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Preliminary Health History Form

*First Name *Middle Name eLast Name

*Birthdate eGender M F

«|If the patient is a minor, parents’ or guardians’ name

Emergency Contact Information

*Name of the nearest relative not living with you

*Complete Address

*Home Phone *Cell Phone

Medical History

*Physician *Phone Number *Date of last visit

* Are you taking any medication (if yes, which ones)?

Please check any of the following that you have had or currently have:

OAbnormal bleeding/Hemophilia OHeart Murmur
OADD/ADHD OHepatitis/Liver Problems
OAsthma/Hay Fever OHerpes

OAutism OHigh Blood Pressure
OCongenital Heart Defect OHIV/AIDs

ODiabetes OProlonged Bleeding
OEpilepsy ORadiation/Chemotherapy
OHeart Problems OTumor/Cancer

Are there any medical conditions we have not discussed that you feel we should be aware of?

*General Dentist eDate of Last Visit

*What concerns you most about your teeth?

e Are you presently in any dental paing

eHave you ever seen an orthodontist?

* Are you concerned about any jaw issues (for example: clicking, popping, pain, tension)?




