


         
The Dental Health Group, LLP 

     Patient Identification and Medical/Dental History 
 
Patient’s Name____________________________________________  Nick Name__________________________ 
Parents/guardians (if minor)__________________________________  Birth Date__________________________ 
Reason for visit _______________________________________________________________________________ 
How long since you have last seen a dentist?_________________________________________________________ 
 
Medical History (please check if you have ever had any of the following): 
 Heart trouble_____________________________    Diabetes(I or II)______________      Anemia______________ 
 Heart defects_____________________________    Tuberculosis ________________      Asthma______________ 
Artificial Joint Replacement_________________     Stroke______________________     Sinusitis/allergies______ 
Cardiac Pacemaker_________________________    Psych tmt___________________     Epilepsy_____________ 
 High Blood Pressure________________________ Asthma_____________________     Chest pain/angina______ 
 HIV/AIDS_______________________________ Venereal Disease_____________      Other_______________ 
 Hepatitis/type_____________________________   Emphysema_________________      ____________________ 
 
Are you now pregnant?   Y    N        # Weeks_________ 
Do you use tobacco or alcohol? List amount/frequency/yrs of use________________________________________ 
____________________________________________________________________________________________ 
Do you or have you ever had cancer, chemotherapy, or radiation treatment? Explain type and treatment:_________ 
____________________________________________________________________________________________ 
Do you have a blood/clotting disorder?____________________________________________________________ 
Have you ever taken bisphosphonates (Fosamax, Actonel, Boniva, etc) for osteoporosis or cancer 
treatment?____________________________________________________________________________________ 
Please list any other information you feel we should know about________________________________________ 
____________________________________________________________________________________________ 
 
List current medications/drugs including over the counter supplements:______________________________ 
___________________________________________________________________________________________  
____________________________________________________________________________________________ 
 
List any other medications/drugs you have taken in the past 2 years:______________________________________ 
____________________________________________________________________________________________ 
Explain any hospitalizations within the last 3 years:___________________________________________________ 
____________________________________________________________________________________________ 
 
Are you allergic to any medications? List: ________________________________________________________ 
____________________________________________________________________________________________ 

Dental History (please check if you have had undesirable reactions from any of the following): 
   Oral Surgery_____________________________       Tooth Extraction_________________________________ 
   Lidocaine/anesthetics______________________       Penicillin/antibiotics______________________________ 
   Jewelry or metals_________________________       Other__________________________________________ 
 
Do you wear dentures or partials? ________________________________________________________________ 
What are your main dental concerns?_____________________________________________________________ 
____________________________________________________________________________________________ 
 
Name of Physician(s)_____________________________   Purpose/date last visit__________________________ 
 
      Patient/Guardian’s signature_________________________________ 
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