
         T H E  D E N T A L  O F F I C E         D R .  M A R K  F.  S A N TA N A  |   D R .  N I C K  B A R B O N

                 
   CONFIDENTIAL MEDICAL HISTORY                                   

CONFIDENTIAL MEDICAL HISTORY FOR:_____________________________________                                                                                   first name             middle initial           last name

Why such a detailed medical history? Remember the old “Your foot bone connected to you ankle bone, your ankle bone connected to 
your etc...” Well, we know now that everything medical about us seems to be connected or linked in some way. 
A detailed medical history helps to keep you and everyone connected to you safe and assists in giving you the best dental 
care possible. Do not worry about telling us about any aspect of your medical history, no matter how remote it may seem to be 
connected to your teeth or mouth. All information is held in the strictest of confidentiality. This form gets scanned into your secure 
dental record then is destroyed.

List All Your Doctorʼs Names:_______________________________________________

Which Pharmacy do you use:______________________________________________

Do you have any illnesses, diseases, conditions or disorders?(circle)   YES   NO

If YES, List or circle from list on the other side of this page. _____________________________

_______________________________________________________________________

List all MEDICATIONS you take or better yet, give us your DRUG CARD to copy. 

_______________________________________________________________________

_______________________________________________________________________

Do you SMOKE? (circle) YES   NO 

Do you take any blood thinners? (circle) YES   NO    (circle which ones or add others)     
     DAILY ASPIRIN               PLAVIX              TICLID               COUMADIN               AGRINOX         
     MORE THAN 3 ALCOHOLIC DRINKS/DAY             OTHERS?  ____________________________________________

Do you take medications for: (circle)
     BLOOD PRESSURE           HEART          DIABETES(SUGAR)         OSTEOPOROSIS             CANCER

     SEIZURES / EPILEPSY       IMMUNE SUPPRESSION(eg. prednisone)              INFLAMMATION

Do you have any ARTIFICIAL PARTS: eg. heart valves, joint replacements: hips, knees etc.    
LIST The parts and the year the surgery was performed: 

_______________________________________________________________________

Do you have any ALLERGIES? (circle)      YES     NO    If YES, please list: 

_____________________________________________________________________

_____________________________________________________________________



CHECKLIST OF CONDITIONS, ILLNESSES AND DISEASES

Please add any other conditions, illnesses or diseases not listed above or add 
any notes you may feel are relevant to your medical history in the space below:

Date:______________________                               Signature:____________________________


