MEDICAL AND DENTAL HISTORY FORM

Full name: Date of birth:

Home address:

Reason for today’s visit:

Please answer each question by circling or marking Yes or No. If you answer Yes, provide details in the
space provided when needed.

Do you have pain or discomfort right now? Yes/No

If yes, please describe the pain or discomfort and where it is located:

Have you been treated by a medical doctor within the past 2 years? Yes/No

Doctor’s name:

Doctor’s address:

Doctor’s phone number:

Have you taken any medications or drugs within the past 2 years? Yes/No
Are you currently taking any medications, drugs, or pills? Yes/No

If yes, please list them:

Have you ever had an allergic reaction or a bad reaction to any medication or substance? Yes/No

If yes, please list the medication or substance:

When you walk upstairs or take a walk, do you need to stop because of chest pain, shortness of
breath, or unusual tiredness? Yes/No

Do your ankles swell during the day? Yes/No

Do you need more than 2 pillows to sleep comfortably? Yes/No
Have you gained or lost more than 10 pounds in the past year? Yes/No
Do you ever wake up from sleep feeling short of breath? Yes/No
Are you following a special diet? Yes/No

Has a doctor ever told you that you have cancer or a tumor? Yes/No



If yes, please tell us where:

Do you use tobacco products, including smoking or chewing tobacco? Yes/No

If yes, how often and how much?

For each condition below, mark Yes if you have it now or have had it in the past. Mark No if you have

never had it.

Medical conditions checklist

Heart and circulation

Heart disease or heart attack Yes/No____
Heart failure Yes/No___
Angina Yes/No___
Congenital heart disease Yes/No _____
Heart murmur Yes/No____
High blood pressure Yes/No___
Arteriosclerosis (hardening of the arteries) Yes/No___
Artificial heart valve Yes/No___
Mitral valve prolapse Yes/No _____
Heart pacemaker Yes/No___
Heart surgery Yes/No___
Stroke Yes/No___
Breathing and lungs

Emphysema Yes/No___
Chronic cough Yes/No___
Tuberculosis Yes/No____
Asthma Yes/No___
Liver, hepatitis, and infections

Liver disease Yes/No____
Hepatitis A Yes/No___
Hepatitis B Yes/No___
Hepatitis C Yes/No___




HIV positive Yes/No _____
AIDS Yes/No___
Cold sores, fever blisters, or herpes Yes/No
Sexually transmitted disease Yes/No___
Yellow jaundice Yes/No___
Blood and immune system

Diabetes Yes/No___
Anemia Yes/No____
Sickle cell disease Yes/No____
Bruise easily Yes/No _____
Allergies or hives Yes/No___
Blood transfusion Yes/No___
Brain and nervous system

Epilepsy or seizures Yes/No___
Fainting or dizzy spells Yes/No _____
Nervousness Yes/No___
Psychiatric treatment Yes/No___
Bones, joints, and pain

Arthritis Yes/No_____
Rheumatic fever Yes/No___
Rheumatism Yes/No___
Pain in jaw joints Yes/No _____
Artificial joints (hip, knee, etc.) Yes/No___
Hormones, eyes, kidneys, and treatment history

Kidney trouble Yes/No _____
Glaucoma Yes/No____
Cortisone medication Yes/No____
Cosmetic surgery Yes/No___
Chemotherapy Yes/No___
Radiation therapy Yes/No _____




Thyroid problems Yes/No

Additional conditions

Ulcers Yes/No____
Sinus trouble Yes/No____
Hay fever Yes/No___
Drug addiction Yes/No ____

Do you drink alcohol, such as beer, wine, or liquor? Yes/No
Do you have any other disease or condition not listed on this form? Yes/No

If yes, please list it here:

Pregnancy and nursing questions:
Are you pregnant? Yes/No

If yes, what month?

Are you currently nursing or breastfeeding? Yes/No
Are you taking birth control pills or other hormonal contraceptive medication? Yes/No

| understand that this information is needed so | can receive safe and effective dental care. |
confirm that my answers are true and complete to the best of my knowledge.

Patient or legal guardian signature:

Date:

Dentist or provider signature: Date:
Review Changes in Health Patient’s signature Provider’s signature
Date Status

Note: The above form is intended to be a sample. DentaQuest is not mandating the use of this
form. Please refer to State statutes for specific State requirements and guidelines





