
Health History Form 

Patient's Name 
----------------

Date of Birth___/_ __ __,/ ___ _ 

Gender: ---------- Height: ___ _ Weight: ___ _ 

Your medb,I,,,.,,,, lmportont ea,,,. fNulHWnf )'OCI wlll tef:teM • .,,,.,.,.,,., It ls lmpormnt that,.,., mpond.., Ndl qw,tbt � 

and t:omplftelv. Pleou drde ,our respon,a. 

Please describe your current health: Excellent Good Fair Poor 

Please describe the symptoms you are currently having today: ______________________ _ 

Have there been any changes In your general health in the past year? Yes No 

If yes, please describe: __________________________________ _ 

Are you now under a doctor's care for a particular problem at this time? Yes No 

lfyes,why? _______________ _ Date of last physical exam__) _ __,/ __ _ 

Have you ever been hospitalized or had a serious Illness? Yes No 

lfyes,why? ____________________________________ _ 
Have you ever had su11ery? Yes No 

If yes, when and what for? Date of surgery:,_ ____ _ Reason for surgery: ______ _ 

Date of su11ery:. _____ _ Reason for surpry:. ______ _ 

PATIENT MEDICAL HISTORY 

Do you have or have you ever had: 

Consanltal heart disease, cardiovascular disease (heart 
attactc, heart munnur, coronary artery disease, chest 
pain, hlah,' low blood pressure, stroke, lrre,ular 
heartbeat, heart su11ary, pacemaker)? 

Implants placed anywhere In the body (heart valve, 
pacemaker, hip, knee)? 

Kidney disease or kidney fallure, requlrlna dialysis? 

lhyrofd disease? 

Stomach ulcers or colitis? 

Cllcklng, poppin1, or pain within the Jaw Joint and/or 
dlfllculty openlna mouth? 

Frequent or recurrlna mouth sores? 

Glaucoma? 

Diabetes? 

Any cancer, radiation, or chemotherapy? Yes No 
Describe: 

Yes No Luna disease (asthma, emphysema, COPD, chronic 
cou1h, bronchitis, pneumonia, tuberculosis, 
shortness of breath, chest pain, severe cou,htns)? 

Yes No Bleedlns disorder, anemia, bleedlna tendenc.y, blood 
transfusion? Do you bruise easily? 

Yes No Liver disease 0aundlce, hepatitis A, B, or C)? 

Yes No Arthritis? 

Yes No Sf,nlflcant welaht loss or pin? 

Yes No 
Seizures, convulsions, epilepsy, fainting or dizziness? 

Yes No Sf nus or nasal problems? 

Yes No Sleep apnea? 

Yes No Osteoporosis or osteopenla? 

Date of your last treatment? 

DO you have any other disease, condition or problem not listed aboye that you think the doctor should know about? 

If yes, please explain: 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 
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