
PATIENT MEDICAL HISTORY

Date Received: ___________________________ 

HISTORY:


Name:___________________________________________________
Height: ___________Weight: ________ 

Age: ___________________________  
Gender: ___________________________  


Marital Status: ___________________________  
Sports/Activities in which you participate: ________________________________________________________   

Do you have any allergies to medications? _____________Yes
_____________No
List drug & reaction:_____________________________________________________________________________   

Doctor’s Comments:_____________________________________________________________________________

Do you take any medications routinely? (Please list)


	Drug
	Dose
	How Long?
	Reason?

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Do you take aspirin for heart protection? _____________Yes
_____________No

Please list any major illnesses, surgeries, injuries, hospitalizations, or recent dental procedures:

	Date

	Surgery/Illness/Procedure

	
	

	
	

	
	

	
	

	
	

	
	


Are you considering any dental or surgical procedures? _____________Yes
_____________No
Which one(s): __________________________________________________________________________________   

Have you ever had any problem with anesthesia? _____________Yes
_____________No
What was the reaction? __________________________________________________________________________   
Doctor’s Comments:_____________________________________________________________________________

PATIENT MEDICAL HISTORY continued:

SOCIAL HISTORY:
Cigarette smoking? ____Yes _____No If stopped, when? _______________  _____Packs per day for _____years.
Alcohol intake? ____Yes _____No     Quantity? ___________________________   
Any history of IV or recreational drugs? ___________________________   
HIV positive? ___________________________   

Prior blood transfusions? ___________________________   

Doctor’s Comments:_____________________________________________________________________________
FAMILY HISTORY:  

	Family Member
	Living/Dead
	Age
	State of Health or Cause of Death

	Father
	
	
	

	Mother
	
	
	

	Sibling
	
	
	

	Sibling
	
	
	


Doctor’s Comments:_____________________________________________________________________________
SYSTEM REVIEW:  (Underline any of the following problems that you have ever had)

HEAD & NECK:

Migraine, seizures, major concussion, double/blurred/loss of vision, glasses/contacts, thyroid disease, active cold sores/gum disease, loose teeth, temporary crowns, irregular/unusual snoring/sleep apnea

Doctor’s Comments:_____________________________________________________________________________
CHEST & HEART:

Cough, asthma, tuberculosis, heart murmur, chest pain, heart attack, high blood pressure, heart disease

Doctor’s Comments:_____________________________________________________________________________
ABDOMEN:

Diabetes, hepatitis, gallbladder disease, ulcer/stomach problems, GI bleeding, other

Doctor’s Comments:_____________________________________________________________________________
PATIENT MEDICAL HISTORY, continued:
SYSTEM REVIEW:  (Underline any of the following problems that you have ever had)

GENITAL/URINARY:

Kidney disease, frequent/painful urination, genital herpes, other genital/urinary problems

Doctor’s Comments:_____________________________________________________________________________
GYNECOLOGIC:

Known GYN illnesses, birth control pills

Doctor’s Comments:_____________________________________________________________________________
NEURO-MUSCULAR:

Arthritis, gout, back pain, stroke

Doctor’s Comments:_____________________________________________________________________________
OTHER:

Drug or alcohol abuse, psychiatric illness, open sores, skin conditions, cancer, phlebitis/blood clot, abnormal bruising/bleeding

Doctor’s Comments:_____________________________________________________________________________
Are you currently being treated for any medical/dental problem? ____Yes _____No
Do you have any other current health problem we should be aware of? ____Yes _____No
Doctor’s Comments:_____________________________________________________________________________
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