


I consent for x-rays and an oral evaluation by the doctor. 
I understand that, where appropriate, credit bureau reports may be obtained. 
I consent to be notified of future appointments and office updates by email or text. 
 

Signature (Parent’s signature if minor) 

 Is patient in good health? ...............................................................................................………………..................…….. 

 Is patient subject to nervous disorders, fainting, etc.? Please list  ________________________________________ 

 Have you been under the care of a medical doctor during the past two years? ……………………………………………. 

 If yes, for what? ______________________________________________________________________________ 

 Does patient have a history of heart trouble, asthma, kidney or liver involvement, allergy (seasonal or food) or any 

other systemic disorders? If yes, please list  _________________________________________________________ 

 Is patient taking medication for heart disease, diabetes, other?…………………………….………………………………... 

 If yes, please list drug and dosage _________________________________________________________________ 

 Is patient allergic to any medication, latex or substance? Please list  ______________________________________ 

 Has patient tested positive for any of the following?: 

 ____Hepatitis A (Infectious) B (serum)  ____H.I.V. Positive  ____A.I.D.S. 

 Does patient bleed easily? …………………………………………………………………………………………………….. 

 Has patient experienced any unfavorable reaction from any previous dental treatment? ………………………………… 

 Date of last dental cleaning exam: _________________________________________________________________ 

 Have you used any of these substances?  

      Fosamax           Actonel           Aredia             Zometa (Bisphosphates)           Corticosteroids  
 
WOMEN  Are you: _____Pregnant?   _____Nursing?    
 

This medical History is accurate and current as of  

 

Medical History Update:                                                                                                                                   

Please complete the following (check one): 

Yes         No 

Yes         No 

Yes         No 

Yes         No 

Yes         No 

Yes         No 

Yes         No 

Dr. Signature     Date:   Update 1  Update 2 

Yes         No 

DATE SIGNATURE 

Initial & Date 

2

. Initial & Date Initial & Date 
3. 1 

Consent 

Yes         No 

_______% 

________mm 

L Narrow Post 

L 

_____mm 

_____mm 

_____mm 

_____mm 

. 

TX Time 
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