





Print Name

Medical Information

Have you been a patient in the hospital during the past two years?

Yes

Have you been under the care of a medical doctor during the past two years

for a specific condition?

Date of most recent medical exam:

Physician’s Name

Yes

No

Physician’s Address

Physician’s Phone -

Please list any medication or drugs you are taking, including prescription medications, over the counter

medications, herbal or holistic remedies, vitamins minerals, etc.

Please list any medication or anesthetics to which you are allergic.

Do you need to pre-medicate prior to dental treatment?

Yes

No

Indicate which of the following you have had or have at present. Circle “yes” or “no” to each item.

Heart Failure Yes No [ Sinus Trouble Yes No | Fainting or Dizzy Spells Yes No
Heart Disease or Attack Yes No | Hay Fever Yes No | Involvement in Accident Yes No
Angina Pectoris Yes No | Respiratory Problems Yes No | Whiplash Injury Yes No
Congenital Heart Disease  Yes No | Allergies Yes No | Severe Blow to Head Yes No
Heart Murmur Yes No | Latex Allergy Yes No [ Severe Blow to Jaw Yes No
High Blood Pressure Yes No | Codeine Allergy Yes No | Chronic Back Pain Yes No
Arteriosclerosis Yes No | Penicillin Allergy Yes No | Chronic Shoulder Pain Yes No
Mitral Valve Prolapse Yes No | Hepatitis A (infectious) Yes No | Chronic Neck Pain Yes No
Artificial Heart Valve Yes No | Hepatitis B (serum) Yes No [ Stiff Neck Muscles Yes No
Heart Pacemaker Yes No | Hepatitis C Yes No | Tension Headaches Yes No
Heart Surgery Yes No | Venereal Disease Yes No [ Migraine Headaches Yes No
Stroke Yes No [ Cold Sores/Fever Blisters Yes No | Headaches Back of Head Yes No
Rheumatic Fever Yes No | Blood Transfusion Yes No [ Headaches Temple Area Yes No
Anemia Yes No | Hemophilia Yes No | Chronic Facial Pain Yes No
Arthritis Yes No | Sickle Cell Disease Yes No | Pain in Jaw Joint Yes No
Rheumatism Yes No | Hives Yes No | Clicking, Popping Jaw Yes No
Cortisone Medication Yes No [ Easy Bruising Yes No | Locking Jaw Yes No
Artificial Joints (hip, etc.) Yes No | Yellow Jaundice Yes No | Tired Jaw After Sleep Yes No
Liver Disease Yes No | Epilepsy or Seizures Yes No | Tired Jaw After Meal Yes No
Kidney Trouble Yes No | Nervousness Yes No | Foods You Avoid Yes No
Diabetes Yes No [ Anorexia/Bulimia Yes No | Aching Jaw Opening Wide Yes No
Ulcers Yes No | Wisdom Tooth Extraction Yes No | Difficulty Opening Wide Yes No
Thyroid Problems Yes No | Bleeding Gums Brushing Teeth Y N [ Trouble Sleeping Yes No
Glaucoma YeS  NO | teiiiiiiiiiie e Cracking In Jaw Joint Yes No
Cancer Yes No | Family History of Jaw Problems Y N [ Teeth Clenching Yes No
Radiation Therapy Yes No | Ear Pain Yes No | Teeth Grinding at Night Yes No
Chemotherapy Yes No | Itchiness in Ear Yes No | Sore Teeth After Sleep Yes No
Emphysema Yes No [ Stuffiness in Ear Yes No | Blurred Eyesight Yes No
Chronic Cough Yes No | Ringing/Buzzing in Ear Yes No | Snoring Yes No
Tuberculosis Yes No | Hissing/Grating in Ear Yes No | Chronic Stuffed Nose Yes No
Tumors Yes No | Loss of Hearing Yes No | Recurring Nausea Yes No
Asthma Yes No | Pain In/Around/Behind Ear Yes No












