Family Dentistry

6118 McClellan Blvd.

Anniston, AL 36206






Health History Information

Patient's Name:



  Date:                      Date of Birth:
____________            


1) What is the name of your Primary Care Medical Doctor?


2) Are you currently under the care of a physician for any condition?   YES   NO

    If yes, please explain









3)Do you have a history of any of the following? (circle any that apply)

 
High Blood Pressure       Diabetes           Heart Attack/ Stroke: Date__________
            Asthma                            Seizures           HIV or AIDS    

Hepatitis                         Bleeding Problems    


       4)Have you been hospitalized or had any surgical procedures in the past 10 years? 


    If yes, please explain









5)  Do you have any allergies to Latex or any medication such as Penicillin? YES  NO

     
      if so please list _____________________________

6)  Please list ALL medications that you are currently taking? (or provide a list of                                                                                                                     medications)  

   
______________________________________________________________

      ______________________________________________________________


7) Are you currently pregnant or think that you may be pregnant?    YES      NO


8) Have you lost more than 10 lbs in the last 6 months?     YES     NO


9) Do you smoke or use smokeless tobacco?    YES      NO


10) Have you had any head/neck radiation in the past 10 years?       YES       NO


11) Do you have dry mouth?      YES        NO

