
 
 
 

 

 
 
 
 
 

 
NEW PATIENT MEDICAL HISTORY FORM 

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body.  Health problems 
that you may have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive.  

Our goal is to help you reach and maintain optimal oral health. Please fill out this form completely so we can best care for you. 

 

His/Her Name:_____________________________________ 
Employer: ________________________________________ 
Birthdate:____/____/____ Cell Phone: __________________ 
 
If insurance coverage is through spouse, please provide their 
SS #: ________________ 
 

  (        ) 
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I verbally reviewed the 
medical/dental information with the 
patient named herein.  
Dentist Initials:  Date: 
 
_____________________________ 
Comments: 
_____________________________ 
 
_____________________________ 
 

 

Our office is HIPAA compliant and is 
committed to meeting or exceeding the 

standards of infection control mandated by 
OSHA, the CDC and the ADA. 

 Check this box if you have NOT had any of the above:  
  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Are you currently under the care of a physician? YES       NO 
If yes, Doctor Name & Explain: 
____________________________________________________ 
  

Have you ever been hospitalized or had a  
major operation?     YES       NO 
 

Have you ever had a serious head or neck injury? YES       NO 
 

Are you taking any medications, pills or drugs? YES       NO 
If yes:_______________________________________________ 
 

Do you take or have you ever taken Phen-Fen  
or Redux?     YES       NO 
 

Have you ever taken Fosamax, Boniva, Actonel,  
or any other medications containing 
bisphosphonates?    YES       NO 
 

Are you on a special diet?    YES       NO 
   

Do you use smoke or use tobacco products?  YES       NO         
 

Do you use any controlled substances?  YES       NO 
 

      
 

Please answer the following questions to the best of your ability. 

Have you had any metal rods, pins or implants? 
 

Have you ever been told that you snore or hold your 
breath while sleeping or wake up gasping for breath? 

Are you allergic to any of the following? 
Aspirin          YES       NO Latex   YES       NO 
Penicillin      YES       NO Sulfa Drugs  YES       NO 
Codeine       YES       NO Dental/Local Anesthetics YES       NO 
Acrylic       YES       NO Erythromycin  YES       NO 
Metal       YES       NO Other   YES       NO 
Please list any other drug/materials that you are allergic to: 
 

___________________________________________________ 
  

 
 
  
   

         
 

 
 

      
 

Please circle ALL of the below if you have had or have the following: 


