
   

Dentist:                                            Date reviewed: _______________                                    BP/Pulse: _______________ 

MEDICAL INFORMATION  
Patient Name: ___________________________ 

Physician Name: ______________________________ City: ____________________ Phone: _______________ 
Date of most recent physical exam: _______________  Pharmacy: _________________________________ 

 

 
If any conditions/alerts selected above need further clarification or you have conditions not listed above, 
please describe below: 
__________________________________________________________________________________________ 

Covid-19 vaccinated:  YES     NO 
 
Current medications: ________________________________________________________________________ 

__________________________________________________________________________________________ 

Have you ever taken Bisphosphonates (Fosamax, Reclast, Boniva, Didronel, Actonel, Aclasta, Aredia, Atelvia, 
Skelid, Zometa)?   YES NO  If yes, please list medication_______________________________ 

Do you take antibiotic premedication for your dental visits?   YES   NO 
If yes, what medication and for what reason? _____________________________________________________ 

Patient/Guardian Signature: __________________________________________  Date: _____________  



   

Dentist:                                            Date reviewed: _______________                                    BP/Pulse: _______________ 

 

Patient Name: ___________________________ 

Previous Dentist name and reason for leaving: ____________________________________________________ 
 
Date of last dental cleaning: _________     Date of last xrays: _________      Brush: ____/day      Floss: ____/day 

Toothbrush: manual/electric  

 

 


