Patient Information
· Full Name: ______________________________
1. Primary Care Information
· Physician’s Name: ____________________________________
· Phone: ___________________
· Last Medical Exam: ____ / ____ / ______
2. Medications
List all medications, supplements, or vitamins you are currently taking:
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Are you taking any blood thinners? 
☐ Yes ☐ No
If yes, which? ___________________________________
3. Allergies
Do you have allergies to any of the following? (Check all that apply)
· ☐ Local anesthetics (e.g., Lidocaine)
· ☐ Penicillin / Antibiotics
· ☐ Latex
· ☐ Metals
· ☐ Aspirin / NSAIDs
· ☐ Codeine / Narcotics
· ☐ Sulfa drugs
· ☐ Food allergies (specify): ______________________________
· ☐ Other: ______________________________
4. Past Medical Conditions
Have you ever had or do you currently have any of the following?
(Check all that apply)
Cardiovascular
· ☐ High blood pressure
· ☐ Heart attack
· ☐ Heart murmur
· ☐ Mitral valve prolapse
· ☐ Pacemaker / Defibrillator
· ☐ Stroke
· ☐ Artificial heart valve
· ☐ Congestive heart failure
· ☐ Chest pain / Angina
· ☐ Rheumatic fever
Respiratory
· ☐ Asthma
· ☐ COPD / Emphysema
· ☐ Sleep apnea
· ☐ Tuberculosis
· ☐ Chronic cough
Endocrine
· ☐ Diabetes ☐ Type 1 ☐ Type 2
· ☐ Thyroid disorder
· ☐ Hormone imbalance
Gastrointestinal / Liver
· ☐ GERD / Acid reflux
· ☐ Hepatitis A / B / C
· ☐ Liver disease
· ☐ Stomach ulcers


Blood / Immune
· ☐ Anemia
· ☐ Sickle cell disease
· ☐ Blood transfusion (date: ___________)
· ☐ Excessive bleeding / clotting disorder
· ☐ HIV / AIDS
· ☐ Autoimmune disease
Neurological
· ☐ Epilepsy / Seizures
· ☐ Dementia/Alzheimer’s 
· ☐ Migraines
· ☐ Neuralgia
· ☐ Paralysis / Stroke history
Musculoskeletal
· ☐ Arthritis
· ☐ Joint replacement (which joint? __________; When? __________)
· ☐ Osteoporosis: Have you taken a bisphosphonate medication? (eg. Fosamax) ☐ Yes ☐ No (medication: _____________)
Mental Health
· ☐ Anxiety
· ☐ Depression
· ☐ Other psychiatric condition: ___________________________
Cancer
· ☐ History of cancer (type: ______________________)
· ☐ Radiation therapy (area and date: ________________________________)
· ☐ Chemotherapy (dates: ____________)

Other Conditions
· ☐ Pregnancy (Due date: ____________)
· ☐ Substance use disorder
☐ Any condition not listed: ________________________________________________________________________
5. Surgical History
Have you had any recent surgeries?        ☐ Yes ☐ No
If yes, please list with approximate dates:


6. Dental History
· Reason for today's visit: ____________________________________
· Do you require antibiotic pre-medication prior to dental treatment? ☐ Yes ☐ No
· Are you having dental pain? ☐ Yes ☐ No
· Do you experience anxiety during dental visits? ☐ Yes ☐ No
· Have you had complications with local anesthesia? ☐ Yes ☐ No
· Do you use tobacco? ☐ Yes ☐ No
· How often do you brush? 
☐ Daily ☐ Occasionally ☐ Rarely
· How often do you floss? 
☐ Daily ☐ Occasionally ☐ Rarely

7. Consent
I certify that the information provided above is accurate to the best of my knowledge. I understand that providing incorrect or incomplete information may be dangerous to my health and affect my dental care.
Patient Signature: ___________________________________
Date: ____ / ____ / ______
