
 
 
 

Patient Name: _________________________________    Date: _______________ 
 
Date of Birth: _________________________ Phone Number: _____________ 
 
Address: ___________________________ City: ____________ State______ Zip_________  
 
Employer____________________________ Insurance/Policy #_________________ 
 
Email:__________________________________________________________ 

 
Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems 
that you may have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. 
Thank you for answering the following questions. 

 

Are you under a physician's care now? If yes, please explain:________________________________________________ 

Have you ever been hospitalized or had a major operation? If yes, please explain:________________________________  

Have you ever had a serious head or neck injury? If yes, please explain: _______________________________________ 

Are you on a special diet? ____________________________________________________________________________ 

Do you use tobacco? ________________________________________________________________________________ 

Do you use controlled substances? _____________________________________________________________________ 

Do you need to pre-medicate prior to your dental appointment? If yes, please explain: _____________________________ 

Are you now taking any blood thinners (Coumadin, Warfarin, Xarelto, Eliquis, Pradaxa, Asprin)?  

If yes, please explain:________________________________________________________________________________ 

Are you taking or have you ever taken bone density meds (Fosamax, Boniva, Zometa, Prolia, Reclast, bisphosphonates)?  

If yes, please explain:________________________________________________________________________________ 

Women: Are you Pregnant/Trying to get pregnant? Yes No 

Please list any allergies:______________________________________________________________________________ 

 

 



 
 
 
 
Please list all medications, herbal supplements and vitamins: 

 
 
To the best of my knowledge, the questions on this form have been accurately answered. I 
understand that providing incorrect information can be dangerous to my (or patient’s) health. It is my 
responsibility to inform the dental office of any changes in medical status.  
 
 
SIGNATURE OF PATIENT, PARENT, or GUARDAN:______________________________ 
 
DATE:_________________________ 

Medication Dosage Frequency 

   

   

   

   

   

   

   


