MEDICAL HISTORY for NEW PATIENT

LAST NAME: _______________    FIRST NAME: _________________    BIRTHDATE: _______
Name of Medical Doctor: __________________________	City/State: __________________
Emergency Contact: _________________   Phone: ______________   Relationship: ________
List all medications that you are taking:
________________________________	_______________________________
________________________________	_______________________________
________________________________	_______________________________
________________________________	_______________________________
Are you allergic to any of the following? (Circle Y or N)
Anesthetic: 	Y	N			Iodine: 	Y	N
Aspirin:	Y	N			Latex:		Y	N
Codeine:	Y	N			Penicillin:	Y	N
Ibuprofen:	Y	N			Sulfa:		Y	N
Other: __________________________
Do you have any of the following medical conditions? (Circle Y or N)
Asthma:		Y	N		Kidney Disease:		Y	N
Bleeding Problems:	Y	N		Liver Disease:			Y	N
Cancer:		Y	N		Pregnancy:			Y	N
Diabetes		Y	N		Psychiatric Treatment:	Y	N
Heart Murmur:	Y	N		Sinus Trouble:			Y	N
Heart Trouble:		Y	N		Stroke:				Y	N
High Blood Pressure:	Y	N		Ulcers:				Y	N
Hepatitis:		Y	N		Rheumatic Fever:		Y	N	
HIV:			Y	N		Other: ____________________________	
Joint Replacement:	Y	N	Date or Surgery: __________________________
Other Surgeries:	Y	N	What surgery: ____________________________

Tobacco Use?  If so, what kind and how much? ________________________________
Unusual reaction to dental injections? _______________________________________
[bookmark: _GoBack]Preferred Pharmacy/Location: ______________________________________________
