
Medical History 
When was your last physical exam? _____________________ Last blood test?_________________ 
Have you been under a care of a medical doctor in the past two years? Yes  or No 
If yes, for what condition? _________________________________________________________ 
Physician’s name: _____________________________________ Phone # ___________________ 
Have you taken any prescription medications during the past two years? Yes  or  No 
If yes, please list the medications: 
________________________________________________________________________________ 
Prescription medications now taking: Please give name, dosage and for what condition: 
________________________________________________________________________________ 
Are you allergic to any medications or substances that cause adverse reactions to you? Yes or  No 
If yes, please list medications: 
________________________________________________________________ 
Have you been hospitalized or had an operation within the past five years? Yes  or  No 
If yes, what was it for? 
______________________________________________________________________ 
Do you have or ever had any of the following? 
Heart (surgery, disease, attack, stroke) ......... yes   no    Asthma ....................................... yes  no 
Chest pains .................................................... yes   no    Hay fever ...................................  yes  no 
Congenital heart disease................................ yes   no     Latex sensitivity ......................... yes  no 
Heart murmur ................................................ yes   no    Allergies or hives .......................  yes  no 
High or Low blood pressure .......................... yes   no    Sinus trouble ..............................  yes  no 
Mitral valve prolaspe .................................... yes    no    Radiation therapy ....................... yes  no 
Artificial heart valves .................................... yes   no    Chemotherapy ............................ yes  no 
Heart pacemaker ........................................... yes    no    Tumors ....................................... yes  no 
Rheumatic fever ............................................ yes   no     Hepatitis A or B .........................  yes  no 
Arthritis or/and rheumatism .......................... yes   no     Tuberculosis ............................... yes  no 
Steroid usage (internally and/or externally) .. yes   no     A.I.D.S. .....................................yes  no        
Swollen ankles .............................................. yes   no      H.I.V. positive ...........................yes  no           
Artificial joints (hips, knees, etc.) ................. yes   no      Blood transfusions .....................yes  no 
Kidney trouble .............................................. yes    no     Hemophilia ................................yes   no 
Ulcers (internally and externally) ................. yes   no      Sickle cell disease ...................... yes  no 
Diabetes ......................................................... yes   no     Liver disease .............................. yes  no 
Thyroid problems (hyper or hypo) ................ yes   no     Yellow jaundice ......................... yes  no 
Glaucoma ...................................................... yes   no      Neurological Disorders.... ..........yes  no 
Contact lenses ............................................... yes   no      Epilepsy or seizures ................... yes  no 
Emphysema ................................................... yes   no      Fainting or dizzy spells .............. yes  no 
Lasik Surgery .................................................yes   no      Cancer ........................................ yes  no 
Chronic cough ............................................... yes   no      Nervous/anxiety attacks ............. yes  no 
Psychiatric/psychological care ...................... yes   no      
 
Have you lost or gained 10 pounds or more in the past year? Yes  or  No 
Are you experiencing excessive stress or pressure at your work or at home? Yes  or  No 
Do you have or have you had any disease, condition, or problem not listed above? Yes  or  No 
If yes, please list: 
____________________________________________________________________________ 
For Women: Are you pregnant?  Yes or No    Are you nursing? Yes  or  No 
If yes, how many months? ______ Are you taking birth control? Yes  or  No 
 
 
 



DENTAL HISTORY 
So that we may provide you with the best possible care, please fully complete both sides of this form. All 
information will 
be kept completely confidential. 
Name _________________________________________ Date _______________ 
What is the reason for your visit today?________________________________________ 
Date of last dental visit _______________________ Last dental cleaning ____________________ 
What was done at the last dental visit? 
__________________________________________________________________ 
How often do you have dental examinations? 
____________________________________________________________ 
How often do you brush daily? 1x   2x   3x   4x  

How often do you floss: 1x/day   2x/day   3x/day   1x/week   1x/month 

What other dental aids do you use? Night Guard  Toothpicks   Electric Toothbrush   Floss   Mouth Washes  

Do you have any discomfort at this time? Yes   No 
If yes, please describe: 
_____________________________________________________________________________ 
Have you had an upsetting dental experience? Yes   No 
If yes, please describe: 
______________________________________________________________________________ 
Does dental treatment make you nervous? Yes       No       slightly        moderately        extremely 
Are you satisfied with the appearance of your teeth? Yes    No 
If no, how would you like to improve the appearance of your teeth? 
_____________________________________________________________________________________ 
Do you have any of the following? 
Mouth Teeth 
Bleeding and/or sore gums ............... yes   no     Loose teeth .......................................yes    no 
Unpleasant taste and/or bad breath .. yes    no     Sensitive to hot ................................yes    no 
Frequent cold sores or blisters ......... yes    no     Sensitive to sweets ..........................yes     no 
Swelling or lumps .............................yes   no      Sensitive to biting ............................ yes    no 
Orthodontic treatment ...................... yes    no     Food impaction ................................yes    no 
Biting cheeks or lips ......................... yes   no     Clenching or grinding ...................... yes    no 
Clicking or popping jaw ................... yes   no     Change or shifting bite ....................  yes    no 
Difficulty opening or closing jaw .... yes    no     Smoke or chew tobacco... ................ yes    no 
 
Is there anything else about having dental treatment you would like us to know?  Yes   no 
If yes, please describe: 
______________________________________________________________________________ 
 
I understand the above information is necessary to provide me with dental care in a safe and efficient 
manner. I have answered all questions to the best of my knowledge. If further information is needed, you 
have my permission of  the respective health care provider or agency to release such information to your 
office. As a patient of Chicago Smiles, I will notify the staff of any changes in my health or the 
medications I am taking. 
 
Patient or Guardian’s Signature: _________________________ Date: _______________________ 
 
Doctor’s Signature: _________________________ Date: _______________________ 
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