
‭PATIENT NAME‬‭(as it appears on your ID)_____________________________________________‬

‭NICKNAME/ PREFERRED NAME__________________________________________________‬

‭What is the reason for your visit today?________________________________________________‬

‭Former Dentist__________________________________________________       Why did you leave your last dentist?______________________________‬

‭Date of Last Dental Visit____________________X-rays_____________________ Cleaning ____________________________‬

‭How often do you have dental examinations?______________________________ Cleanings _____________________________‬

‭How often do you brush your teeth?______________________________________ How often do you floss?_______________________________________‬

‭Are you under the care of a Physician?__________ If so, what for?________________________________________________________________________‬

‭Name, address and phone number of that Physician_____________________________________________________________________________________‬

‭Any Hospitalizations in the past 5 years?_______ If so, what for?__________________________________________________________________________‬

‭Do you require antibiotics prior to dental treatment?_______ If so, what do you take?__________________________________________________________‬

‭Do you have a history of Cancer?_______ If yes, how long ago?_________________ Are you in remission?________________________________________‬

‭ARE YOU ALLERGIC TO ANY MEDICATIONS‬‭? If yes please list_____________________________________________________________________‬

‭Are you allergic to‬‭LATEX‬‭? YES_____ NO _____‬

‭ARE YOU TAKING ANY MEDICATIONS?‬‭If yes please list __________________________________________________________________________‬

‭Are you taking any Anticoagulants (blood thinners)?__________ If yes, please list____________________________________________________________‬

‭Have you ever taken Fosamax, Boniva, Actonel or any other medications containing bisphosphonates?_______ If yes, please list_______________________‬

‭Are you on any oral or injectable medication for‬‭Osteoporosis‬‭?______ If yes, please list________________________________________________________‬

‭FOR WOMEN‬‭: Are you pregnant?  If so, what is your due date?_______________________________________‬
‭Are you currently nursing? YES or NO‬



‭Do you know of any reason why routine dental procedures might pose a risk to you, our staff, or other patients?‬‭YES or NO‬

‭If yes, please list______________________________________________________________________________________‬

‭Is there anything important about your medical condition we have not asked?‬‭YES or NO‬

‭If yes, please describe__________________________________________________________________________________‬

‭The most important concerns regarding my dental treatment are:________________________________________________‬

‭What factors are most important for your satisfaction with our office?____________________________________________‬

‭Any additional concerns/comments?_______________________________________________________________________‬

‭YES OR NO‬

‭_____   _____ Any mouth habits? (thumb sucking, nail biting, mouth breathing, nursing/bottle habits, pacifier, etc.)‬

‭_____   _____ Any unusual speech habits? if yes, please explain:__________________________________________‬

‭_____   _____ Does the patient receive assistance with brushing and flossing? If yes, how often?_________________‬

‭To the best of my knowledge‬‭, the questions on this form have been accurately answered. I understand that providing incorrect‬

‭information can be dangerous to my (or patients) health. It is my responsibility to inform the dental office of any changes in my‬

‭medical status.‬

‭SIGNATURE OF PATIENT, PARENT, or Guardian‬‭_________________________________‬‭DATE‬‭_______________________‬


