
 

NAME_____________________________________________ SPOUSE’S NAME____________________________________________


ADDRESS_________________________________________ CITY__________________________________ ZIP__________________


SOC. SEC.#________________________ AGE________ BIRTH DATE__________________ HOME PHONE___________________ 


BUSINESS PHONE___________________ CELL PHONE_________________


PATIENT’S EMPLOYER__________________________________________________ OCCUPATION__________________________


SPOUSE’S DOB___________________ DENTAL INSURANCE CO.____________________________________________________


SPOUSE’S EMPLOYER __________________________________________ SPOUSE’S SOCIAL____________________________


REFERRED BY_____________________________________ PHYSICIAN’S NAME:_______________________________________


PHYSICIAN’S ADDRESS________________________________________PHYSICIAN’S PHONE____________________________


WEIGHT_____________ HEIGHT_____________ DATE OF LAST PHYSICAL EXAM_____________________


EMAIL____________________________________


MEDICAL HISTORY 
Mark an “x” in the box next to any of the following	 	 	 Mark an “x in the box next to any medicines that you

    illnesses you now have or have ever had:	 	 	 	       are now taking or that you have a reaction to:


	         TAKING  REACTION                            TAKING  REACTION


Answer to all questions are for office use only and are restricted confidential.

☐ Arthritis or Rheumatism 

☐ Heart/Circulation Problems

☐ Diabetes

☐ Hives or Rashes

☐Emphysema

☐ Liver Disease

☐ Nervous Exhaustion

☐ Rheumatic Fever

☐ Allergies

☐ Bladder Infections

☐ Kidney Disease or Infections

☐ Tuberculosis

☐ Cancer


☐ Hepatitis

☐ Anemia or Blood Diseases

☐ Stomach Problems-Ulcers

☐ High Blood Pressure/Stroke

☐ Thyroid Disease

☐ Asthma or Hay Fever

☐ Sinus Trouble

☐ Epilepsy

☐ Alcoholism

☐ Venereal Disease

☐ Aids

☐ Latex Allergy

Insulin               ☐   ☐

Penicillin	              ☐.    ☐

Other Antibiotics  ☐.    ☐

Aspirin.                 ☐.    ☐

Codeine                ☐.    ☐

Demerol.               ☐.    ☐

Codeine                ☐.    ☐

Stimulants             ☐.    ☐

Cortisone              ☐.    ☐

 Dilantin                 ☐.    ☐


Water Pill (Diuretic)       ☐   ☐

Heart Medication            ☐.    ☐

Antacids                          ☐.    ☐

Cold Tablets                    ☐.    ☐

Blood Pressure Med.      ☐.    ☐

Anesthetics                     ☐.    ☐

Tranquilizers                    ☐.    ☐

Anticoagulants.               ☐.    ☐

(Blood Thinners)

Antihistamines                 ☐.    ☐


Please give the name of your medication and dosage

_______________________________________________

_______________________________________________

_______________________________________________

_______________________________________________


CONTINUED ON NEXT PAGE



 

ORAL HISTORY



 

Answer to all questions are for office use only and are restricted confidential. 



 



 


