
 
HEALTH HISTORY FORM for Mountain West Family Dentistry 

 
PATIENT NAME ____________________________________________________​        BIRTH DATE ______/______/______ 
​  
DENTAL INFORMATION 
​ Approximate date of last dental check-up _________________________ 
Do you require Pre-medication for cleanings or dental treatment?     ☐ Yes      ☐  No 
Please list current medications and doses (including over-the-counter and any birth control) 

___________________________________    ____________________________________ 

___________________________________    ____________________________________ 

___________________________________    ____________________________________ 

Please list an emergency contact and phone number_______________________________ 
 
MEDICAL HISTORY 

Height___________ Weight___________   
Physician: Name______________________ Phone #__________________________ Pharmacy______________________________ 
Please check if you have any of the following: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
I authorize that all the information on this form is true and correct. 
I give my permission for the doctor to do all diagnostics and x-rays as required for my treatment. 
 
Signature of Patient/Guardian _______________________________________________________     Date ______/______/______ 
​ ​  
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