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Total.Care Dental Center 
Medical History Form 

Patient Name, _ Date, _ 

Please answer the following by circling the best response. Your answers are confidential. 

Have you had or do you currently have any of the following: 

Heart disease, attack, surgery..•••.....Yes No 
Artificial heart valve.....••••••.•....••••.... Yes No 
Congenital (at birth) heart disease...Yes No 
Infective bacterial endocarditis•.•....•.Yes No 
IIeart transplant..••••......•.••.....•..•........Yes No
 
Heart pacemaker or defibrillator.....Yes No 
Chest pain.•••......•.••.•....•.•..•••...•....•••....yes No 
High blood pressure....•••••............•.....Yes No
 
Swollen ankles•••.••••••....•.•.••••.....•.•••..••Yes No 
Stroke...............•..................................Yes No
 

Joint replacement (hip, knee, etc.)....Yes No 
If yes, month year _ 

Osteo or rheumatoid arthritis.•.•.•.....Yes No 
Diabetes•••.Type I or Type 1I..•..••••..•.Yes No 
Thyroid disorder.••••....•..••••••••.•.•.••••.•.Yes No 
Kidney disease.......•••....•...•••....•..•••.....Yes No 
Emphysema, COPD, lung disease.....Yes No 
Tuberculosis••.•.....••••.......••....•....•••.....•Yes No 
Asthma••••••.•••••......•••••.••.•.•.•••.....•••••.....Yes No 
Allergies or hives-....•....•...........•.......Yes No 
Latex sensitivity Yes No 
Cancer..........•........••.................•...........Yes No 

Ifyes, What type._-,- _ 
Radiation therapy Yes No 
Chemotherapy......••.........••.......•.•........yes No 

Hepatitis B, C or liver disease Yes No 
Sexually transmitted disease Yes No 
Cold sores I fever blisters Yes No 
HIV Positive or AIDS Yes No 
Hemophilia or abnormal bleeding Yes No 
Immune system disorder Yes No 
Anemia or sickle cell disease Yes No 
Epilepsy or seizures.•....•..•••••.•.•••.•......••Yes No 
NeJ-v'ous I aoxious••••••••••••••u ••••••••••••••••••Yes No 
Psychiatric I psychologic care Yes No 

Smoke I smokeless tobacco Yes No 
Ifyes, frequency _ 

Use alcohol....••.....••.......••••..•••..•.•.••......yes No 
Ifyes, #per day or #per week

Heroin, cocaine, meth, other drugs....Yes No 
Ifyes, how recent? _ 

Any other disease or condition not listed? 

Are you taking any medication? .......Yes No
 
Please Iist: _
 

Are you allergic to any medications?...Yes No 
Please list:

When did you last see your medical doctor? 

Physician's name, _ 
Phone#. ~ 

WOMEN: 
Pregnant Yes No 
Nuning...............•...........•.......................Yes No 
BC Pills I patch Yes No 

Do you take any of the following? Ifyes, circle. 
Fosamax Boniva Aetonel Didronel 

Aredia IV Zometa IV Bonefos IV 

Patient (or parent/guardian) signature. _ 


