Medical Update Form 2021 
Date_____________    
Patient Name _________________________________ Date of birth__________________
Address ___________________________________________________
City _________________ State _____Zip Code __________ 
Home Phone _____________ Work Phone ______________ Cell Phone _____________

Email Address ___________________________________________________________
PREFERRED METHOD CONTACT:  Home   Office   Cell   Email   (circle one)
Emergency Contact: ____________________ Telephone No. _____________
Your Social Security#________- ________-_________
Dental Insurance:   Yes or No   If yes, what Company? _____________________________
Employer:_______________________ Group #_______________ID#_________________
Insurance company phone number:______________________________________________
Have there been any changes in your general health within the past year?          Yes     No

If yes, Please describe_________________________________________________________ 
Have you had any serious operations, accidents or illness?  Yes   No

If yes, please describe_________________________________________________________ ___________________________________________________________________________
What Medications are you taking? List all._______________________________________

___________________________________________________________________________
___________________________________________________________________________
Indicate which of the following you have had or have at present.  Circle YES or NO

Arthritis/Rheumatism                Yes   No
Heart Mitral Valve Prolapse
  Yes   No

Artificial Joints


 Yes   No
Heart Pacemaker

  Yes   No

Artificial Heart Valve   
 Yes   No
Hepatitis, Type ___

  Yes   No

Acid Reflux


 Yes   No
Kidney Disease

  Yes   No
Asthma


 
 Yes   No          Liver Disease


  Yes   No

AIDS/HIV                 
             Yes   No
Pregnant/Nursing

  Yes   No

Bad Breath/Bleeding gums
 Yes   No
Psychiatric Care

  Yes   No

Congenital Heart Disease
 Yes   No
Osteoporosis

               Yes   No

Cancer



 Yes   No 
Sjogrens Syndrome

  Yes   No  
C-Pap/Sleep Apnea

 Yes   No
Snore Problems

  Yes   No


Cold Sore/Fever blisters            Yes   No          Smoke/Chew Tobacco/Vape      Yes   No
Chemo/Radiation  

 Yes   No
Taking blood thinners?  
  Yes   No  
Diabetes

              Yes   No          Thyroid Disease

  Yes   No
Dementia/Alzheimers

 Yes   No
Pre-medicate for dental appts      Yes   No
Dry mouth


 Yes   No
Are you happy with your smile? Yes   No
Drug/Alcohol Abuse

 Yes   No
What would you change?_________________
Epilepsy/Seizures

 Yes   No
_____________________________________
Heart Murmur

              Yes   No 
Tooth pain or sensitivity?             Yes   No
High Blood Pressure
Yes   No          Where?______________________________
HPV                                            Yes  No

Other:______________________________________________________________________
List any food or medication allergy________________________________________________
I attest the Health history is true and accurate.

SIGNATURE:_______________________________________   

