
Patient Medical History
Today’s Date / / 
Name  Sex Age Height Weight BP 
Referred By Reason for Referral 
Physician Dentist 

CCiirrccllee  aannyy  ooff  tthhee  ffoolllloowwiinngg  wwhhiicchh  yyoouu  hhaavvee  hhaadd  oorr  hhaavvee  aatt  pprreesseenntt::
Heart Trouble Sinus Trouble Other Blood Disorder
Heart Murmur Fainting Spells Epilepsy or Seizures
Heart Disease Ulcers/Colitis Stroke
Rheumatic Fever Other Liver Disease Nervousness
Chest Pain Diabetes Thyroid Problems
HIgh Blood Pressure High Blood Sugar Back Pains
Ankle Swelling Low Blood Sugar Back Injury
Shortness of Breath Excess Thirst Neck Injury
Pneumonia Excess Urination Arthritis
Tuberculosis (TB) Problem Urinating Glaucoma
Other lung disease Kidney Problems Tumor or Cancer
Asthma Anemia AIDS or HIV+
Chronic Cough Hemophilia Blood Transfusion
Emphysema Joint Replacement Alcohol/Drug Use/Abuse

Other Medical Problems 
List all previous hospitalizations 
Allergies to Medications  ( Y | N )  Please List  
List all medications you are currently taking 

Do you pre-medicate with antibiotics prior to dental appointments?   ( Y | N )
If “YES”, list the antibiotic amount taken

PPlleeaassee  aannsswweerr  eeaacchh  ooff  tthhee  ffoolllloowwiinngg  qquueessttiioonnss..
• Do you take Aspirin or Aspirin-Containing Products? How much and how often? 
• Do you smoke? How much? Do you wear contact lenses? 
• Have you ever been treated with Cortisone, Prednisone, or other Steroids? When? 
Is there a family history of:   Cancer Diabetes Problems with Anesthesia 
Heart Disease Vascular Disease Stroke Other 
Previous Orthodontic Treatment? Sleep Apnea? Heavy Snoring? 
Problems breathing through your nose? Have you ever taken medication for weight loss? 
If “YES”, did you take any of the drugs listed below (indicate “YES” or “NO”):

Fen-Phen (fenfluramine + phentermine) Pondimin (fenfluramine) Redux (dexfenfluramine)
If you have ever taken any of the above drugs, have you had a medical examination to ensure that your heart valves were
not affected?  ( Y | N ) 

FFoorr WWoommeenn::   Are you pregnant or trying to conceive? Nursing? Are you taking birth control pills?
Would you like to take a pregnancy test?   ( Y | N ) 
NNOOTTEE::  AAnnttiibbiioottiiccss  mmaayy  nneeuuttrraalliizzee  tthhee  eeffffeecctt  ooff  bbiirrtthh  ccoonnttrrooll  ppiillllss,,  aalllloowwiinngg  ffoorr  ccoonncceeppttiioonn  aanndd  pprreeggnnaannccyy..  IIff  yyoouu  aarree  ppllaacceedd  oonn
AAnnttiibbiioottiiccss  bbyy  DDrr..  GGrroovvee  aanndd  aarree  uussiinngg  bbiirrtthh  ccoonnttrrooll  ppiillllss,,  yyoouu  sshhoouulldd  ccoonnssuulltt  wwiitthh  yyoouurr  ppeerrssoonnaall  pphhyyssiicciiaann  ttoo  iinniittiiaattee  aaddddiittiioonnaall
ffoorrmmss  ooff  bbiirrtthh  ccoonnttrrooll  aanndd  ccoonnttiinnuuee  tthheemm  uunnttiill  aaddvviisseedd  bbyy  hhiimm  tthhaatt  yyoouu  ccaann  rreettuurrnn  ssoolleellyy  ttoo  tthhee  uussee  ooff  bbiirrtthh  ccoonnttrrooll  ppiillllss..
Is there any other condition concerning your health that your doctor should be aware of? 
If “YES”, please explain 

II  hhaavvee  rreeaadd  aanndd  ffuullllyy  uunnddeerrssttaanndd  tthhee  aabboovvee  mmeeddiiccaall  qquueessttiioonnnnaaiirree..  II  aacckknnoowwlleeddggee  tthhaatt  aallll  aannsswweerrss  hhaavvee  bbeeeenn  rreeccoorrddeedd
ttrruutthhffuullllyy..  II  wwiillll  nnoott  hhoolldd  DDrr..  GGrroovvee,,  nnoorr  aannyy  mmeemmbbeerr  ooff  hhiiss  ssttaaffff,,  rreessppoonnssiibbllee  ffoorr  aannyy  eerrrroorrss  oorr  oommiissssiioonnss  tthhaatt  II  hhaavvee  mmaaddee  iinn  tthhee
ccoommpplleettiioonn  ooff  tthhiiss  ffoorrmm..  

Signature Date

Medical Update: I have read my health history dated / / and confirm that it adequately states past and
present conditions, and that I have had the opportunity to discuss it with my doctor.

Exceptions or Changes 

Signature Date Doctor’s Initials


