
DENTAL HEALTH HISTORY

PATIENT NAME________________________________________ AGE_______ DATE______
      1.Reason for visit:______________________________________________________
      2.When was your last dental visit?_________________________________________
      3.When was your last full mouth x-ray taken?________________________________
      4.Are you satisfied with the appearance of your teeth?__________________________

      5. Do your gums bleed when you brush or floss? Y  N
      6. Do you feel pain to any of your teeth when brushing or flossing? Y  N
      7. Are your teeth sensitive to hot,cold,sweet or sour liquid/foods?  Y  N
      8. Have you noticed any loosening of your teeth? Y  N
      9. Have you ever been instructed on the care of your teeth/gums?  Y  N
      10. Does food ever become caught between your teeth? Y  N
      11. Do you have any sores or lumps in or near your mouth? Y  N
      12. Have you ever experienced any or the following problems in your jaw?
           A:Clicking,  Y  N
           B: Pain(Joint,ear,side of your face) Y  N
           C: Difficulty in open/closing your jaw Y  N
           D: Difficulty in Chewing  Y  N
      13. Do you have pain near your ears?  Y  N
      14. Have you had any head/neck/or jaw injuries? Y  N
      15. Do you have frequent headaches?  Y  N
      16. Do you clench or grind your teeth while awake or asleep? Y  N
      17. Do you bite your lips or cheeks often?  Y  N
      18. Does part of your mouth hurt when clenched?  Y  N
      19. Have you had any difficult extractions in the past?  Y  N
      20. Have you had prolonged bleeding following an extraction?  Y  N
      21. Have you had any reaction or allergic symptom to Novocaine?  Y  N
      22. Have you ever had an upsetting experience in a dental office?  Y  N
      23. Is there anything about having dental treatment that bothers you? Y  N

RECERTIFICATION: I Certify that there have been no changes in my health except as noted 
below.
Date                                            Change                                   Signature__________________________

___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________



MEDICAL HISTORY
Although dental personal primarily treat the area in ans around your mouth, your mouth is a part of 
your entire body. Health problems that you may have, or medications that you may be taking, could 
have an important interrelationship with the dentistry that you will be receiving. Thank you for 
answering the following questions.

      1. Are you receiving medical treatment?  Y  N
2. Have you had any major operations?   Y  N

What ?______________________________________________________________________
3. Have you had any adverse response to any drugs including penicillin/aspirin?  Y  N
4. Are you allergic to any known materials resulting in hives, asthma,eczema, etc??  Y  N
5. Are you taking any drugs or medications?  Y  N
6. Are you on a diet at this time?  Y  N
7. Are you in good health?  Y  N
8. Are you pregnant/ nursing/ using birth control pills?  Y  N
9. Do you have a history of fainting?  Y  N
10. Have any wounds healed slowly or presented any complications?  Y  N
11. Have you received any donor organs, artificial heart valves, vessels, joint implants or use a 

pacemaker?  Y N
12. Have you ever been treated for cancer?  Y  N
13. Do you have any swelling in the armpit/ groin, or neck area?  Y  N
14. Do you have night sweats?  Y  N
15. Do you bruise easily?  Y  N
16. Have you had any abnormal bleeding?  Y  N
17. Have you ever required a blood transfusion?  Y  N 
18. Do you use tobacco?   Y  N  If so would you like help stopping?  Y  N
19. Do you wear contact lenses?  Y  N
20. Do you have any disease, conditions or problems that are not listed that you think I should 

know about?  Y  N
21. Do you have or had any of the following: If so please circle. heart ailment,high blood pressure, 

low blood pressure,rheumatic fever,any stomach or intestinal disease,respiratory 
disease,tumors/growths,any blood disease,liver disease,kidney disease,yellow jaundice or 
hepatitis,venereal disease,rheumatism/arthritis,diabetes ,epilepsy,aids/HIV.

Please list all Medications here with the reason you are taking them:

___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________

To the best of my knowledge, the questions on this form have been accurately answered. I 
understand that providing incorrect information can be dangerous to my health. It's my 
responsibility to inform the dental office of any changes in my Medical/Dental status.

X______________________________________________________________   ____________ 
Signature Date
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