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MEDICAL HEALTH HISTORY

The following questions are pertinent to the treatment of your periodontal/implant condition. Please answer all questions. All answers are confidential.

1. How is your general health? ______________________________________________________________________________________________

2. Physician name(s) and address ____________________________________________  Specialty _______________________________________

3. Date of last physical examination and type of subsequent treatment: ______________________________________________________________

4. Are you currently undergoing any _____medical or _____physical care?___________________________________________________________

5. Have you been _____seriously ill or _____hospitalized?  If yes, explain: ___________________________________________________________

6. Are you HIV positive or do you have AIDS?  ❏ YES     ❏ NO   If yes, please give dates and attending Physician: __________________________
 _____________________________________________________________________________________________________________________

7. Are you taking any of these medications?
 ______ Antibiotics  ______ Birth control pills  _______Heart medicine  _______ Tranquilizers
 ______ Blood thinner  ______ Blood pressure  _______Hormones  _______ Antihistamines
 ______ Aspirin products  ______ Cortisone steroids  _______Insulin  _______ Other

8. Do you have or have you had any of the following? ___________________________________________________________________________
 ______ Anemia  ______ Epilepsy  _______Heart trouble  _______ Ulcers
 ______ Arthritis  ______ Glaucoma  _______Kidney disorder  _______ X-Ray therapy
 ______ Asthma  ______ Heart attack  _______Liver disorder  _______ Artificial joints
 ______ Cancer or tumor  ______ Rheumatic fever  _______Hepatitis  _______ Prolapsed Mitral Valve
 ______ Chemotherapy  ______ Heart murmur  _______Stroke 
 ______ Chest pain  ______ Persistent cough  _______Thyroid problems
 ______ Diabetes  ______ Heart surgery  _______Tuberculosis

9. Have you had abnormal bleeding associated with extractions, surgery, or trauma? ____________________________________________________
 _____________________________________________________________________________________________________________________

10. Do you have any allergies?    ❏ YES     ❏ NO  If so, allergy to: __________________________________________________________________

11. Have you had unusual reaction to:
 ______ Aspirin  ______ Erythromycin  _______Nitrous Oxide  _______ Tylenol
 ______ Amoxicillin  ______ Flagyl  _______Oxycodone  _______ Valium
 ______ Augmentin  ______ Hydrocodone  _______Penicillin  _______ Vicodin (Lortab)
 ______ Barbituates  ______ Halcion  _______Percodan  _______ Other
 ______ Codeine  ______ Ibuprofen (Advil)  _______Sulfa
 ______ Dental Anesthetic  ______ Keflex  _______Tetracycline

12. Do you smoke?      Yes        No   

13. If yes, what type?   ❏ Tobacco    ❏ Vaping    ❏ Marijuana    ❏ Other _____________________________________________________________

14. Do you use any smokeless tobacco products?    ❏ YES     ❏ NO    If Yes, which products & how much? _________________________________

15. Do you drink more than one alcoholic beverage per day routinely?  ❏ YES     ❏ NO

16. Are you recovering from   ❏ Alcohol dependency   ❏ Substance abuse    Please list __________________________________________________

17. Do you have any other medical problems we should know about?     ❏ YES     ❏ NO ________________________________________________  
_____________________________________________________________________________________________________________________

18. If you are a female, are you pregnant?    ❏ YES     ❏ NO

To the best of my knowledge, all of the preceding answers are true and correct. If I ever have any changes in my health or medications, I will inform 
this office at my next appointment.

________________________________________________________________________________________________________________________
Signature of Patient Date


