Dental History 
Pervious Dentist_______________________________________________Phone_____________________ 
Last Visit____________________Previous X-Rays______________________ Date___________________
Do you need to pre-medicate with an antibiotic before dental procedures       c Yes   c NO
Pre-Med Name______________________________________________

Please mark (x) any of the following conditions that apply to you
	Pain/Discomfort
	Function
	Periodontal (Gum) Health

	c Brushing, Flossing
	c Grinding / Clenching
	c Bleeding

	c Hot, Cold, Sweet, Sour
	c Headaches
	c Loose teeth

	c Clicking /Popping Jaw
	c Jaw or Face Injury
	c Perio / Gum Disease

	c Joint, Ear, Side of Face
	c TMJ Issues
	c Difficult Extractions (Bleeding)

	c Opening / Closing
	c Problems Chewing
	c Bad Breath

	c Dry Mouth
	Habits
	Orthodontic / Oral Treatment

	c Pressure
	c Thumb Sucking
	c Yes  Date_________________

	Appliances
	c Smoker
	c Reaction to Local Anesthetic

	Dentures, Date_____________
	c Cheek, Nail, Lip Biting
	c Extractions

	Partials, Date_______________
	Do You Like Your Smile?
	


Medical History 
Primary Physician ______________________________________________Phone_____________________ 
Current Medication (We can make a copy of your list)                FEMALE    Pregnant c   Nursing c
__________________________________________________________________________________________________________________________________________________________________________________
Recent Hospitalization / Treatments ____________________________________________________________
ALLERGIES c Yes   c NO  Please list all medical allergies (Penicillin, Clindamycin, Sulfa, Latex, NSAID, Etc)


Please mark (x) any of the following conditions that apply to you
	c AIDS/HIV
	c Emphysema
	c Joint/ Hip Replacement
	c Recent Weight Loss

	c Asthma
	c Excessive Bleeding
	c Jaundice
	c Recovering Addict

	c Anemia
	c Epilepsy
	c Kidney Disease
	c Respiratory Problems

	c Arthritis 
	c Fainting
	c Knee Replacement
	c Rheumatic Fever

	c Alzheimer’s/ Dementia
	c Glaucoma
	c Leukemia
	c Rheumatism

	c Blindness
	c Hearing Impaired
	c Liver Disease
	c Sinus problem

	c Blood Disease
	c Heart Murmur
	c Low Blood Pressure
	c Stomach Problems

	c Cancer
	c Head Injuries
	c Mitral Valve Prolapse
	c Stroke

	c Cardiac Device
	c Heart Attack /Disease
	c Nervous Disorder
	c Tuberculosis

	c Cushing’s Syndrome
	c Hepatitis
	c Pacemaker
	c Tumors

	c Diabetes
	c High Blood Pressure
	c Radiation Treatment
	c Ulcers



Other Medical Information (supplements, weight control drugs, conditions not listed, etc.) __________________________________________________________________________________________________________________________________________________________

c By checking this box, I acknowledge that the above information is correct and I understand it is MY responsibility to inform the office of any changes to my health as soon as possible.


Signature___________________________________________________ Date________________
