Highland Dental Center

Dental Health History Date:
Full Name: DOB:
Reason for Today’s Visit:
Former Dentist Office: Date of Last Visit:

Please check if you have/had problems with any of the following:

___ BadBreath ___Loose/Broken Teeth __ Wear Night Guard

__ GetFood Stuck between Teeth __ Bleeding Gums __ Wear Sleep Appliance

__ Clicking/Popping of Jaw __ Periodontal Treatment __WearRetainers

__ JawPain __ Clenching/Grinding Teeth __ Sensitivity to Temperature
__ DryMouth

Do you use a Manual or Electric Toothbrush? How Often:

DoyouFloss? __ Y N How Often?

Medical Health History

Physician’s Name: Phone #:

Emergency Contact: Phone #:

Please List All Medications you are currently taking:

Please List ANY Allergies you may have:




Please check if you have/had any of the following:

___Anemia ___BackProblems __ Fainting ___Liver Disease
___Arthritis ___Blood Disease ___Headaches ___Pacemaker
__Artificial Heart Valve ___ Cancer/ Type: __ Heart Murmur *Date Done:

*Date Done: __ Chemotherapy __ Heart Problems ___Radiation
___Artificial Joint __ Circulatory Problems __ Hepatitis ___Stroke

*What Joint: __ Diabetes/Type: __ __ High Blood Pressure ___Tonsilitis
*Date Done: *Last A1C: ___HIV/AIDS ___Tobacco Use
__Asthma ___Epilepsy ___Kidney Disease __ Ulcers

Do you have an Auto Immune Disease? _ Y _ N

*If Yes, Please List:

If you have had a Joint Replacement, Please List name of your Orthopedic Office, Phone Number,
Surgeon, and what type of medication you take as a premedication before dentist visits.

If you have had a Heart Valve Replacement Surgery, Please list the name of your Cardiologist
Office, Cardiologist Name, and Phone Number.

If you are actively receiving any Cancer treatment, Please list the name of your Oncologist Office,
Oncologist Name, Phone Number, and what type of treatment you are currently receiving.

Signature:
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