
 

 

 

 
 

MEDICAL HISTORY 

 

PATIENT NAME ____________________________________________Birth Date ________________________ 

 

 
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.  
Thank you for is answering the following questions 

                                 

                                ______________________________________________________________________________________________________________ 

 

 

             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 my responsibility to inform the dental office of any changes in medical status. 
 

SIGNATURE OF PATIENT, PARENT, or GUARDIAN_______________________________________ DATE_______________ 

 

SIGNATURE OF DENTIST ___________________________________________________________ DATE_______________ 

 


