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Patient Personal Information

Patient Medical Information

ALLERGIES

Allergic to Antibiotics?

AmoxicillinY N

AzithromycinY N

BactrimY N

ClindamycinY N

ErythromycinY N

PenicillinY N

TetracyclineY N

Other: See Medical 
Questions

Y N

Allergic to Other Medications?

AspirinY N

Barbiturates/Sleeping 
Pills

Y N

Codeine/Other NarcoticsY N

EpinephrineY N

Rheumatic Heart 
Disease

Y N

Stroke TIAY N

Breathing (Respiratory) Health

AsthmaY N

BronchitisY N

COPDY N

Difficulty BreathingY N

EmphysemaY N

Sinus TroubleY N

SnoringY N

TuberculosisY N

Cancer

Cancer/Tumor or GrowthY N

ChemotherapyY N

LeukemiaY N

Urinate FrequentlyY N

Eye, Ear, Nose, Throat

BlindnessY N

Color BlindnessY N

Contact LensesY N

Deaf/ Hearing 
Impairment

Y N

Ear InfectionsY N

Fever BlistersY N

Frequent Dry 
Mouth/Sjogren's

Y N

Gag ReflexY N

GlaucomaY N

Mouth UlcersY N

Throat InfectionsY N

Skin

HivesY N

Hay FeverY N

Infections - RecurrentY N

Joint 
Replacement/Surgery

Y N

MalnutritionY N

Metal Pins/PlatesY N

Night SweatsY N

NursingY N

Organ TransplantY N

Persistent Swollen 
Glands

Y N

Physical DisabilityY N

PregnantY N

Sleep DisordersY N

Spina BifidaY N

Thyroid ProblemsY N

TMJ ProblemsY N
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IbuprofenY N

Local AnestheticsY N

MorphineY N

NSAID (Advil/Motrin)Y N

Sulfa DrugsY N

ValiumY N

Other: See Medical 
Questions

Y N

Other Types of Allergies?

Environmental AllergiesY N

Food AllergyY N

GlutenY N

Household BleachY N

IodineY N

Latex RubberY N

Metals or PlasticsY N

NutsY N

Seasonal AllergiesY N

Other: See Medical 
Questions

Y N

MEDICAL CONDITIONS

Heart (Cardiac) Health

AnginaY N

ArteriosclerosisY N

Atrialfibrilation (Afib)Y N

Cardiovascular DiseaseY N

Chest Pain Upon 
Exertion

Y N

Cholesterol - HighY N

Congenital Heart DefectY N

Congestive Heart FailureY N

Damaged/Artificial Heart 
Valve

Y N

Heart AttackY N

Heart MurmurY N

Mitral Valve ProlapseY N

PacemakerY N

Previous EndocarditisY N

Radiation TreatmentY N

Blood (Circulatory) Health

Abnormal BleedingY N

AnemiaY N

Blood Clotting ProblemsY N

Blood Pressure - HighY N

Blood Pressure - LowY N

Blood ThinnersY N

Blood TransfusionY N

HemophiliaY N

JaundiceY N

Kidney ProblemsY N

Brain (Neurological) Health

ADHD/ADDY N

Alcoholism/Drug 
Addiction

Y N

Alzheimer's DiseaseY N

AnorexiaY N

Autism Spectrum 
Disorder (ASD)

Y N

BulimiaY N

ClaustrophobiaY N

Epilepsy/ SeizuresY N

Frequent HeadachesY N

Head InjuryY N

Mental Health ConditionsY N

MigrainesY N

Neurological DisordersY N

Psychiatric/Emotional 
Issues

Y N

Digestive Health

Acid Reflux/ GERDY N

Bladder TroubleY N

Gall Bladder TroubleY N

Gastrointestinal DiseaseY N

Persistent DiarrheaY N

Stomach Ulcers/ColitisY N

Skin RashY N

INFECTIONS & DISEASES

Autoimmune Disease

AIDS/HIV InfectionY N

Autoimmune DiseaseY N

LupusY N

Rheumatic FeverY N

Rheumatoid ArthritisY N

Bacterial

Chlamydia, Gonorrhea, 
Syphilis

Y N

Scarlet FeverY N

Viral Infections

Chicken PoxY N

Hepatitis AY N

Hepatitis BY N

Hepatitis CY N

HerpesY N

Prior HepatitisY N

ShinglesY N

Chronic Disease

ArthritisY N

Diabetes Type 1Y N

Diabetes Type 2Y N

Liver DiseaseY N

OsteoporosisY N

OTHER CONDITIONS

Ankles SwellY N

Bells PalsyY N

Blood Sugar - LowY N

Chronic PainY N

Difficulty HealingY N

Down SyndromeY N

Fainting SpellsY N

FibromyalgiaY N

Unusual Weight LossY N

Other: See Medical 
Questions

Y N

TAKEN/TAKING OR TREATED 
WITH

Bisphosphonates

ActonelY N

ArediaY N

FosamaxY N

ZometaY N

Other BisphosphonatesY N

OTHER MEDICATIONS

Aspirin DailyY N

Birth ControlY N

COVID-19 Vaccine 
Received

Y N

Diet PillsY N

Herbal SupplementsY N

Hormone ReplacementsY N

Other Blood ThinnersY N

PremedicateY N

HABITS

Tobacco HabitY N

CHILDREN'S HABITS

Clenching/Grinding TeethY N

Lip Sucking/BitingY N

Mouth BreatherY N

Nail BitingY N

Nursing Bottle HabitsY N

Speech ProblemsY N

Thumb/Finger SuckingY N

Tongue ThrustY N

Additional Comments

Dental Questionnaire

What is the purpose of today's visit?

Dental History

Name of Previous Dentist?

When was the patient's last cleaning?

When were the patient's last dental x-rays taken?

Does the patient brush their teeth daily?



Does the patient floss their teeth daily?

Does the patient have any loose teeth, broken fillings, or jaw pain? Explain.

Has the patient ever had trauma or injury to the mouth, teeth, or chin? Explain.

Has the patient had an unpleasant dental experience or a problem with past dental 
work? Explain.  

Is the patient happy with the appearance of their teeth (i.e. color, position or smile)? 
Explain.

Orthodontic Questions

Has the patient ever been evaluated for or had orthodontic treatment before?

List any brass or woodwind instruments played:

Have adenoids or tonsils been removed?

Medical Questionnaire

Describe the patient's current physical health.

Is the patient currently under the care of a physician?

Physician's Name:

Office Telephone & Office Address:

Has there been a recent change to the patient's health? Explain.

Has the patient been hospitalized or had a serious illness within the past 5 years? 
Explain.

Is the patient currently taking any prescription, over the counter, or recreational drugs? 

List Medications:

Pharmacy Name and Address:

Pharmacy Phone Number:

Pharmacy Address

Is there anything the patient would like to discuss with the doctor in private?

Any disease, condition, or problem not listed? Please list. 

For Children Only:

Are immunizations current?

Has puberty begun?

Has menstruation begun?

Patient/Guardian Signature Date

By signing below, I certify that all of the above information is true to the best of my knowledge.

Dentist Signature Date


