
 Medical history  Date____________________  Print name: ______________________________ 
 Please check the following that apply to you  :  Please Check YES or NO 

 Reason for today’s visit: 
 _________________________________________________________________________________________________ 
 List and/or Explain Other Medical Condi�ons not listed above: 
 ____________________________________________________________________ 
 Do you have any Allergies?  Please check YES or NO. 

 Are you taking any of the following?  Please check YES or NO 
 YES NO YES NO YES NO 
 □ □  Aspirin/Blood thinners  □ □  Bisphosphonate Reason: ________________  □ □  Blood pressure medicine 

 □ □  Cor�sone (Steroids)  □ □  Insulin, tolbutamide (orinase) or similar drugs  □ □  Oral contracep�ve 

 □ □  Drugs for heart trouble  □ □  Radia�on therapy –reason _____________________________________________________ 

 Do you take any other medica�ons? Yes [ ] NO [ ] (if yes please list all Medica�ons) __________________ ___________________ 
 ________________________ __________________________ __________________________ _______________________ 

 Have you had a serious illness/opera�on or hospitaliza�on? YES [ ] NO [ ] If  YES  what year? ______________ 
 Explain reason and condi�on ______________________________________________________________________________________________ 

 Due to pre-exis�ng medical condi�ons, is pre-medica�on required for dental treatment? YES [ ] NO [ ] If  yes, please specify medica�on and its 
 instruc�ons  _______________________________________________________________________________________ By signing below, I 
 acknowledge that I have read and understand the above medical ques�onnaire. That the informa�on on this form provided is  essen�al to 
 determine my medical/cosme�c needs and provision of the treatment plan and that I will have the opportunity to discuss my health  history with 
 my doctor during this appointment. If any changes occur in my health/history I will report it to the office as soon as possible in wri�ng. I 
 acknowledge that all answers have been truthful and I will not hold any of the staff responsible for any error or omissions that I have made in the 
 comple�on. I consent to the examina�on and/or treatment of myself and all minor children listed, to Arizona Dental Management personnel. 

 Print Name ____________________________________________ Date: _____________ 

 Pa�ent Signature _______________________________________ Rela�onship ____________________________ 

 Doctor Signature ________________________________________ Date: _____________ 




