
Medical History

Physicians name Date of last physical exam 

Has there been any change in your general health in the past year?

Are you currently under the care of a physician? Yes No If yes, for what reason? 

Please list any prescription medications you are currently taking: 

Do you smoke or use tobacco products? Yes No If Yes, how much per day use? 

Women, are you: Pregnant?   If so, how many months?        Taking birth control pills?       Nursing? 

Do you have, or have had, any of the following: (Please check all applicable)
 Anemia

 Hay Fever

 Tested HIV +

 Appetite Changed

 Hepatitis

 Thirsty Often

 Any Heart Problems

 Herpes

 Tuberculosis

 Arthritis/Bursitis

 Malignancies

 Typhoid Fever

 Measles

 Venereal Disease

 Cosmetic Surgery

 Asthma

 Mumps

 Anesthetic Allergies

 High/Low Blood Pressure

 Nervous Problems

 Penicillin Allergy

 Psychiatric Care

 Allergies (to other meds)

 Circulatory Problems

 Radiation Treatment

 Latex Sensitivity

 Rheumatic Fever

 Scarlet Fever

 Diabetes

 Excessive Bleeding

 Stroke

 Sinus Problems

 Faint Easily

 Skin Disease

 Epilepsy

Have you been hospitalized in the last 5 years: Yes No   If Yes, when? Why? (Provide details below.)

Have you ever been premedicated before dental treatment? Yes No

Other information we should know about your general health:

Dental Health & Appearance

 Are you having discomfort at this time? Yes  No  
 Have you been to a dentist in the last 6 months? Yes  No  
 Have you lost any teeth other than wisdom teeth? Yes  No  
 Have you ever had missing teeth replaced? Yes  No  N/A  
 Have you had any complications with a tooth removal? Yes  No  N/A  
 If you have had teeth replaced, are you happy with the results? Yes  No  N/A  
 Are your teeth sensitive to heat, cold, sweet, sour, or when chewing Yes  No  
 Have you ever had your teeth straightened or had orthodontics (braces) in the past? Yes  No  
 Do your gums bleed? Yes  No  
 Have you ever had treatment for gum problems? Yes  No  
 Do you ever feel (or have been told) that you don’t have fresh breath? Yes  No  
 Do you clench your teeth during the day or suspect you do during sleep? Yes  No  
 Do you have any pain in, or around, your ears? Yes  No  
 Are you aware of any swelling or lumps in your mouth? Yes  No  
 Do you ever experience a burning sensation in your mouth? Yes  No  
 Have you ever had professional instructions on home dental care? Yes  No  
 Are you familiar with sedation and relaxation methods that can be combined with dental treatment? Yes  No  
 Are your teeth as white as you would like? Yes  No  
 Have you ever considered (or discussed) improving the appearance of your smile? Yes  No  

How do you feel about dental visits? Relaxed  Anxious  Neutral  

How often do you brush your teeth? How often do you floss your teeth? 
Please list the obstacles that have prevented you from achieving your oral health and appearance goals in the past: 



Authorization
I understand the above information is necessary to provide me with dental care in a safe and efficient manner. I have answered all questions to 
the best of my knowledge. Should further information be needed, you have my permission to ask the respective healthcare provider or agency, 
who may release such information to you. I will notify Dr. Singer of any change in my health or medication.
  
Patient/Guardian Signature     Date  
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