
 
 
                            ORAL/MEDICAL HISTORY 
 

� This office does not discriminate on the basis of race, sex, sexual orientation, national origin, age or 
disability. 

� This office is in compliance with the latest state and federal infection control requirements 
� And this office protects the privacy of all patients. 

• Please answer the following questions to the best of your knowledge to help us properly treat your 
condition. 

• Place a check mark if it applies to you other wise leave blank.  
Today’s date___/___/____     Have you ever had any of the following: 

_____Have you ever been told you should take an  ____Rheumatic fever 

          antibiotic before any dental treatment   ____Mitral valve prolapsed 

_____Have you come to this office for the relief of  ____Any type of heart condition   

          pain? Where is the pain?________________  ____Shortness of breath without exercise or 

_____Have you had any orthodontic treatment           when lying down 

_____Have you had an unusual reaction to ‘Novocain’ ____High blood pressure? How high___/___ 

 type of anesthetic shots? What happened?  ____Diabetes    

          ___________________________________  ____Stomach troubles (ulcers,etc.) 

          Describe your general health:    ____Hepatitis or liver disease 

         ___Poor     ___Fair     ___Good    ____Surgery or x-ray treatment for a tumor 

          Estimated date of last M.D. exam________  ____Any problems with prolonged bleeding 

_____Hospitalized in the last 5 years? For what?  ____Asthma, seizures, including epilepsy 

          __________________________   ____Psoriasis, arthritis or rheumatism 

_____Any current medical problems    ____Eating disorder? Psychotherapy 

_____Any medical treatment planned   ____Allergic to latex 

_____Taking Pradaxa, Coumadin, or Plavix   ____Allergic to medication? ___________ 

_____ Medication for osteoporosis (biosphosphonates)  ____A sexually transmitted disease (STD) 

_____Taking or using any type of medicine?   ____An artificial joint or heart valve 

    Rx_____________ For___________________   

    Rx_____________ For___________________  Signature:_________________________ 

    Rx_____________ For___________________  Birthdate:_________________________ 

    Rx_____________ For___________________  Physician’s name and location: 

   For female patients:      __________________________________ 

____Are you pregnant ____Take birth control pills  __________________________________        

       


