
DENTAL HISTORY 

Do you presently have or have had:  

1. Pain or discomfort in the mouth, face or jaw?................................................................................Yes No 

2. Periodontal disease, bleeding or sensitive gums?...........................................................................Yes No 

3. Aching or sensitive teeth?...............................................................................................................Yes No 

4. An injury to your face or jaw?........................................................................................................Yes No 

5. Problems with dental anesthesia?...................................................................................................Yes No 

MEDICAL HISTORY 

6. Have you been a patient in a hospital during the past two years?..................................................Yes No 

7. Outside of routine care, have you been treated by a doctor in the past two years?........................Yes No 

8. Do you use tobacco, alcohol and/or recreational drugs?................................................................Yes No 

9. Do you have a history of chemical dependence or substance abuse?.............................................Yes No 

Do you presently have or have you had: 

10. High blood pressure?....................................................................................................................Yes No 

11. Heart disease, heart attack, pacemaker or stroke?........................................................................Yes No 

12. Angina pectoris (chest pain)?.......................................................................................................Yes No 

13. Heart murmur, congenital heart disease or rheumatic fever?.......................................................Yes No 

14. Artificial heart valve or artificial joint?........................................................................................Yes No 

15. Breathing problems such as asthma or emphysema?....................................................................Yes No 

16. Sleep Apnea or snoring?...............................................................................................................Yes No 

17. Tuberculosis (TB) and/or bloody cough?.....................................................................................Yes No 

18. AIDS or HIV antibody?................................................................................................................Yes No 

19. Hemophilia, anemia or other blood disease?................................................................................Yes No 

20. Venereal disease (syphilis, gonorrhea, herpes, HPV)?.................................................................Yes No 

21. Diabetes (low or high blood sugar) (Type 1 or 2)?.......................................................................Yes No 

22. Thyroid disease (low or high hormone level)?.............................................................................Yes No 

23. Acid reflux, stomach problems, ulcers, irritable bowel, Crohn’s disease?...................................Yes No 

24. Liver disease, hepatitis or jaundice?.............................................................................................Yes No 

25. Kidney disease or dialysis?...........................................................................................................Yes No 

26. Arthritis, Rheumatism or Autoimmune disease?..........................................................................Yes No 

27. Epilepsy, fainting or dizziness?.....................................................................................................Yes No 

28. Depression, anxiety or other mental illness?.................................................................................Yes No 

29. History of cancer?..........................................................................................................................Yes No 

30. Cancer treatment such as radiation or chemotherapy?..................................................................Yes No 

31. Have you ever taken bisphosphonates?.........................................................................................Yes No 

 (Actonel, Fosamax, Didronel, Boniva, Skelid, Aredia, Zometa, Bonefos) 

32. Glaucoma?.....................................................................................................................................Yes No 

33. Are you pregnant now?..................................................................................................................Yes No 

34. Are you currently using a prescription contraceptive?..................................................................Yes No 

Please list any disease, condition or problem not included above: 

 

Please list all allergies:  

Please list prescription and non-prescription medications you have taken in the last two years: 

 

Printed Name of Patient: 

Signature of Patient or Guardian:       Date: 

Signature of Doctor:         Date: 


