
Medical History

Name                                                                                                                                Date of Birth		
1. Have you seen a medical doctor or been a patient in the hospital within the past two years? 	 o Yes   o No

	 If yes, for what problem? 												          
2. Date of last complete physical examination                                                                  Kaiser Number: 			

3. Medical Doctor: 	Name: 	  Specialty 	  Phone # 			 
	 Name: 	  Specialty 	  Phone # 			 
4. Do you have now, or have you had in the past?:

5. Are you taking any medicines, drugs or pills of any kind?	 o Yes   o No
Please list: 	                                                    	                                                    	                                                    
	                                                    	                                                    	                                                    
6. Are you allergic to any drugs, medicines, latex or sulfites?	 o Yes   o No
Name of substance: 	            Reaction: 				  
	 	            Reaction: 				  
7. Do you smoke or use smokeless tobacco?	 o Yes   o No           How much? 	
8. Do you have a disease, condition, or problem not listed above?	 o Yes   o No	 List: 					   
9. WOMEN: 	 Are you pregnant?	 o Yes   o No
	 Do you anticipate becoming pregnant?	 o Yes   o No
	 Do you take birth control pills?	 o Yes   o No

I have answered the above questions completely and accurately. I will inform my dentist
of any change in my health or medicines at my next appointment.

                                                                                                                                                 
	 Signature of Patient, Parent or Guardian 	 Date 	 Reviewed By

			 

	 Date 	 Change 	 Patient Initials	 Staff Initials

	 Date 	 B.P. 	 Initials

Yes No Yes No Yes No

Heart Attack, Date ______________ Asthma Fainting or Dizzy Spells

Heart Disease or Failure Tuberculosis (TB) / + Skin Test Psychiatric Treatment

Angina Pectoris (chest pain) Allergies or Hives Cancer or Tumor

Congenital Heart Problem Sinus Trouble Radiation or Chemotherapy

Heart or Organ Transplant Diabetes/High Blood Sugar Glaucoma

Endocarditis Thyroid Problems Acid Reflux/Heartburn/GERD

Bypass Surgery/stent Pins/Implants/Joint Replacement Ulcer (stomach or intestinal)

Heart Pacemaker / defibrillator Cortisone Medication AIDS, ARC or HIV Antibody +

Artificial Heart Valve Arthritis Autoimmune Disease

High Blood Pressure Back or Neck Pain Neuromuscular Disease

Anemia/Other Blood Disorder Herpes/Cold Sores/Fever Blisters Kidney/Bladder Trouble

Excessive Bleeding Hepatitis/Liver Disease Fosamax/Actonel/Boniva/Zometa

Stroke, Date________________ Yellow Jaundice Other Biphosphonates 

Emphysema Drug/Alcohol Addiction Osteoporosis/Osteopenia

Shortness of Breath Epilepsy or Seizures Surgery
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