Medical History

Patient Name: ____________________________________________      Date of Birth: ______________________
Today’s Date: ____________

Please indicate if you have any of the following medical conditions:



     Anxiety in the dental setting

	Interested in Nitrous Oxide (laughing gas)

     Asthma

     Cancer

	Type: ____________  Date: ________
	Type: ____________  Date: ________
     Chemo or radiation therapy

     Cognitively/developmentally disabled


	Autism spectrum
     Cold sores/fever blisters

     Diabetes

     Down’s syndrome

     Epilepsy


     Joint surgery ie. Hip, Knee, Shoulder including the 

     placement of plates/screws/pins
	Type: ____________  Date: ________
	Type: ____________  Date: ________
	Type: ____________  Date: ________
     Heart problems

	Heart attack

	Heart murmur


	High blood pressure
	Heart stent or valve replacement

     Pacemaker

     Mitral valve prolapse

     Congenital heart conditions

     
     Taking blood thinners
     Hemophilia/bleeding disorders

     HIV+

     Osteoporosis

	Bone density meds

     Stroke		Date: __________

     Tobacco use


Other Medical concerns: 
 _______________________________________________
 _______________________________________________

Medication List:
________________________________________________
________________________________________________
________________________________________________
________________________________________________
________________________________________________
________________________________________________

Allergies:
________________________________________________
________________________________________________



