ADULT MEDICAL HISTORY 
           Chart# __________
First name________________ MI _____ Last name_________________ Preferred name ​​_________________ 

Address _________________________________________City/State/Zip_____________________________
Home Phone_______________ Cell_________________ Email______________________________________ 
Date of birth_________ Social security# ______________ DL # _______________      

Place of Employment __________________________________ Phone # ________________ Ext ______

(please circle)   Single / Married / Divorced / Widowed


Spouse name _____________ Place of employment __________________________ Phone # _____________
Prefer contact by phone at____________text at #______________or email___________________ 
Alternate Contact Name & Phone # (not at your address) ____________________ (    ) _____________                                                                                    
Medical Doctor _________________________________________________________________    ______ /______


     First name            Last name                                 City


         BP (office use only)
Circle YES or NO for every item   HAVE YOU EVER HAD:
Mouth Ulcers


 Yes  No

High Blood Pressure


Yes   No

Fever Blisters


 Yes  No

Diabetes



Yes   No

Mouth Odor


 Yes  No

HIV Positive



Yes   No

Smoke



 Yes  No   
Sinus Problems



Yes   No 

Use smokeless tobacco
 
 Yes  No  Brand_______

Cancer,
 type_________________
Yes   No

Radiation Therapy

 Yes  No                

Mastectomy   Right__ Left__ 

Yes   No

Chemotherapy if so year ____
 Yes  No           

Free Bleeder


            Yes   No

Angina



 Yes  No

Asthma
 active



Yes   No

Heart problems


 Yes  No

TMJ



            Yes   No

Pacemaker

   
 Yes  No  

Tuberculosis
(+) Test                       Yes   No                   
Heart Attack    date _______
 Yes  No           

Stroke




Yes   No

Mitral Valve Prolapse

 Yes  No

Taking Blood Thinner


Yes   No

Congenital Heart Defect  
 Yes  No

Currently have a Shunt

 
Yes   No

Repair of a Heart Defect
 Yes  No

Hepatitis


            Yes   No 
            Blood Transfusion

 Yes  No
  

Thyroid Problems


Yes   No
          
Latex Sensitivity

 Yes  No



Dry Mouth



Yes   No

Alzheimer’s


 Yes  No

 
Women: Are you Pregnant?                  Yes   No         
           Clench teeth


 Yes  No       

                             

Reflux or GERD    


Yes   No         
           Grind teeth


 Yes  No                

Family history of head/neck cancer       Yes   No
           Osteoporosis medications
 Yes  No

Eating disorder     


Yes   No

Organ Transplant

 Yes  No

         Previous Gum Treatment

Yes   No

Do you crunch ice?
             Yes  No


Crohn’s Disease


Yes   No

Fainting Spells                          Yes  No
 
 
Joint replacement


Yes   No

Seizures


 Yes  No  Date_______
 
Pin or Screw in a joint


Yes   No

Previous Bacterial Endocarditis   Yes  No

 
Breast implants



Yes   No

Electronic Toothbrush 

 Yes  No
  
Exposure to Human Papilloma Virus      Yes   No                       Metal Sensitivity

 Yes  No

Warts on fingers


Yes   No                       Fibromyalgia
            
 Yes  No


Migraines or Myofacial Pain

Yes   No

Psychiatric Care

 Yes  No
Arthritis



Yes   No

Gastric Bypass

 
 Yes  No 

     
Chemical Dependency


Yes   No 

Other Medical Problems             Yes  No      

  explain (this can affect your anesthesia)_______________         explain_______________________________________                                               
CIRCLE IF YOU ARE ALLERGIC TO ANY MEDICATIONS
Penicillin    Amoxicillin    Ceftin   Tetracycline    Codeine     Motrin    Keflex    Cleocin    Augmentin 
Other Medication allergies? _________________________________________    NO KNOWN DRUG ALLERGIES

Circle if you are allergic to any of the following:   Kiwi    Avocados    Bananas     Chestnuts    None
List all medications that you are taking ______________________________________________________ None 

_____________________________________________________________________________________        
Do you take Garlic, Gingko, Ginseng, Ginger, Fish Oil or Flax Seed Oil?  Yes   No   If yes, which one(s)? _______________
If you are having a dental cleaning today, do you want the recommended fluoride treatment?
      Yes   No 
Have you ever whitened your teeth?   Yes    No      

What brand & type of toothpaste do you use? (ex: crest cavity protection) ______________________________________
Frequent use of (please circle) coffee  tea  soda  diet soda  alcohol   wine  sports/energy drinks  gum  none   other________
Oral habits that affect your teeth (please circle)   toothpicks   mints   lemons   nail biting   swimming   none   other________
This health update is to be completed at least every 5 years. I understand it is my responsibility to notify Dr. London 

of changes in my health.  The information I have provided is accurate and complete. 

We are committed to providing you the best dental care possible and do not make recommendations for your dental 

care based on what your insurance will or will not cover.  I understand I am responsible for my account balance, whether insurance pays or not.





Signature______________________________   Date_________________   
Reviewed by _____ and _____
        ​​​​
