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Knox County Health Department 

Medical History for Dental Services 
 

 

Patient Name:  _______________________________________________________________________________________ 
   First     Middle Initial     Last 

 
Name of Parent/Guardian: ______________________________________________________________________________ 

 
1. What kind of dental problem do you have? ____________ 

_______________________________________________ 

2. Has there been any change in your health within  

  the past year? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Yes    No 

3. Are you under the care of a physician? . . . . . . . . . Yes    No 

4. The name and address of my physician is: _____________ 

_______________________________________________
_______________________________________________ 

5. Have you had any serious illness or operation? . . .Yes   No 

If so, what was the illness or operation: _______________ 

_______________________________________________
_______________________________________________ 
 

6. Do you have or have you had any of the following 
diseases or problems: 

a.   Rheumatic fever or rheumatic heart . . . . . . . . Yes No 

b.   Congenital heart lesions . . . . . . . . . . . . . . . . . .  Yes No 

c.   Heart murmur . . . . . . . . . . . . . . . . . . . . . . . . . .  Yes No 

d.   Artificial joint replacement . . . . . . . . . . . . . . . .  Yes No 

e.   Stroke . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Yes No 

f.   High blood pressure . . . . . . . . . . . . . . . . . . . . .  Yes No 

g.   Other heart trouble . . . . . . . . . . . . . . . . . . . . . . Yes No 

h.   Asthma or hay fever . . . . . . . . . . . . . . . . . . . . .  Yes No 

i.   Fainting spells or seizures . . . . . . . . . . . . . . . . . Yes No 

j.   Diabetes . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Yes No 

k.   Hepatitis, jaundice, or live disease . . . . . . . . . . Yes No 

l.   Arthritis . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Yes No 

m. Tuberculosis . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Yes No 

n.   Low blood pressure . . . . . . . . . . . . . . . . . . . . . . Yes     No 

o.  Venereal disease . . . . . . . . . . . . . . . . . . . . . . . . . Yes No 

p.  Human immuno deficiency virus (AIDS) . . . . . .  Yes No 

q. other: ________________________________________ 
 

7. Have you had abnormal bleeding associated with  

  previous extractions, surgery, or trauma? . . . . . . Yes No 

a.  Have you ever required a blood transfusion? .  Yes No 

b.  Do you have a clotting disorder? . . . . . . . . . . . . Yes No 

If so, explain: ____________________________________ 

 

8. Have you had radiation treatment for a tumor, growth,  

  or other condition of your mouth or lips? . . . . . Yes No 
 

9. Are you taking any of the following: 

a.  Antibiotics or sulfa drug . . . . . . . . . . . . . . . . . Yes No 

b.  Anticoagulants (blood thinners) . . . . . . . . . . . Yes No 

c.  Medicine for high blood pressure . . . . . . . . .  Yes No 

d.  Cortisone (steroids) . . . . . . . . . . . . . . . . . . . . . Yes No 

e.  Tranquilizers . . . . . . . . . . . . . . . . . . . . . . . . . . . Yes No 

f.  Aspirin . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Yes No 

g.  Insulin, tolbutamide (orinase) or like drug . .  Yes No 

h.  Digitalis or drugs for heart trouble . . . . . . . . . Yes No 

i.  Nitroglycerin . . . . . . . . . . . . . . . . . . . . . . . . . . . Yes No 

j.  Birth control pills . . . . . . . . . . . . . . . . . . . . . . . Yes No 

k. Other_______________________________________ 

 

10. Are you allergic or have you reacted advertently to : 

a.  Local anesthetics . . . . . . . . . . . . . . . . . . . . . . . Yes No 

b.  Penicillin . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Yes No 

c.  Other antibiotics . . . . . . . . . . . . . . . . . . . . . . . Yes No 

d.  Sulfa drugs . . . . . . . . . . . . . . . . . . . . . . . . . . . . Yes No 

e.  Barbiturates, sedatives, or sleeping pills . . . . Yes No 

f.  Iodine . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Yes No 

g.  Aspirin . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Yes No 

h.  Codeine . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Yes No 

i. other: _______________________________________ 
 

11. Do you have any disease, condition, or problem not  

  listed above that you think I should know about? . . .  

   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Yes No 

Is so, please explain: _____________________________ 
______________________________________________ 

 

WOMEN 

 
12. Are you pregnant? . . . . . . . . . . . . . . . . . . . . . . . . Yes No 
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Please List Prescription Medications That You Are Currently Taking 
 

________________________________________   ______________________________________ 
 

________________________________________   ______________________________________ 
 

________________________________________   ______________________________________ 
 

________________________________________   ______________________________________ 
 

________________________________________   ______________________________________ 
 

________________________________________   ______________________________________ 
 
 
 
 

Statement of Consent for Health Services 
 

I hereby give my consent to all visits necessary for the above named patient for the purpose of medical/dental examination, 
treatment, follow-up and maintenance treatment.  I understand that it is my right to have specific treatments and procedures 
explained to me prior to such procedures.  I reserve the right to refuse any such treatment at that time.  To the best of my 
knowledge, the medical history questions have been accurately answered. 
 
 
 
Patient/Parent Signature:_______________________________________________________________  Date:_____________ 
 
 
In case of emergency, please notify:________________________________________________  Phone:__________________ 
 
 
Dentist Signature:____________________________________________________________________  Date:______________ 


