
MEDICAL HISTORY UPDATE FORM
Patient Name:	Date:
Please circle Yes (Y) or (N) to the following problems or condition that you have or have had in the past:

Generational Dentistry


Bleeding/Blood Issues:
Anemia                                                y       n AIDS or HIV                                         y       n Blood Disease                                     y       n Blood Transfusion                              y       n Bruise/Bleed Easily                            y       n Dizziness/Fainting                              y       n Hepatitis A                                           y       n Hepatitis B                                             y       n
Heart Issues:Hepatitis C
  y
  n
High Blood Pressure
  y
  n
Low Blood Pressure
  y
  n



Artificial Heart Valve                      y       n Heart Attack                                   y       n Heart Conditions                            y       n Heart Murmur                                y       n Heart Surgery                                 y      n Rheumatic Fever                            y       n Mitral Valve Prolapse                   y       n Pace Maker                                     y      n Scarlet Fever                                   y      n Stroke                                                y       n
Bones Issues:
Arthritis                                                y       n Artificial Joint                                      y       n Bone Density                                      y       n Cancer                                                 y       n Chemotherapy                                     y       n 
Osteoporosis                                      y       n Radiation (Head/Neck)                     y       n Rheumatism                                         y       n



	Breathing Issues:
Allergies (Seasonal)
	

y
	

n
	Other Issues:
Diabetes (HbA1C levels 	)
	

y
	

n
	

Multiple Sclerosis
	

y
	

n

	Latex Allergy
	y
	n
	Nervousness/Depression
	y
	n
	Osteoporosis/Biphosphonate therapy
	y
	n

	Asthma
	y
	n
	Glaucoma
	y
	n
	Fen Phen (1 month+)
	y
	n

	Emphysema
	y
	n
	Jaundice
	y
	n
	Pregnant or Nursing
	y
	n

	Respiratory Problems
	y
	n
	Kidney Disease
	y
	n
	Stomach Problems
	y
	n

	Tobacco Habits
	y
	n
	Liver Disease
	y
	n
	Thyroid Disease
	y
	n

	Tuberculosis
	y
	n
	Other Autoimmune
	y
	n
	Ulcers
	y
	n

	
	
	
	Venereal Disease
	y
	n
	
	
	


Please Check Yes of No for the following questions:
Have you ever been required to take medication prior to dental appointment?	No	 If Yes, please explain:   	 Do you currently have or have you had a history of drug addiction?		No	If Yes, please explain:
Have you ever been hospitalized, had a serious illness or had any in-patient or out-patient surgeries in the past five years?	No
Yes, explain:  	

Are you currently under a Physician’s Care:	No	If Yes, please explain:
Please give name and phone number of physician:   	
LIST ANY MEDICATIONS, VITAMINS, and/or
LIST ANY ALLERGIES TO FOOD, MEDICATIONS, ETC:  	SUPPLEMENTS THAT YOU ARE CURRENTLY TAKING
(include Dosage)
	1.
	 	
	1.   	

	2.
	 	
	2.    	

	3.
	 	
	3.   	

	4.
	 	
	4.   	_

	5.
	 	
	5.   	


The above information regarding my medical history is complete and accurate to the best of my knowledge.  Therefore, I do not hold the Dentist, other team members responsible for any errors or omissions of information that I may have made in completing this form

Patient Signature (or Parent/Guardian):	Date:

Doctor Signature:	Date:

FOR OFFICE USE ONLY:	Blood Pressure:  

PLEASE LIST ANY ADDITIONAL MEDICATIONS BELOW

(Include Dosage)

PATIENT NAME:  	



	Medication
	Reason for Use

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	





Date: 	

 Patient Signature: 	



Date: 	

Doctor Signature: 	
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