
Art of DentistryThe Medical Alert: ________________________

Patient Personal/Medical/Dental History

Name ______________________________________________________ Soc. Sec. # _________ – ________– _________Age ____________

Circle any of the following which you have had or have at present:
Heart Condition Anemia or Hemophilia Skin Rashes or Hives Thyroid Disease Radiation therapy (X-Ray, Cobalt)
Heart Attack or Stroke Bruise Easily Kidney Trouble Cortisone Medicine Chemotherapy (Cancer, Leukemia)
Heart Murmur Shortness of Breath Diabetes Glaucoma HIV Positive/AIDS
Chest pains (Angina) Swelling of Ankles Sickle Cell Disease Arthritis or Rheumatism Venereal Disease
Heart Surgery Artificial Joint Liver Disease Pain in Jaw Joints Genital Herpes
Artificial Heart Valve Lung Disease Hepatitis A (infectious) Fainting or Dizzy Spells Cold Sores
Heart Pacemaker Emphysema Hepatitis B (serum) Alcoholism Epilepsy or Seizures
High Blood Pressure Tuberculosis (T.B.) Yellow Jaundice Drug Addiction Psychiatric Treatment
Rheumatic Fever Asthma or Hay Fever Blood Transfusion Cancer or Tumor Osteoporosis
Mitral Valve Prolapse

Have you ever had any other serious illness not circled above? _________________________________________________o YES     o NO

Please describe in detail _________________________________________________________________________________________________

Please answer each question.   Check yes or no. If in doubt, leave blank.

* YES      NO

1.  Are you in good health now? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . o         o

2.  Are you now under the care of a physician? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . o         o

     If so, what is the condition being treated? _______________________________________________________________________________

3.  Do you use tobacco in any form? If yes, how much_____________________________________________________________ o         o

4.  Are you ALLERGIC or have you ever experienced any reaction to the following?

YES      NO YES      NO

Local anesthetics (e.g. novocaine) . . . . . . . . . . o         o Latex . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . o         o
Barbiturates/sedatives/sleeping pills . . . . . . . . o         o Aspirin or codeine . . . . . . . . . . . . . . . . . . . . o         o
Penicillin/other antibiotics . . . . . . . . . . . . . . . . . o         o Sulfa drugs . . . . . . . . . . . . . . . . . . . . . . . . . . o         o

Other allergies__________________________________________________________________________________________________

5.  Are you taking any of the following?

YES      NO YES      NO

Antibiotics/sulfa drug. . . . . . . . . . . . . . . . . . . . . o         o Tranquilizers . . . . . . . . . . . . . . . . . . . . . . . . . o         o
Blood thinners . . . . . . . . . . . . . . . . . . . . . . . . . . o         o Insulin/other diabetes drugs. . . . . . . . . . . . . o         o
Blood pressure medication . . . . . . . . . . . . . . . . o         o Recreational drugs . . . . . . . . . . . . . . . . . . . . o         o
Thyroid medicine . . . . . . . . . . . . . . . . . . . . . . . . o         o Digitalis/other heart medications . . . . . . . . . o         o
Cortisone/steriods . . . . . . . . . . . . . . . . . . . . . . . o         o Nitroglycerin . . . . . . . . . . . . . . . . . . . . . . . . . o         o
Antihistamines/allergy drugs/cold remedies . . . o         o Aspirin. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . o         o

Other medication _______________________________________________________________________________________________

If yes to any of the above, list name of medication and dosage below:

1.  ______________________________________________________  2. _______________________________________________________

3. ______________________________________________________  4. _______________________________________________________

5. ______________________________________________________  6. _______________________________________________________

* Since 2001, were you treated or are you presently scheduled to begin treatment with intravenous 

bisphosphonates (Aredia or Zometa) for bone pain, hypercalcemia or skeletal complications YES NO

resulting from Paget’s disease, multiple myeloma or metastatic cancer?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . o         o

YES      NO YES      NO

Women: Are you pregnant now? Due date ________  o        o Do you anticipate becoming pregnant?. . . . o         o
               Are you practicing birth control? . . . . . . . . . o         o Have you had any complications or problems

with a previous pregnancy? . . . . . . . . . . . . . o         o

6.  Physician’s_________________________________________________________________ Phone _______________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .



Dental History: Chief Complaint__________________________________________________________________________________________

_______________________________________________________________________________________________________________________

7.  Do you have or have you ever had any of the following?

MOUTH TEETH

YES      NO YES      NO

Bleeding, sore gums . . . . . . . . . . . . . . . . . . . . . o         o Loose teeth . . . . . . . . . . . . . . . . . . . . . . . . . . o         o
Unpleasant taste/bad breath. . . . . . . . . . . . . . . o         o Sensitive to hot . . . . . . . . . . . . . . . . . . . . . . . o         o
Burning tongue/lips . . . . . . . . . . . . . . . . . . . . . . o         o Sensitive to cold . . . . . . . . . . . . . . . . . . . . . . o         o
Frequent blisters, lips/mouth . . . . . . . . . . . . . . . o         o Sensitive to sweets . . . . . . . . . . . . . . . . . . . . o         o
Swelling/lumps in mouth . . . . . . . . . . . . . . . . . . o         o Sensitive to biting . . . . . . . . . . . . . . . . . . . . . o         o
Ortho treatments (braces) . . . . . . . . . . . . . . . . . o         o Food impaction. . . . . . . . . . . . . . . . . . . . . . . o         o
Biting cheeks/lips . . . . . . . . . . . . . . . . . . . . . . . o         o Clenching/grinding. . . . . . . . . . . . . . . . . . . . o         o
Clicking/popping jaw. . . . . . . . . . . . . . . . . . . . . o         o Shifting of teeth. . . . . . . . . . . . . . . . . . . . . . . o         o
Difficulty opening or closing jaw . . . . . . . . . . . . o         o Change in bite . . . . . . . . . . . . . . . . . . . . . . . o         o

8.  Have you ever had any serious trouble associated with previous dental treatment? _________________________________________

      ___________________________________________________________________________________________________________________

9.  Does dental treatment make you nervous? No ___________Slightly _________Moderately __________ Extremely _______________

10.  Date of last dental visit________________________________Reason _______________________________________________________

11.  Have you ever been treated for periodontal disease (gum disease, pyorrhea, trench mouth)? ________________________________

       if so, when _________________________________________________________________________________________________________

YES      NO

12.  Have you ever had excessive bleeding following an extraction, or do cuts take longer to heal now than previously? . . . o         o

13.  Have you ever had an injury or trauma to your face or jaw? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . o         o

Dental treatment desired (circle):

Checkup Cleaning Cavities Restored Missing Teeth Replaced Cosmetic Bonding

Teeth Extracted Complete Dentures Orthodontics Other __________________________________________

ORAL HYGIENE

Do you use the following? YES      NO

Brush . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . o         o
Dental floss . . . . . . . . . . . . . . . . . . . . . . . . . . . . o         o How often do you brush____________________________________

Fluoride rinse. . . . . . . . . . . . . . . . . . . . . . . . . . . o         o Brush is:     Soft  o    Medium  o    Hard  o
Other ______________________________________________

To the best of my knowledge, all of the preceding answers are true and correct.

If I ever have any change in my health or change in my medication, I will inform the dentist at the next appointment.

Signature of Patient

Parent, or Guardian ___________________________________________________________ Date ___________________________________

Reviewed by: Doctor __________________________________________ Date _______________________________ B.P. _______________

I have read my MEDICAL HISTORY dated_______________________and confirm that it adequately states past and present conditions.

DATE EXCEPTIONS PATIENT’S SIGNATURE B.P. REVIEWED BY

__________ ______________________________________________ None  o  _____________________________ ________ DR._________________

__________ ______________________________________________ None  o  _____________________________ ________ DR._________________

__________ ______________________________________________ None  o  _____________________________ ________ DR._________________

__________ ______________________________________________ None  o  _____________________________ ________ DR._________________

__________ ______________________________________________ None  o  _____________________________ ________ DR._________________

__________ ______________________________________________ None  o  _____________________________ ________ DR._________________

__________ ______________________________________________ None  o  _____________________________ ________ DR._________________

MEDICAL UPDATES
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