __________________________ 



*Flip to the other side for medical conditions. Please check yes or no if you have 
OR have had conditions listed.    

Heart Murmurs Yes ☐ No ☐ What type: _________________________________________________ 

Heart Problems or Replacement Yes ☐ No ☐ Please Explain: __________________________________ 

^Pace maker or Stents placed (Please circle which one) Yes ☐ No ☐ When: ________________ 

High Cholesterol: Yes ☐ No ☐

Epilepsy/Seizures: Yes ☐ No ☐ What type: _________________________________________________

Chemical Dependency: Please Explain: ____________________________________________________

Hepatitis: Yes ☐ No ☐ + Type: A ☐ B ☐ C ☐ D ☐ E ☐ 

GERD (Acid Reflux): Yes ☐ No ☐

Sinus Condition: Yes ☐ No ☐ What type: ___________________________________________________ 

High / Low Blood Pressure: Yes ☐ No ☐ (Please circle which one)

Asthma: Yes ☐ No ☐ What type: ___________________________________________________

Kidney Disease: Yes ☐ No ☐ What type: ___________________________________________________ 

Liver Disease: Yes ☐ No ☐ What type: ____________________________________________________ 

Thyroid Disorders: Yes ☐ No ☐ What type: _________________________________________________ 

Stroke: Yes ☐ No ☐ When: _____________________________________________________________ 

Diabetes: Yes ☐ No ☐ What type: ________________________________________________________ 

Arthritis: Yes ☐ No ☐ What type: _________________________________________________________ 

Cancer: Yes ☐ No ☐ What type: _______________________________ + When: ___________________ 

^ Does this include Radiation and/or Chemo? Yes ☐ No ☐ (Please circle which one)



Blood Disorders/Anemia/HIV: Yes ☐ No ☐ (Please circle which one) What type: ____________________ 

Joint Replacement: Yes ☐ No ☐ What type: ____________________________ + When: _____________ 

Nervous Disorders: Yes ☐ No ☐ What type: ________________________________________________ 

Autism: Yes ☐ No ☐ Please Explain: 
________________________________________________________________________

Anything else we should know about your medical history that would help us provide better dental care?  
______________________________________________________________________ 

I understand that the information I have given today on my medical history is  
correct and to the best of my knowledge. 

___________________________ ___________________________ _______________ 
Signature                                        Print Name                                     Date


