
Patient Name         Date of Birth      
Medical Information 

Please check any of the following that may apply: 
 Allergies 
 Anemia 
 AIDS/HIV 
 Arthritis 
 Asthma 
 Bleeding Disorders 
 Blood Diseases 
 Cancer 
 Cold Sores 
 Diabetes 
 Epilepsy 

 Excessive Bleeding 
 Fainting Spells 
 Glaucoma 
 Hay Fever 
 Head Injuries 
 Heart Disorders 
 Heart Murmur 
 Hepatitis 
 High Blood Pressure 
 Hip/Joint Replacement 

 Kidney Disease 
 Latex Allergy 
 Liver Disease 
 Mental Disorders 
 Nervous Disorders 
 Pacemaker 
 Penicillin Allergy 
 Psychiatric Disorder 
 Radiation Treatment 
 Respiratory Disease 
 Rheumatism 

 Rheumatic Fever 
 Seizures 
 Sinus Trouble 
 Stomach Ulcers 
 Stroke 
 Tuberculosis 
 Tumors/ Growths 
 Venereal Disease 
______ Other 

If you checked “other” above, please explain:           
Do you use any form of tobacco?     What Form?       
Are you in good health?      If no, please explain      
Date of last medical exam?     Physician’s Name       
Are you currently under a physician’s Care?    Physician’s Phone#      
Have you ever been hospitalized?     If so, why?        
                
Do you have any other disease, problem or condition that you think I should know about?    
                
Are you sensitive or allergic to any drugs or medications? Please List:      
                
Are you currently taking any drugs or medications? Please List:       
                

For Women Only 
Are you pregnant?       If so, when is your due date?     
Physician’s Name       Physician’s Phone#      
Physician’s Address               

Consent 
If signing for myself and/or a minor child, I hereby consent to the treatment indicated on the examination 
form, including the use of any anesthetics, sedatives, or x-rays, as may be deemed necessary by the doctor. I, 
do hereby authorize the performance of dental services upon this patient and whatsoever procedures the 
judgment of the doctor may dictate in order to carry out treatment procedures as outlined in the treatment 
plan. I also authorize and request the administration of such anesthetics and/or sedatives as may be deemed 
advisable by the doctor. I understand if I am not present at time of service on my child, that I am authorizing 
the doctor to perform dental services deemed necessary at time of service. 
 
I understand that my dental insurance carrier or payer of my dental benefits may allow less than the actual bill 
for services. I understand I am financially responsible for payment in full of all accounts. By signing this 
statement, I agree to be responsible for all payments of services not paid in or in part, by my dental payer. I 
also authorize dental insurance benefits to this office. I attest to the accuracy of the information on this page. 
 
Signature          Date      

 
 
 
 
 



Patient Name         Date of Birth      
 

Dental History 
What is the main reason for your visit today?          
How long has it been since your last dental exam?          
Do your gums bleed when you brush?           
Have you ever been treated for periodontal disease? If yes, please explain     
                
Have you ever had any complications from routine dental treatment?      

If so, please explain             
Are you aware of any clenching or grinding of your teeth, either while sleeping or during the 
day?                 
Do you have any sores, blisters, or swelling on your gums, lips or cheeks?      
Have you ever had orthodontic treatment?           
Do you have any crowding of your teeth?          
Are you happy with your smile?               

What would you change and why?          
               
                
Is there any additional medical or dental information we may need to know about you before 
beginning treatment?             
                
 
Adults: 
Are you aware or have you been told that you snore?         
 Does it affect your relationship?           
 Does it affect your sleeping?            
 Is it difficult for you to stay awake and/or focused during the day?     
 
Children: (Ages 4-11) Do you have any of the following? 

 Snoring? How many times a week?  
 Loud Breathing 
 Interrupted snoring (breathing stops) 
 Frequent headaches in the morning 
 Mouth breathing day or night 
 Excessive sweating while asleep 
 Difficulty falling or staying asleep  

 Hyperactive 
 Allergic symptoms 
 Talking in your sleep 
 ADHD 
 Poor ability in school 
 Teeth Grinding 
 Crooked Teeth 

 Speech problems 
 Bed wetting 
 Tired during the day 
 Frequent throat infections 
 Poor ability at school 
 Falls asleep while watching TV 
 Night terrors or restless sleep 

-------------------------------------------------------------------------------------------------------------------------------------------- 
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