CONFIDENTIAL HEALTH HISTORY
PLEASE PRINT NEATLY

	Name:

	Date:

	Physician’s Name:
	Physician’s Phone:

	YES
	NO
	
	

	□
	□
	Are you currently being treated by a physician?   If YES, for what?

	

	□
	□
	Are you allergic to or had any reaction to any medicines, latex gloves, filling materials or anesthetics?  If YES, please list.

	

	□
	□
	Are you taking any medications?   If YES, please list.

	

	□
	□
	Are you pregnant or think you may be pregnant?        Due date:

	

	CIRCLE ANY OF THE FOLLOWING CONDITIONS WHICH YOU HAVE HAD

	AIDS/ HIV Infection

Arthritis

Asthma

Cancer

Diabetes 
Epilepsy


	Glaucoma
Heart Murmur

Heart Problems

Hepatitis

High Blood Pressure 
Joint Replacement

	Kidney Problems

Liver Problems
Migraines

Mitral Valve Prolapse 
Rheumatic Heart Disease

Stroke


	Strong Gag Reflex

Thyroid Problems

Other Diseases (please list):


	PERSON TO BE CONTACTED IN EMERGENCY (other than household relative)

	Name:
	Address:
	City, State, ZIP
	Phone:


	REASON FOR TODAY’S DENTAL VISIT:


	Date of last dental visit:
	Previous Dentist:
	Phone:

	YES
	NO
	
	YES
	NO
	

	□
	□
	Do you clench or grind your teeth?  
	□
	□
	Do your gums bleed while brushing or flossing?

	□
	□
	Have you had orthodontic treatment?
	□
	□
	Have you had any periodontal (gum) treatment?

	□
	□
	Do you have any problems with your jaw joint (TMJ)?
	□
	□
	Are you satisfied with your teeth and your smile?

	COMMENTS:

Signature:
	
	


