                       



DOCTOR’S USE ONLY:  I have reviewed and discussed the medical history listed above with the patient.  ______________________________ ____Date:___________ _______________





I understand the above information is necessary to provide me with dental care in a safe and efficient manner. I have answered all the questions truthfully and to the best of my knowledge.  Signature: __________________________________________________________ Date: _________________________








Are you having pain or discomfort at this time? …………………………………………………………………………………………… YES	NO


Have you been a patient in the hospital during the past two years?……………………………………………………………………..	 YES	NO


Have you been under the care of a medical doctor during the past two years?………………………………………………………...YES	NO


Physician’s Name:____________________________________________ Phone No. ___________________________


Address: ________________________________________________________________________________________


 Have you taken any medication or drugs during the past two years?………………………………………………………………….. YES	NO


Are you now taking any medication, drugs or pills?………………………………………………………………………………………. YES	NO


If yes, please list: __________________________________________________________________________________


Are you aware of being allergic to or have you ever reacted adversely to any medication or substance?…………………………. YES	NO


If yes, please list: _________________________________________________________________________________ 


When you walk up stairs or walk, do you ever have to stop due to pain in your chest, shortness of breath, or being very tired?   YES   	NO


Do your ankles swell during the day?………………………………………………………………………………………………………  YES	NO


Do you use more than two pillows to sleep?………………………………………………………………………………………………  YES	NO


Have you lost or gained more than 10 pounds in the past year?……………………………………………………………………….  YES	NO


Do you ever wake up from sleep and feel short of breath?……………………………………………………………………………… YES	NO


Are you on a special diet? ……………………………………………………………………………………………………………………YES	NO


Has your medical doctor ever said you have a cancer or tumor? ……………………………………………………………………….YES	NO


  











14. Indicate which of the following you have had or have at present. Circle YES or NO to each item.





Allergies……………………….	YES	NO		Fainting……………. YES	NO		Multiple Sclerosis…………….	YES	NO


Amoxicillin Allergy……………	YES	NO		Glaucoma…………. YES	NO		Muscular Distrophy…………..	YES	NO


Angina Pectoris……………….YES	NO		Hay Fever………… YES	NO		Nervous Disorders……………YES	NO


Anxiety/OCD/ADD/ADHD……YES	NO		Head Injuries………YES	NO		Organ Transplant……………..YES	NO


Artificial Joints…………………YES	NO		Heart Attack………. YES	NO		Pacemaker…………………….YES	NO


Asthma…………………………YES	NO		Heart Disease…….. YES	NO		Penicillin Allergy	…………..YES	NO


Blind…………………………… YES	NO		Heart Murmur………YES	NO		Psychiatric Treatment……….. YES	NO


Blood Disease…………………YES	NO		Heart Surgery………YES	NO		Radiation Treatment…………. YES	NO


Blood Thinner…………………YES	NO		Hepatitis A………….YES	NO		Respiratory Problems…………YES	NO


Cancer…………………………YES	NO		Hepatitis B………….YES	NO		Rheumatic Fever………………YES	NO


Codeine Allergy……………….YES	NO		Hepatitis C………….YES	NO		Rheumatoid Arthritis…………..YES	NO


Congenital Heart Disease……YES	NO		High Blood Press….YES	NO		Sinus Problems ……………….YES	NO


Cortisone Medication…………YES	NO		HIV Positive………..YES	NO		Stomach Problems 	……………YES	NO


Deaf…………………………….YES	NO		Jaundice	…………..YES	NO		Stroke…………………………   YES	NO


Diabetes	………………………YES	NO		Kidney Trouble…….YES	NO		Thyroid Problems ……………..YES	NO


Dizziness	………………………YES	NO		Liver Disease………YES 	NO		Tuberculosis……………………YES	NO


Epilepsy	………………………YES	NO		Medication Allergy…YES	NO		Tumors………………………….YES	NO


Excessive Bleeding…………..YES	NO		Mitral Valve…………YES	NO





Do you have any disease, condition, or problem not listed?  YES	NO  If so, please list: ____________________________________________________

















FOR WOMEN ONLY:  Are you pregnant?  YES	NO    Yes, what month? _____      Are you nursing?  YES	NO    Are you on birth control pills? YES    NO





I hereby authorize and consent to any treatment or procedure or the administration of necessary anesthetics which my dentist deems advisable in the diagnosis and/or treatment of this patient. By signing this medical authorization and consent, I understand that as matter of law it shall be conclusively presumed:


A. That the action of my dentist in obtaining this consent from me was in accordance with an accepted standard of medical-dental practice among members of the medical-dental profession with similar training and experience in this or similar medical communities; and from information provided me by my dentist, I, under these circumstances, have at least a general understanding of the procedures, the medically accepted alternate procedures or treatments and the substantial risks and hazards inherent in the proposed treatment or procedures which are recognized among dentists in this or a similar community who perform similar treatments or procedures; OR B. That I, considering all the surrounding circumstances, would have undergone such treatments or procedure had I been advised by my dentist as described in paragraph A above. 


B. I authorize the doctor to take x-rays, study models, photographs, or any other diagnostic aids deemed appropriate by doctor to make a thorough diagnosis of the patient’s dental needs.


C. I understand that all responsibility for payment for dental services provided in this office for myself or my dependents is mine, due and payable at the time services are rendered unless other arrangements have been made in advance. In the even payments are not received by the agreed upon dates, I understand that a financing charge may be added to my account or that my account may be sent to a collection agency.





Patient or authorized person on behalf of Patient :____________________________________________________________ Date: ______________________











