
 

MEDICAL HISTORY

If you are completing this
form for someone other than
yourself please check the
box

Your physician's name
-

Physician's phone number
-

If you have multiple
physicians and would like to
list them separately please
check the box

Approximate date of most recent
physical examination
-

Have you ever been told you need to
Pre-Medicate before dental
appointments?
-

What is your normal blood pressure
(systolic, diastolic)?
-

Height and weight is requested for determining drug dosages.

Approximate height
-

Approximate weight
-

If treated in a hospital or emergency
room within the past two years please
describe (Leave Blank if None)
-

Please list any conditions or illnesses
for which you are currently being
treated (Leave Blank if None)
-

Please check each box for any history of conditions or experiences you have or have had.
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ADHD/ADD Adrenal gland disorder Anemia
Arthritis (ex. osteo,

rheumatoid, lupus,
fibromyalgia)

Asthma Autism spectrum disorder Auto-immune disease Bleeding disorder

Blood pressure problems Brain/nerve disorder (ex.
MR, Alzh, MS, CP) Cancer Cold sores, oral herpes or

shingles

Covid-19 Diabetes Disability (from birth or
acquired since birth)

Ear problems (ex.
infection, hearing
impairment)

Eating or feeding disorder Genetic disorder Head injury Heart - chest pain/angina
Heart - birth defect

(congenital heart problem) Heart - clogged arteries Heart - congestive heart
failure

Heart - defibrillator
implanted

Heart - enlarged heart
(cardiomegaly)

Heart - endocarditis
(infection) Heart - heart attack Heart - heart murmur

Heart - irregular heart beat
(arrhythmia)

Heart - pacemaker
implanted

Heart - transplant and then
valve problems

Heart - valve problem (ex.
Mitral valve prolapse)

Heart - surgically
corrected heart (ex. STENT,
bypass)

Heart - uncertain of type of
problem

Heart - weak heart
(cardiomyopathy)

Heart - rheumatic heart
disease

Hepatitis/liver problems HIV/AIDS Hormone problem (ex.
menstrual, sex, puberty)

Joint replacement with a
prosthesis

Kidney/bladder disorder Lung (ex. emphysema,
cystic fibrosis, transplant) Osteoporosis Psychiatric/behavioral

problems
Sexually transmitted

disease Seizure disorder (epilepsy) Sinus problems (chronic) Sleep apnea

Stomach/gastrointestinal
disorder Stroke/TIA Transplant - organ or stem

cell Tuberculosis

Thyroid gland disorder Vision problems (ex.
blindness, Glaucoma)

If there are other conditions we should
be aware of please describe (Leave
Blank if None)
-

If you have a condition that could be
spread by coughing please describe
(Leave Blank if None)
-

Allergy to medication or other sensitivities

Allergy to Medication(s) Penicillin allergy Dental restorative
materials allergy Food allergies

Latex allergy Seasonal or environmental
allergies Allergy to metals/jewelry

• Surgery history - please list surgeries
including approximate dates (type
none if no surgery history)
-

Controlled substances - please select if applicable

Alcohol Drugs Tobacco

For children

Are immunizations up to date?
-

For women

Are you pregnant or think
you may be pregnant?

Are you taking birth control pills?
-

Are you nursing?
-

• Preferred pharmacy name
-
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Telephone number
-

If you take prescribed medications
mention below
-

If you take herbals/other remedies
mention below
-

For medications not mentioned above,
type the name here
-

Please list vitamins taken on a regular
basis
-

Do you take Coumadin
(warfarin)?

Do you take any of these anticoagulants?
Aspirin Plavix Eliquis Xarelto
Pradaxa Brilanta

Do you take a steroid
medication?

Do you take immunosuppressive
medication? (drugs which suppress
the immune system)
-

Have you taken Bisphosphonates for
osteoporosis, or Paget's disease, or as
chemotherapy for another disease?
-

I understand this is an elective procedure and I hereby voluntarily consent to treatment with botulinum toxin injections 
for facial dynamic wrinkles. TMJ dysfunction, bruxism and types of orofacial pain including headaches and migraines. 
The procedure has been fully explained to me. I also understand that any treatment performed is between me and 
the doctor/healthcare provider who is treating me and I will direct all post- operative questions or concerns to the 
treating clinician. I have read the above and understand it. My questions have been answered satisfactorily. I accept 
the risks and complications of the procedure and I understand that no guarantees are implied as to the outcome of 
the procedure. I also certify that if I have any changes in my medical history I will notify the doctor/healthcare 
professional who treated me immediately. I also state that I read and write in English.

Signature (ESign)

Date :

Last Dental Visit?
-

Have you ever been told you need a
"Deep Cleaning" or that you have
"Periodontal Disease""
-

Do you have any dental concerns?
-

Concerns
-

Do you like the appearance of your
smile?
-

Do you like the color of your smile?
-

Have you had Orthodontics in the
past?
-

Are you interested in straighten your
teeth? (Clear Aligners)
-

Patient First Name
-

Patient Last Name
-
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