
 

 
 

MEDICAL HISTORY 

Please check yes or no to the following: 
Anemia            Y____N____        Heart Disease                Y____N____    Radiation Treatment    Y____N____ 

Heart Murmur           Y____N____  Mitral Valve Prolapse   Y____N____       Cancer                          Y____N____ 

Joint Replaced           Y____N____  Diabetes                        Y____N____        Rheumatic Fever         Y____N____ 

Hepatitis           Y____N____  Liver Disease                Y____N____        Excessive Bleeding     Y____N____ 

High Blood Pressure   Y____N____  HIV/AIDS                     Y____N____        Breathing Problem      Y____N____ 

Back Problems            Y____N____  Hearing Problems         Y____N____      

    

Are you allergic to any of the following? 
Codeine Y____N____ Penicillin Y____N____ Dental Anesthetic Y____N____ Latex Y____N____ Sulfur Y____N____ 

 

List any other allergies/sinus problems_________________________________________________________________ 

Do you need pre-medication with antibiotics before dental treatment? _________________________________ 

If yes, what medicine and dosage? _____________________________________________________________ 

List any serious illnesses or injuries ____________________________________________________________ 

List drugs or meds currently taking ____________________________________________________________ 
(if long list of meds..please ask for Meds form) 

_________________________________________________________________________________________ 

Do you take aspirin or blood thinners?  ________     Are you currently under the care of a physician? ________ 

Why? ____________________________________________________________________________________ 

If yes, please provide Name and Phone ___________________________________  - ____________________ 

Are you Pregnant?__________ Breast feeding? ___________ 

Have you ever experienced any complications following dental treatment? _____________________________ 

Are or have you ever taken any medication for osteoporosis? ________________________________________ 

Do you smoke or use tobacco? _____ How much? ________________________________________________ 

What type of toothbrush do you use?  ____ Regular, ____ Electric (what type?) _________________________ 
What type of toothpaste do you use? ___________________________________________________________________ 

 

Emergency contact: ________________________________________________ Phone __________________________ 

Relationship to patient: _____________________________________________________________________________ 

E-mail: ___________________________________________________________________________________ 

 
AUTHORIZATION 

I authorize my insurance company to pay to the dentist all insurance benefits otherwise payable to me for services 

rendered.  I authorize the use of this signature on all insurance submissions. 

I understand that I am financially responsible for all charges whether or not paid by insurance. 

 

I authorize the dentist to release all information necessary to secure the payment of benefits. 

 

A service charge of 1 ½% per month (18% per annum) on the unpaid balance will be charged on all accounts exceeding 

60 days. 

 

In the event my account is turned over to collections, I understand cost of collections will be my responsibility. 

 

Patient (or Guardian) signature_______________________________________ Date__________________ 


