
          Health History Form 

Pa0ent’s Name ____________________________________     Date of Birth _____/_____/_____ 

Gender:  M / F  Height: _________ Weight: __________ SSN: ____________________ 

Address: ___________________________________________  City: _____________ State:_____ Zip: _______                  
Email address: __________________________________ 

Cell phone number (______)______-_________  Home phone number: (______)______-_________ 

Emergency contact: (______)______-________ Name/RelaFonship to paFent: __________________ 
General DenFst: ___________________________ 

Your medical history is important to the treatment you will receive. Therefore, it is important that you respond to each 
ques:on honestly and completely. Please circle your responses. 

MEDICAL HISTORY 

Have you ever been hospitalized or had a serious illness?          Yes  No      
If yes, why?______________________________ 

MEDICATIONS 
Please list all the medicaFons you currently take: 
________________________________________     ________________________________________ 
________________________________________     ________________________________________ 
________________________________________     ________________________________________ 

Heart problems such as: heart aRack, stents 
placed, coronary artery disease, heart 
failure, A-fib, arrhythmia?

Yes     No Lung disease such as: asthma, COPD, 
emphysema, bronchiFs?

Yes     No

Do you have chest pain or shortness of 
breath?

Yes     No Excessive bleeding, bleeding disorder, easy 
bruising?

Yes     No

Any implanted devices such as a pacemaker 
or hip/knee replacement?

Yes     No Liver disease (including hepaFFs)? Yes     No

High blood pressure? Yes     No ArthriFs (osteoarthriFs or rheumatoid 
arthriFs)?

Yes     No

Stomach ulcers or gastriFs? Yes     No Seizures, fainFng, or epilepsy? Yes     No

Thyroid disease? Yes     No Osteoporosis or osteopenia? Yes     No

Clicking, popping, or pain in the jaw joint? Yes     No Have you ever taken a bisphosphonate such 
as boniva, zometa, or related medicaFon?

Yes     No

Diabetes? Yes     No Sleep apnea? Use a CPAP? Yes     No

Any cancer, radiaFon, or chemotherapy? Yes     No Sinus problems or congesFon? Yes     No

InfecFous disease such as HIV/AIDS? Yes     No Any other:



ALLERGIES 
Please list all you medicaFon, food, and environmental allergies and the reacFons you have: 
________________________________________ / reacFon: ________________________________________ 
________________________________________ / reacFon: ________________________________________ 
________________________________________ / reacFon: ________________________________________ 

SURGICAL HISTORY 
Have you ever had surgery?   Yes           No 
If yes, what year and what for?________________________________________________________________ 

Did you have any problems with anesthesia (for example, nausea or vomiFng): 
______________________________________________________________________________ 

FAMILY MEDICAL HISTORY 

Please list any medical condiFons that exist on: 

Mother’s side of family: _____________________________________________________________________________ 

Father’s side of family: _____________________________________________________________________________ 

FEMALE PATIENTS 

Are you pregnant or is there any chance you may be pregnant?      Yes      No 

SOCIAL HISTORY 

Do smoke cigareRes, cigars, or vape?   Yes   No    

 If so, how much? _____________________________ 

Do you drink alcohol?    Yes   No    If so, how much? _____________________________  

Do you do any recreaFon drugs (example: marijuana, cocaine)?   Yes   No   
If so, what and how much? _________________________________ (this stays confidenFal,  but is    
important for us to know for safety) 

I understand the importance of a truthful and complete health history to assist the doctor in providing the best 
care possible. To the best of my knowledge, the above informa:on is complete and correct. 

PATIENT/GUARDIAN SIGNATURE: _______________________________DATE: ____/____/_______


