
PATIENT HEALTH HISTORY 
 

Name_______________________________ Age________     Date__________________________ 
Your general dentist ___________________Your physician _______________________ 
 
Have you ever had an adverse reaction to:  

□ Local Anesthetics/Novocain □ Codeine □ Antibiotic ___________________ 
□ Other_________________________ □ Aspirin/Advil □ Latex 

 
Do you take: 

□ Blood thinners (e.g Coumadin, Plavix, aspirin, etc)  Most recent INR if applicable ___________________ 
□ Any other medications, vitamins or supplements, if so, please list: 

Name of medication What condition you take it for 
_____________________________________ ________________________________________  
_____________________________________ ________________________________________ 
_____________________________________ ________________________________________  
_____________________________________ ________________________________________ 

      _____________________________________ ________________________________________ 
   (List any additional meds you take on separate sheet) 
Other Medical conditions  
□ Asthma  if yes, where do you keep your inhaler?___________________________________ 
□ Bleeding problems □ Epilepsy □ Prosthetic heart valve □ Artificial joint 
□ Hepatitis □ Tuberculosis        □ HIV/AIDS □ Thyroid Disease 
□ Cancer □ Chemo/radiation □ Sleep apnea □ Steroid Use 
□ Kidney Problems □ Psychiatric therapy □ Change in health in last year □ Any Addiction 
□ Breathing/COPD      □ Heart Disease □ Vertigo □ Cold Sores/fever blisters 

Gum disease has been linked with an increased risk for many chronic diseases. Eliminating 
gum disease is especially important to the oral and overall health of the following patients:

(Please check all that apply) 

 
□ Tobacco 
     user 
 
 
 
 
 
 
 
 
 
□ Diabetes 
 
 
 
 
 
 
 



 
 
□ Family history  
    of gum disease 
 
 
 
 
□ Stress 
 
 
 
 
 
□ Rheumatoid 
    Arthritis 
 
 
 
 
 
 
□ Overweight 
 
 
 
 
□ Low Vit D 
 
 
 
 
 
□ Poor Sleep 
 
 
 
All patients please complete the following (check all that apply) 
 
□ Heart disease/risk factors for heart disease (family history, overweight, ↑ blood pressure, ↑ triglycerides) 
□ Spouse with gum disease (Gum disease may be transmissible, family members should be screened) 
□ Taking Dilantin, Ca+ Channel Blockers, or Immunosuppressants  
□ Previous bouts of gum disease □ Family history of Alzheimer’s disease 
□ History of gastric ulcers □ Respiratory disease 
□ Kidney Disease □ Family history of colon cancer 

What is your level of anxiety/stress/fear when going to the dentist?  □None   □Mild    □Mod    □Severe 
 
 
 
 
 
 
 
 


