
Name _________________________________________________Prefer to be called _______________________

Name of Medical Doctor ________________________________ City/State_______________________________

Emergency Contact ______________________Relationship______________Phone Number_________________

Purpose of Dental Visit _________________________________  Referred By _____________________________

Are you having any pain or discomfort at this time?__________________________________________________

When was your last dental visit?_________________What was done at that time?________________________


MEDICAL HISTORY                        
Have you ever been hospitalized or had surgery? ___________________________________________________

Do you require a pre-med?__________Reason?_______________________ Medication?___________________

Are you currently taking blood thinners or have history of bleeding? ___________________________________

List all medications you are taking _________________________________________________________________  

Any allergic reactions (hives, rash, etc) to medications?_____________________________________________

Do you have any history of the following conditions?

Heart Problems                                      Allergy Problems                         Asthma 
  Chest Pain                                	         Seasonal Allergies                      	 Seizures / Epilepsy

  Shortness of Breath                                 Sinus problems              	 	 Migraine Headaches

  High Blood Pressure               	         Skin Rashes                              		 Stroke 

  High Cholesterol                                    Intestinal Problems                       Thyroid Problems

  Heart Murmur                                           Ulcers                     	               	 Fainting / Nervousness

  Pacemaker                                               Weight Gain/Loss          		     	 Tuberculosis                

  Artificial Heart Valve                                 Special Diet  	                   	    	 Hepatitis / Liver Problems 

  Heart Surgery                                           Kidney Problems                	    	 Cold Sores

  Heart Attack/Failure                                 Dialysis               	             	 Shingles

Blood Problems                                Acid Reflux / Gerd                	    	 HIV / AIDS 
  Easy Bruising                                          Bone or Joint Problems           Anxiety or Depression  
  Abnormal Bleeding           	                     Arthritis                                         	 Psychiatric Treatment    

  Anemia                        	                     Rheumatism	 	 	 	 Do you use alcohol?

  Hemophilia                                               Joint Replacement	 	 	 How much? _____________

  Sickle Cell Disease                                   Osteoporosis	 	 	 	 Do you smoke?

  Diabetes                                                   Pain in Jaw/TMJ 	 	 	 How much? _____________ 
Autoimmune Disease                                                                                    Hx of Substance abuse?                                                                               
  Crohn’s / Colitis          
  Lupus                       		 	         

  Sjögren's syndrome

  Multiple Sclerosis

Women  Are you Pregnant or planning on becoming Pregnant? _______________ Are you nursing? ______________


Any other condition / allergy that we should know about? __________________________________________

To the best of my knowledge all of the preceding information is accurate. I understand that it is my responsibility to 
inform the Doctor and staff, if I have a change in my health status, including changes in my medications and/or 
allergies. 

IF EXTENSIVE, PLEASE LIST ON BACK OR INCLUDE A COPY OF LIST

Y    N Y    N
Y    N

Cancer   
  If yes what kind?   _____________________________________________

  When was it diagnosed? _______________________________________

  Treatment received? ___________________________________________

Signature (Patient of Parent if Minor) _____________________________________________Date________________









 

 

Office Policy 

We require our staff to address our patients with professionalism and we ask our patients to do 

the same.  If at any time our staff feels that your tone or language is offensive or abusive, we 

expect them to terminate the conversation immediately and notify their immediate supervisor 

or doctor.  We will document our record and depending on the severity of situation, you may 

be discharged from the practice.   

 

Emergency Policy 

Due to the complex nature of dentistry, patients will only be seen by the dentist during 

business hours with our assisting staff present.  We offer an emergency line where the on-call 

dentist can return your call after hours to provide consultation, pharmacy prescriptions, 

appointment scheduling and palliative care.  We will make every effort for you to be seen on 

the following day during office hours. If you are having a true medical emergency such as 

trouble breathing or significant swelling, it is recommended that you go to the closest 

Emergency Room or call 911. 

 

We are committed to providing the best possible treatment and ask for your cooperation in 

following our policies. 

 

I READ AND UNDERSTAND THE ABOVE POLICIES AND AGREE TO ABIDE BY THEM.  I FURTHER 

UNDERSTAND THAT FAILURE TO DO SO MAY RESULT IN MY DISCHARGE FROM THE PRACTICE. 

 

 

Name:___________________________________________________Date:_________________ 


