
 

Mint Springs Dentistry Health History 

 

Today’s Date:__________________ 

Patient Name: _________________________________________________   Preferred Name:______________ 

Gender:______  Status:  Married   Single   Child   Other__________   DOB:___________________     

SSN#:__________________ Last Dental Visit and Where (if not here):_______________________________ 

Home:________________ Work:________________Cell:________________ Email:____________________ 

Address:__________________________________________________________________________________ 

 

Whom may we thank for referring you to our practice?  Radio    Facebook    Newspaper    Google     

Mint Springs Patient:_______________________      Other:________________________ 

 

How would you rate your overall health? Excellent  Good  Fair  Poor    Primary Care Physician:_____________ 

Do you take Antibiotic pre-medication for your dental appointments? ____________ Reason:_______________ 

What is the name of your Preferred Pharmacy? ___________________________________________________ 

Have you had an allergic reaction to any of the following?  

 Aspirin  

 Codeine  

 Erythromycin  

 Penicillin  

 Sulfa  

 Anesthetic  

 Nitrous Oxide  

 Latex  

 Other:_______

 

Do you smoke? Current    or     Past  Do you use E-Cigarettes or Vape? Current   or   Past  

Are you satisfied with the appearance and color of your teeth?_______________________________________ 

Have you ever been told you have sleep apnea? ___________________________________________________ 

Females: Are you taking Birth Control or Hormone Supplements?____________________________________________ 

  Are you or could you be pregnant? ________ How far along? _____________ Are you nursing? _________ 

 

Have you had or are you currently having any of the following:

 Dental Fears or 

Anxiety 

 Gum Disease 

 Extractions 

 Fillings, Crowns, or 

other treatment 

 Tooth Sensitivity 

 Jaw Trauma 

 Orthodontic Treatment 

 Root Canal Treatment 

 Jaw Pain or Muscle 

Pain 

 Grinding or Clenching 

 Snoring  

 



Have you, or do you currently have any of the following health conditions or treatments? 

 Addiction 

 Allergies 

 Anemia 

 Blood Disease 

 Arthritis or RA 

 Artificial Joints 

 Artificial Valves 

 Asthma 

 Bladder Problems 

 Cancer or Tumor 

 Canker Sores 

 Cold Sores 

 Chest Pain 

 Chemotherapy 

 Cosmetic Surgery 

 Diabetes 
Avg. Blood Sugar:_______ 

Last A1C: ___________ 

 Eating Disorder 

 Epilepsy or Seizures 

 Excessive Bleeding 

 Eye Conditions/Surgeries 

 Glaucoma 

 Fainting or Dizziness 

 Frequent Headaches 

 Head Injury 

 Heart Disease 

 Angina 

 Heart Murmur 

 Heart Defect 

 Hepatitis 

 High Blood Pressure 

 Low Blood Pressure 

 High Cholesterol 

 HIV/AIDS 

 Jaundice 

 Liver Disease 

 Kidney Disease 

 Migraines 

 Neurologic Condition 

 Nerve Condition 

 Osteoporosis 

 Pacemaker 

 Psychiatric Condition 

 Radiation Treatment 

 Respiratory Condition 

 Rheumatic Fever 

 Shortness of Breath 

 Sinus Problems 

 Skin Disease 

 Stomach Condition 

 Stroke 

 Thyroid Condition 

 Transplant 

 Tuberculosis 

 Ulcers 

 Venereal Disease

 

Are you being treated for any illnesses not listed here? Please Explain. 

__________________________________________________________________________________________ 

Have you ever been hospitalized due to illness or injury? Please Explain: 

__________________________________________________________________________________________ 

Please describe any current medical treatment, impending surgeries or anything else that might affect your 

dental treatment: ____________________________________________________________________________ 

If any conditions need further clarification please explain below: 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

List all medications, supplements and/or vitamins taken within the last year. If you have a list, we are happy 

to make a copy. ____________________________________________________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

I confirm that all of the information provided is correct and complete. I understand that it is my responsibility to inform 

the office of any changes in my health as soon as possible. I acknowledge and understand that the practice of Dentistry 

involves treating the whole person. If the dentist determines that there may be a potentially medically-compromised 

situation, medical consultation may be required prior to commencement of dental treatment, in which case, the dentist 

has my permission to contact my doctor listed above. 

 

Signature_________________________________________________________________________________   

Date:_____________________________             Relationship to Patient:________________________ 


