PATIENT MEDICAL HISTORY

Name __________________________________ Date _____________________

Y / N
Are you having discomfort at this time?

Y / N
Do you feel nervous about dental treatment?

Y / N
Have you ever had a bad experience in the dental office?

Y / N
Have you been a patient in the hospital during the past two years?

Y / N
Have you been under the care of a medical doctor during the past two years?

Y / N
Have you taken any medicine or drugs during the past two years?



Physician’s Name _____________________________________



Address _____________________________ Phone # ________________

Last complete physical by physician:  Date _______________
Y / N
When you walk up stairs or take a walk, do you ever have to stop because of pain 
in your chest?

Y / N
Do your ankles swell during the day?

Y / N
Do you use more than two pillows to sleep?

Y / N
Have you lost or gained more than ten pounds in the past year?

Y / N
Do you ever wake up from sleep short of breath?
Y / N
Are you on a special diet?

Y / N
Has your medical doctor ever said you have cancer or a tumor?

ALLERGIES

______________________________

______________________________
______________________________

______________________________

CURRENT MEDICATIONS
______________________________

_____________________________



______________________________  

_____________________________

______________________________

_____________________________
______________________________
         
_____________________________
______________________________

_____________________________
______________________________

_____________________________
______________________________

_____________________________
(OVER)
COLUMBIAVILLE FAMILY DENTISTRY

