
Medical History
Name:~ Date: _
Home Phone Work Phone _
Cell Phone: Email address: ----------------
Do you have any current health problems?
Are you under a Physician's care now?
If yes explain _
What medications are you currently taking: _

Yes No
o 0
o 0

Have you ever taken diet pills such as Fen- Phen or redux? 0 0

Are you pregnant? 0 0

Do you use cigarettes/cigars, pipe or chewing tobacco? (circle) 0 0

Please check yes or no of the following which you have had, or presently have:
Yes No Yes No

Aids/HIV 0 0 Hemophilia 0 0

Anaphylaxis 0 0 Herpes 0 0

Anemia 0 0 Hepatitis( ABC) 0 0

Arthritis 0 0 High Blood Pressure 0 0

Artificial Heart Valve 0 0 Jaw Pain 0 0

Artificial Joints 0 0 Liver disease 0 0

Asthma 0 0 Kidney disease 0 0

Atopic 0 0 Material allergies 0 0

Blood Disease 0 0 (latex, wool, metal,chemicals)
Cancer 0 0 Mitral Valve Prolapse 0 0

Chemotherapy -0 0 Nervous Problems 0 0

Chemical Dependency 0 0 Pacemaker/heart surgery 0 0

Circulatory Problems 0 0 Psychiatric Care -0 0

Cough 0 0 Radiation treatment 0 0

Diabetes 0 0 Respiratory disease 0 0

Epilepsy 0 0 Rheumatic/ scarlet fever 0 0

Fainting 0 0 Shingles 0 0

Food Allergies 0 0 Shortness of breath 0 0

Glaucoma 0 0 Spina Bifida 0 0

Headaches 0 0 Stroke 0 0

Heart Murmur 0 0 Surgical Implant 0 0
Heart Problems 0 0 Explain: _
Please describe Thyroid Disease 0 0

Tuberculosis 0 0 Venereal Disease 0 0

Are you allergic to or have reacted adversely to any of the following medications?
Aspirin Local Anesthetic Erythromycin Sulfa Latex
Codeine Penicillin Anti- Inflammatory Drugs
Are you aware of being allergic to any other medications? If yes please explain:

Has a doctor or dentist ever told you that you need to premedicate with antibiotics before dental
treatment? _


