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1.  Are you currently under a physician’s care?..................................... Y N 
 If so, why? _____________________________________________________ 
2.  When was your last complete physical exam? ________________________  
3.  Are you taking any medications or health related substances? .............. Y N 
 If so, please list: 
  What? ______________________Why? __________________________ 
  What? ______________________Why? __________________________ 
  What? ______________________Why? __________________________  
  What? ______________________Why? __________________________  
4. Are you allergic to any medications or substances? ........................... Y N 
 If so, what? ____________________________________________________ 
5.  Do you have asthma or other respiratory difficulties? ........................ Y N 
6.  Have you ever had rheumatic fever? ............................................. Y N 
7.  Are you aware of any heart murmurs? ........................................... Y N 
8.  Do you have high blood pressure?  ............................................... Y N 
9.  Do you have a pacemaker or an artificial heart valve? ........................ Y N 
10.  Do you have any other heart disease or condition? ............................ Y N 
11.  Do you have any blood disorders such as anemia, leukemia, etc? ........... Y N 
12.  Have you ever bled excessively after being cut or injured? .................. Y N 
13.  Have you ever had a serious illness or major surgery? ........................ Y N 
 If so, explain ___________________________________________________ 
14.  Have you ever had radiation treatment to you head or neck? ............... Y N 
15.  Do you have arthritis or rheumatism? ............................................ Y N 
16.  Do you have any artificial joints, implants or prosthesis? .................... Y N 
17.  Do you have any stomach problems? ............................................ Y N 
18.  Do you have any kidney problems? ............................................... Y N 
19.  Do you have any liver problems? ................................................. Y N 
20.  Are you a diabetic? ................................................................. Y N 
21. Do you have epilepsy or seizure disorder? ...................................... Y N 
22.  Do you have or have had venereal disease? .................................... Y N 
  If so, what and when? ___________________________________________ 
23.  Have you tested HIV positive? .................................................... Y N 
24.  Do you have AIDS? .................................................................. Y N 
25.  Have you had or do you test positive for hepatitis? ........................... Y N 
26.  Do you or have you had TB? ....................................................... Y N 
27.  Do you smoke or use any other form of tobacco? .............................. Y N 
 If so, what and how much?________________________________________ 
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PATIENT SIGNATURE  Date:  
DOCTOR SIGNATURE  Date: 

28. Have you been or are you addicted to alcohol or drugs? ..................... Y N 
 If so, what? ____________________________________________________ 
29. Have you had psychiatric treatment? ............................................ Y N 
30. Is there anything else we should know about your health? ................... Y N 
 If so, explain ___________________________________________________ 
31.  Would you like to talk to the Doctor privately about any problem? ........ Y N 
 
Women: 
32.  Are you pregnant? .................................................................. Y N 
33.  Do you use birth control medication? ........................................... Y N  
 
 
  
  
1.  Do you think you have a healthy mouth? ........................................ Y N 
2. Are you happy with the appearance of your smile? ........................... Y N 
 If not, what would you like to change? _____________________________  
3.  Who was your previous dentist and why did you leave that office?  

 _______________________________________________________________  
4.  Do you have any concerns about having dentistry done? ..................... Y N 
5.  Have you had problems or complications with previous  
 dental treatment? .................................................................. Y N 
 If so, explain. __________________________________________________ 
6.  Are you aware of any problems in your mouth?  ............................... Y N 
 If so, what are these problems? ___________________________________ 
7.  How long since your last dental visit? ______________________________ 
8.  When were your teeth last cleaned? _______________________________ 
9.  Do you clench or grind your teeth? .............................................. Y N 
10.  Does your jaw click or pop? ....................................................... Y N 
11.  Do you have pain in the muscles of your face or around your ears? ......... Y N 
12.  Have you ever had your bite adjusted? ......................................... Y N 
13.  Has a bite guard ever been recommended for you? ........................... Y N 
  If so, do you use a bite guard now? .............................................. Y N 
14. Do you have a problem area where food catches between  
 your teeth? .......................................................................... Y N 
 If so, where does this occur? ______________________________________ 
15.  Have you ever had gum treatment or surgery? ................................. Y N 
  What? _____________________________________________________ 
  When? ____________________________________________________ 
  Where? ____________________________________________________  
16.  Are you a perfectionist? ........................................................... Y N 
17.  Do you have any preferences regarding the type of fillings used? .......... Y N 
 If so, what would you like? _______________________________________ 
18.  Do you have dental insurance? ................................................... Y N 
 If so, do you let the insurance decide what treatment 
      you should receive? ................................................................. Y N 
19.  Do you wish to use Nitrous Oxide during your dental treatment? ........... Y N 
20.  Do you wish to use stereo headphones during your dental treatment? ..... Y N 
21.  How can our office best meet your needs? __________________________ 
 ______________________________________________________________ 
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Please complete the following questions. 


