
 __________________

PHN(medical card #)  

 



PATIENT'S NAME: 

MEDICAL HISTORY 

1. Do you have any serious illnesses or are you under the care of a physician?

2. Do you use any prescription medications now? Please list:

3. Have you ever had any of the following: (please circle)

4. 

5. 

6. 

7. 

8. 

9. 

10. 

11, 

jaundice, diabetes, high blood pressure, tuberculosis, asthma or lung disease, heart
attack, stroke, heart murmur, heart disease, epilepsy, cancer, thyroid disease,
kidney disease, mental or nervous conditions, arthritis, rheumatic fever, stomach
problems, hives or skin rash, severe headaches.
Please explain history briefly: __________________ _

Have you ever tested positive for hepatitis or HIV? 

Have you ever experienced any allergic reactions to any medications, latex rubber 
or other materials? 

Do you bruise easily, bleed abnormally, or have any blood disorders? 

Have you ever had any injury, surgery or radiation therapy to your face or jaws? 

Do you have any prosthetic implants, artificial heart valves, or artificial joints? 

Have you ever been required to take antibiotics prior to routine dental procedures 
such as cleaning? 

WOMEN ONLY -Are you pregnant? Which month? 

Do you have any disease, problem, or condition not listed above that-you think the 
dentist should know about? 

DENTAL HISTORY 

1. When was your last dental visit? _________________ _

2. Do you have any oral habits such as clenching, grinding your teeth, nail biting, or
TMJ problems?

3. What concerns you most about your dental health? __________ _

Date: ________ _ Signature: 

YES NO 

□ □ 

□ □ 

□ □ 

□ □ 

□ □ 

□ □ 

□ □ 

□ □ 

□ 

□ □ 

□ 

YES NO 

□ □ 

□ 
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