
Patient Name: 

Oakwood Hills Family Dental, LLC 
~~~~ Medical History Form ~~~~, 

Birth Date: Date Created: 

Are you under a physician's care now? If yes, physician's Q Yes Q No If yes 
name? 1-----------------------------___J 

Have you ever been hospitalized or had a major operation? Q Yes Q No If yes 

Have you ever had a serious head or neck injury? Q Yes Q No If yes 

.__ _________________________ ___J 

�===================================================� .... Have you ever taken Fosamax, Boniva, Actonel or any other Q Yes Q No If yes medications containing bisphosphonates? �-------------------------___) 

Qves QNo If yes Do you use tobacco? 

ls your water fluoridated? 

Women: Are you p regnant/trying to get pregnant? 

Are you currently taking any medications? If so, please 
list all medications including pain medicine, vitamins, 
minerals, and supplements.

OYes ONo 

Oves ONo 

Oves ONo If yes 

'------------------------.....l 

I 

"Do yo, ceqo ireaotibiotic, b ,fore d ,otal a p poi otm '"'', 

Are you happy with your smile? 

_______ -::___-_---_-_-_-_-_-_::-_-_-_- _-_-_-_::-_-_-_-_-_-_-_-�---::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::--' .. 

Oves ONo If yes '------------------------------' 

OYes ONo 

! 

Are you allergic to any of the following? 
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ownAllergies 

1�Amoxicil lin □Penicillin □Local Anesthetics

.. ----- -·-------· 
Do you have, or have you had, any of the following? ···--·--· - ----.---.. --------------··--·· ----·-... ,_., ___ ---------···--···-·---- ----· ---

AIDS/HIV Posit�•e Oves QNo Radiation Treatments Oves QNo 

Hepatitis A OYes ONo Drug Addictior. Oves ONo 

Emphysema OYes QNo High Blood Pressure OYes QNo 

Scarlet Fever Oves QNo Artificial HeartValve Qves QNo 

Asthma OYes QNo Kidney Problems OYes QNo 

Liver Disease OYes QNo stroke Oves QNo 

Glaucoma Oves QNo 1hyroid Disease Oves QNo 

Chest Pains Oves QNo Heart Attack/Failure OYes QNo 

Heart Murmur Oves QNo Heart Pacemaker Oves QNo 

Psychiatric Care Oves QNo Cold Sores/Heipes Oves QNo 

Haveyou ever had any serious illness not listed above? 0Yes ONo If yes 

.... ---···--·--·-----·--·-•·-·-------·. ------ ··•··----·---
Alzheimer's Disease Qves ONo 

Hepatitis B or C OYes ONo 

Arthritis/Gott Qves QNo 

Excessive Bleeding QYes QNo 

Leukemia OYes QNo 

Low Blood Pressure Oves QNo 

Chemotherapy Qves QNo 

Osteoporosis Qves QNo 

Ulcers Qves QNo 

Lymes Disease Qves QNo 

--------------··--· ---------------

---··-- ·--····-·····---··· ·--··-··-·-· ··-······ .. -···. ---
Diabetes OYes QNo 

Rheumatic Fever OYes QNo 

Epilepsy or Seizures Oves QNo 

Artificial Joint Oves QNo 

Frequent Headaches Oves QNo 

Cancer Oves ONo 

Mitra! Valve Prolapse QYes QNo 

Tuberculosis Qves QNo 

Heart Trouble/Disease OYes ONo 

Migraines Oves ONo 

r-
­

: 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, 

-SignatureofPatient,ParentorGuardian:-----------------------------------·-------···-----------·--·---·--------·-------
1
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i !_�-------.---��
_:-:::__--:_--::.-:�-:___-_-_-___ 

-__ -_-__ -:_--__ -.. - __ -.-----:-::-.�---·---===-=-=-=----------�----------------=-------::.-::::.::=:= __ o ___ -�--�
e 

____ -�---_--__ -_-_--_�---=--=�.::=--.::.::.::.::-_· ___ J

**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.**
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