                               NEW ENGLAND DENTAL SPECIALISTS

                           MEDICAL HISTORY – SYSTEM-BASED HEALTH ASSESSMENT
                                                        GENERAL MEDICAL INFORMATION
 
Full Name __________________________________________________                Date :____________________________
Have you ever been hospitalized? ☐ Yes ☐ No    Details: __________________________________________
Are you currently under the care of a physician? ☐ Yes ☐ No    Details: _________________________
Physician Name / Specialty / Phone:
______________________________________________________________
______________________________________________________________

CLINICAL ALERTS
☐ Blood thinner
☐ Bisphosphonate / Prolia / Reclast
☐ Smoker
☐ Diabetes uncontrolled
☐ Transplant / immunocompromised
☐ Pregnancy

ANTIBIOTIC PROPHYLAXIS
Requires premedication? ☐ Yes ☐ No
Medical condition: _______________________________________
Physician: _________________________________________________
☐ Clearance required prior to treatment

CARDIOVASCULAR
Heart attack (MI): ☐ Yes ☐ No    Details: ______________________________
Angina: ☐ Yes ☐ No    Details: __________________________________________
Stents: ☐ Yes ☐ No    Details: ___________________________________________
Bypass: ☐ Yes ☐ No    Details: __________________________________________
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CARDIOVASCULAR

Artificial heart valve: ☐ Yes ☐ No    Details: __________________________________
Pacemaker: ☐ Yes ☐ No    Details: _____________________________________________
Valve disease: ☐ Yes ☐ No    Details: __________________________________________
Endocarditis: ☐ Yes ☐ No    Details: __________________________________________
Hypertension: ☐ Yes ☐ No    Details: __________________________________________
Chest pain: ☐ Yes ☐ No    Details: ______________________________________________
Shortness of breath: ☐ Yes ☐ No    Details: ____________________________________

HEMATOLOGIC
Anemia: ☐ Yes ☐ No    Details: ____________________________________________________
Bleeding disorder: ☐ Yes ☐ No    Details: ________________________________________
Excessive bleeding: ☐ Yes ☐ No    Details: _______________________________________
Blood transfusion: ☐ Yes ☐ No    Details: _________________________________________
Sickle cell disease: ☐ Yes ☐ No    Details: _________________________________________

ENDOCRINE / METABOLIC
Hyperlipidemia / High cholesterol: ☐ Yes ☐ No    Details: ________________________
Diabetes: ☐ Yes ☐ No    Details: _____________________________________________________
Thyroid disease: ☐ Yes ☐ No    Details: _____________________________________________
Osteoporosis: ☐ Yes ☐ No    Details: _________________________________________________
Birth control / hormonal therapy: ☐ Yes ☐ No    Details: _________________________

RESPIRATORY / ENT
Asthma: ☐ Yes ☐ No    Details: _________________________________________
COPD: ☐ Yes ☐ No    Details: ____________________________________________
Emphysema: ☐ Yes ☐ No    Details: _____________________________________
Tuberculosis: ☐ Yes ☐ No    Details: ____________________________________
Sinus trouble: ☐ Yes ☐ No    Details: ____________________________________
Sleep apnea: ☐ Yes ☐ No    Details: ______________________________________
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GASTROINTESTINAL
GERD / Acid reflux: ☐ Yes ☐ No    Details: __________________________________________
Crohn’s disease: ☐ Yes ☐ No    Details: ______________________________________________
Ulcerative colitis / IBD: ☐ Yes ☐ No    Details: ______________________________________
Liver disease / cirrhosis: ☐ Yes ☐ No    Details: _____________________________________

INFECTIOUS / ORAL
Hepatitis A: ☐ Yes ☐ No    Details: _________________________________________
Hepatitis B: ☐ Yes ☐ No    Details: __________________________________________
Hepatitis C: ☐ Yes ☐ No    Details: __________________________________________
HIV / AIDS: ☐ Yes ☐ No    Details: __________________________________________
Cold sores: ☐ Yes ☐ No    Details: ___________________________________________
Oral ulcers: ☐ Yes ☐ No    Details: ___________________________________________
Venereal disease: ☐ Yes ☐ No    Details: ____________________________________

RENAL
Kidney disease: ☐ Yes ☐ No    Details: __________________________________________
Dialysis: ☐ Yes ☐ No    Details: __________________________________________________

IMMUNE / ONCOLOGY
Cancer: ☐ Yes ☐ No    Details: __________________________________________________
Chemotherapy: ☐ Yes ☐ No    Details: __________________________________________
Radiation: ☐ Yes ☐ No    Details: ________________________________________________
Immunosuppression: ☐ Yes ☐ No    Details: ____________________________________
Steroid use: ☐ Yes ☐ No    Details: _______________________________________________
Autoimmune disease: ☐ Yes ☐ No    Details: ____________________________________
Growths / tumors: ☐ Yes ☐ No    Details: _________________________________________
Organ transplant: ☐ Yes ☐ No    Details: ___________________________________________
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NEUROLOGIC / PSYCHIATRIC
Stroke / TIA: ☐ Yes ☐ No    Details: ________________________________________________
Seizures / epilepsy: ☐ Yes ☐ No    Details: _________________________________________
Fainting: ☐ Yes ☐ No    Details: ______________________________________________________
Depression: ☐ Yes ☐ No    Details: ___________________________________________________
Anxiety: ☐ Yes ☐ No    Details: ________________________________________________________
Mental disorders: ☐ Yes ☐ No    Details: ______________________________________________
Psychiatric treatment: ☐ Yes ☐ No    Details: _________________________________________
Glaucoma: ☐ Yes ☐ No    Details: _______________________________________________________
General Trauma ☐ Yes   ☐ No   Details_________________________________________________

MUSCULOSKELETAL
Arthritis: ☐ Yes ☐ No    Details: _____________________________________________
Rheumatism: ☐ Yes ☐ No    Details: __________________________________________
Joint replacement: ☐ Yes ☐ No    Details: ____________________________________

ADDITIONAL MEDICAL CONDITIONS
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MEDICATIONS 
	Medications.       ☐ Yes                   ☐ No    
	Dose
	Reason

	1-
	
	

	2-
	
	

	3-
	
	

	4-
	
	

	5-
	
	

	6-
	
	

	7-
	
	

	8-
	
	

	9-
	
	

	10-
	
	

	
	
	

	
	
	

	
	
	

	☐ Additional meds: attach sheet  
	
	



ALLERGIES
______________________________________________________________
______________________________________________________________
______________________________________________________________
PEDIATRIC (If applicable)
Pediatrician/ Phone ____________________________________________
Sleep Apnea ☐ Yes ☐ No   Details ______________________________
Congenital Heart Disease ☐ Yes ☐ No   Details _______________
Hospitalizations ☐ Yes. ☐ No Details ____________________________
Special needs / developmental concerns: ________________________
Developmental Delay   ☐ Yes   ☐   No. Details   __________________
Autism ☐ Yes ☐ No Details ________________________________________
Seizure Disorder ☐ Yes. ☐ No   Details ____________________________
Behavior Management ☐   Yes   ☐ No Details _____________________
ADDITIONAL MEDICAL CONDITIONS



DENTAL & SURGICAL HISTORY
History of periodontal disease: __________________________________
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Previous implants / complications: _________________________
Bone graft history: ____________________________________________
Extraction complications: ____________________________________
Dental trauma: _________________________________________________
Infections / abscess: ___________________________________________
TMJ symptoms: ________________________________________________

SOCIAL HISTORY
Smoking: ☐ Never ☐ Former ☐ Current
Packs/day: ______    Years: ______
Alcohol: ☐ None ☐ Occasional ☐ Moderate ☐ Heavy
Recreational drug use: ☐ No ☐ Yes
Details: _________________________________________________________
Physician: __________________________ Phone: ___________________
Last physical exam: ____________________________________________

CERTIFICATION
I certify that the information provided above is complete and accurate to the best of my knowledge. I understand that withholding information may affect diagnosis and treatment.

Patient Name: ________________________________________________

Patient Signature: ____________________________________________

Date: ______________________

If minor:

Parent / Guardian Name: ______________________________________

Parent / Guardian Signature: __________________________________

Date :_________________________
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