
 

Medical and Dental Information 
  Yes  No 

Do you have any general health problems?       

If yes, please specify. 

Are you currently under a physician’s care?       

Reason: 

Are you currently taking any prescription drugs?       

If yes, please list: 

Are you currently taking any over-the-counter medications?       

If yes, please list: 

Have you ever had an unusual reaction to dental therapy?       

What is your chief complaint and/or reason for coming today? 

To the best of your knowledge, do you have or have you had any of the following: 

 Y N   Y N 

Medication allergies?    Osterporosis or bone disorder?   
If yes, please list:   Gastrointestinal disorder?   

  Joint replacement surgery?   

Artificial heart valve?    Hepatitis?   
Chemotherapy/Radiation?    High blood pressure?   
Coumadin?    Kidney disease?   
Diabetes?    Liver disease?   
Ear problems?    Mitral valve prolapse?   
Epilepsy?    Prolonged bleeding?   
Fainting spells?    Psychiatric treatment?   
Healing complications?    Respiratory disease?   
Heart ailment?    Rheumatic fever?   
Heart murmur?    Sinus problems?   
Heart surgery?    Stroke?   
 

 Yes No 
Do you use tobacco products?     
Have you ever been tested positive for HIV (AIDS)?     
Have you ever been tested positive for TB?     
Name of physician:   

Approximate date of last physical examination:  

Are you pregnant?  Due Date:  

    

 
Consent 
1. The undersigned hereby authorizes doctor to take x-rays, study models, photographs, or any other diagnostic aids deemed 

appropriate by doctor to make a thorough diagnosis of the patient’s dental needs. 
2. I also authorize doctor to perform all recommended treatment mutually agreed upon by me and to issue the appropriate 

medication and therapy indicated for such treatment. 
3. I understand that using anesthetic agents embodies a certain risk.  Furthermore, I authorize and consent that doctor 

choose and employ such assistance as deemed fit to provide recommended treatment. 
4. Lastly, I understand that all responsibility for dental services provided in this office for myself or my dependent is mine, due 

and payable at the time services are rendered unless other arrangements have been made.  In the event payments are not 
received by the agree dates, I understand that a 1 ½% (18% APR) finance charge may be added to my account. 

 
Patient Signature: ___________________________________________________________________________  Date:  _______________ 
 
Parent or Responsible Party Signature: ________________________________________________________________ 
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