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Dental Clinic
Patient Name: ______________________________________________        DOB: ________________
Name/location of your Pharmacy: _______________________________________________________

Date of Last Dental Visit: ______________
Are you Pregnant?   YES / NO            How many Months:  _________________
CURRENT/PAST MEDICAL HISTORY
[image: image2.png]Acid reflux
Active in Pain Management
Adfib
Anemia: Iron Def or Other:
Angina or Chest Pain
Amxicty or Depression
Athritis
Asthma
Autoimmune disease
Type:

Bone disorder
Cancer

Type:

Currently in Treatment

Chemo or Radiation
Chronic Pain

Clotting Disorder
copD

Diabetes Type 1
Diabetes Type 2
Hearing Loss

Heart attack history
Heart Murmur
Hepatitis B or C
Herpes Simplex T or II
High blood Pressure

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes

Yes

Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes

High Cholesterol
HIV or AIDS
Hyper or Hypo Thyroid
Joint Replacement
Kidney disease

Dialysis:

Days of the week
Migraine headaches

Organ Transplant

Type: Date:

Pacemaker or Defibrillator

Seizure disorder

Sleep apnea

Stomach ulcers

Steoke history

Substance use disorder
Active in Rehab

‘Taking blood thinner

Taking Insulin

‘Tobacco use

Tuberculosis

Chest x-ray Positive or Negative
Under psychiatric care

Vision Loss

Type: Date:

Yes
Yes
Yes

Yes

Yes

Yes

Yes

Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes

Yes

Yes

NO
NO
NO
NO




Recent hospitalizations: ________________________________________________________________
Please list OTHER conditions not mentioned above: ______________________________________________________________________________________
ALLERGIES                                  

                                          NO KNOWN ALLERGIES
Please list any medication allergies:
_______________________ 
_______________________ 
_____________________

Reaction: _______________
Reaction: _______________
Reaction: _____________

MEDICATIONS

Name



Dose



           Frequency

_____________________

______________________
           _____________________

_____________________

______________________
           _____________________

_____________________

______________________
           _____________________

___________________ 

____________________
            ___________________

___________________

____________________
            ___________________
     
___________________                ____________________                          ___________________
                
___________________

____________________
            ___________________

___________________

____________________
            ___________________
List Primary Care Physician and Specialists you see so we may contact IF Medical Clearance is needed prior to dental work:
Type


Physician Name

   Phone

    Fax




______________________________________________________________________________
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Patient Signature: ________________________________________    Date: _________________   
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