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DENTAL HEALTH HISTORY 
(Confidential) 

 
Patient Name____________________________________________ Birthdate______________________ 
                        (Last)                   (First)                 (M.I)       
 

DENTAL HISTORY 
 
Reason for today’s visit_________________________________________________________________ 
 
Former Dentist______________________________________________________________________ 
 
Date of last dental visit ______________________________Date of last x-rays____________________ 
 
Check (a) if you have problems with any of the following: 
 
1 Bad Breath   1 Grinding teeth   1 Sensitivity to hot 
1 Bleeding Gums   1 Loose teeth or broken fillings 1 Sensitivity to sweets 
1 Clicking or popping jaw  1 Periodontal treatment  1 Sensitivity when biting 
1 Food collection between teeth 1 Sensitivity to cold  1 Sores or growths in your mouth 
1 Tooth Color 
How often do you floss? ____________________How often do you brush?_______________________ 

 
MEDICAL HISTORY 

 
Physician’s Name _________________________________ Date of last visit_______________________ 
 
Have you had any serious illnesses or operations? ___________If yes, describe____________________ 
___________________________________________________________________________________ 
 
 
(Women) Are you pregnant? 1 Yes 1 No   Nursing? 1 Yes 1 No   Taking Birth Control pills? 1 Yes 1 No 
 
Check (a) if you have or have had any of the following: 
 
��AIDS/HIV� � eCold Sores  eHeart Pacemaker eRespiratory Disease 
eAnemia  eConvulsions  eHemophilia  eRheumatic Fever 
eArthritis  eCortisone Treatment eHepatitis A  eRheumatism  
eArtificial Heart Valves eCough, Persistent eHepatitis B or C  eScarlet Fever 
eArtificial Joints  eCough up Blood  eHerpes  eSkin Rash 
eAsthma  eDiabetes  eHigh Blood Pressure eStroke 
eBack Problems  eEmphysema  eKidney Disease  eSwelling of Limbs 
eBlood Disease  eEpilepsy  eLeukemia  eThyroid Disease 
eBlood Transfusion eFainting/Dizziness eLiver Disease  eTonsillitis 
eBruise Easily  eGlaucoma  eMitral Valve Prolapse eTuberculosis 
eCancer      eHeadaches  ePain in jaw joints eTumors or Growths 
eChemical Dependency eHeart Murmur  ePsychiatric Care eUlcers 
eChemotherapy  eHeart Disease  eRadiation Treatment  
eCirculatory Problems Describe____________ eOther _________________________________ 
 
     MEDICATIONS 
 
Please list any medications you are currently taking___________________________________________ 
___________________________________________________________________________________ 

 
ALLERGIES 

 eAcrylic  eAspirin eBarbiturates eCodeine eLatex 
                                                                           (Sleeping Pills)     
 
 eLocal Anesthetics ePenicillin eSulfa  eOther __________________ 
 
To the best of my knowledge, the questions on this form have been accurately answered.  I understand 
that providing incorrect information can be dangerous to my (or patient's) health.  It is my responsibility 
to inform the dental office of any changes in medical status. 

 
 

Date ____________________________________ Signature___________________________________ 
 
 


