


Name/Phone number of Family Physician (in case of emergency):�
Do you have any CURRENT HEALTH PROBLEMS?
Do you take an antibiotic prior to dental treatment? If so, why?�
List all medications you are CURRENTLY taking:�
Are you ALLERGIC to any of the following medications? (Please CIRCLE all that apply)�
Asprin
Codeine
Erythromycin
Latex
Asprin
Codeine
Erythromycin
Latex
Local Anesthetic
Nitrous Oxide
Penicillin
Percodan
Sulfa
Tetracycline
Valium
Other:
Have you ever taken Bisphosphonates for Osteoperosis?
Do you smoke?  If yes, how much and for how long?
Do you use chewing tobacco?  If yes, how much and for how long?
Please CIRCLE any of the following problems/conditions that apply to you:

AIDS�
Allergies�
Anemia
Angina (Chest Pain)
Arthritis
Artificial Heart Valve�
Artificial Joint (s)
Asthma
Blood Disease�
Bruise Easily
Cancer
Chemotherapy
Diabetes�
Dizziness

Depression
Drug Addiction
Emphysema
Epilepsy
Excessive Bleeding
Fainting
Glaucoma
Heart Conditions
Hepatitis A
Hepatitis B
Hepatitis C
High Blood Pressure
HIV Positive
Jaundice
Kidney Disease

Liver Disease�
Low Blood Pressure
Mitral Valve Prolapse
Venereal Disease
Pace Maker
Pregnant
Radiation (Head/Neck)�
Respiratory Issues
Seizures
Sinus Problems
Stomach Problems
Stroke
Thyroid Disease
Tuberculosis
Other:

**The above medical history is true to the best of my knowledge and I consent to routine procedures deemed necessary for diagnosis and treatment.

Please CIRCLE any of the following problems/conditions that apply to you:

AIDS�

Allergies�

Anemia

Angina (Chest Pain)

Arthritis

Artificial Heart Valve�

Artificial Joint(s)

Asthma

Blood Disease�

Bruise Easily

Cancer

Chemotherapy

Diabetes�

Dizziness

Depression

Drug Addiction

Emphysema

Epilepsy

Excessive Bleeding

Fainting

Glaucoma

Heart Conditions

Hepatitis A

Hepatitis B

Hepatitis C

High Blood Pressure

HIV Positive

Jaundice

Kidney Disease

Liver Disease�

Low Blood Pressure

Mitral Valve Prolapse

Venereal Disease

Pace Maker

Pregnant

Radiation (Head/Neck)�

Respiratory Issues

Seizures

Sinus Problems

Stomach Problems

Stroke

Thyroid Disease

Tuberculosis

Other:

**The above medical history is true to the best of my knowledge and I consent to routine procedures�
 deemed necessary for diagnosis and treatment.

Patient Signature: Date:

**My initials below indicate that I have reviewed the above medical history and believe it to be true on the date specified.

MEDICAL
HISTORY
UPDATE

Initials

Date

Asprin

Codeine

Erythromycin

Latex

Local Anesthetic

Nitrous Oxide

Penicillin

Percodan

Sulfa

Tetracycline

Valium

Other:


