
Welcome to Integrative Family Dentistry 
Medical/Dental History

! ! ! ! !
Patient Information

Full Name:________________________________________! Date of Birth:______________________

Age:_________!! Sex:! M______! F______

Address:________________________________________! City:_______________! State:________

Home Phone:____________________! Cell Phone:____________________

Email Address:__________________________________________________

Parent/Guardian Information

Full Name:________________________________________! Date of Birth:______________________

Age:_________!! Sex:! M______! F______! Relationship:______________________

Address:________________________________________! City:_______________! State:________

Home Phone:____________________! Cell Phone:____________________

Email Address:__________________________________________________

Insurance

Name of Insured:__________________________________! Date of Birth:______________________

Social Security Number:____________________________! Employer:________________________

Insurance Company:______________________________! Policy Number:____________________

Group Number:__________________________________! Phone Number:____________________

If you have additional dental insurance please notify our staff.

How did you select Integrative Family Dentistry?

____! Referral; Name:___________________________! ____! Office Appearance

____! Website!! ! ! ! ! ! ____! Dental Insurance

____! Dentist Referral! ! ! ! ! ! ____! Newspaper Ad

____! Other:___________________________________



Medical History

Physician Name:___________________________________

Practice Name:____________________________________! Phone Number:____________________

Does the patient have or has the patient ever had any of the following medical conditions:

Heart Defect! ! ____Yes! ____No!! Heart Surgery! ! ____Yes! ____No

Infective Endocarditis! ____Yes! ____No!! Prosthetic Joint/Pins! ____Yes! ____No

Hepatitis! ! ____Yes! ____No!! Tuberculosis! ! ____Yes! ____No

Surgeries! ! ____Yes! ____No!! Pregnant! ! ____Yes! ____No

Bleeding Disorder! ____Yes! ____No!! Anemia!! ! ____Yes! ____No

HIV/AIDS! ! ____Yes! ____No!! ADHD/ADD! ! ____Yes! ____No

Hospitalization! ! ____Yes! ____No!! Asthma!! ! ____Yes! ____No

Diabetes! ! ____Yes! ____No!! Epilepsy/Seizures! ____Yes! ____No

Handicapped! ! ____Yes! ____No!! Ulcers! ! ! ____Yes! ____No

Head Lice/Ringworm! ____Yes! ____No!! Mental Illness! ! ____Yes! ____No

Kidney Disease!! ____Yes! ____No!! STDs! ! ! ____Yes! ____No

Cancer! ! ! ____Yes! ____No!! Skin disorder! ! ____Yes! ____No

Allergies! ! ____Yes! ____No!! Other:___________! ____Yes! ____No

If you answered "yes#, please explain:________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

List of medications:______________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Do you bleed for a long time when you cut yourself?! ! ! ! ____Yes! ____No

Do you severe of frequent headaches?! ! ! ! ! ! ____Yes! ____No

Do you have sinus trouble?! ! ! ! ! ! ! ____Yes! ____No

Do you have painful or swollen joints?! ! ! ! ! ! ____Yes! ____No



Are you using any recreational drugs (i.e. marijuana, cocaine, or meth)?! ! ____Yes! ____No

Would you consent to a blood test (at our expense) in case of a needlestick?!____Yes! ____No

Dental History

When was the last time you visited the dentist?! ! When______________! Where______________

When was the last time you got your teeth cleaned?! When______________! Where______________

Do you usually see a dentist every six months?! ! ! ! ! ____Yes! ____No

Have you ever had to take antibiotics before dental treatment?! ! ! ____Yes! ____No

May we take dental x-rays if they are needed?! ! ! ! ! ____Yes! ____No

Do you have fluoride in your drinking water?! ! ! ! ! ____Yes! ____No

Do you take a fluoride supplement?! ! ! ! ! ! ____Yes! ____No

Do floss regularly?! ! ! ! ! ! ! ! ____Yes! ____No

What kind of toothbrush do you use?! ! ! ____Hard! ____Medium! _____Soft

I have read and understand the above questions.  I have answered all of the questions truthfully and to the 
best of my ability and knowledge.

Signature_________________________________________________________Date_________________
! ! ! ! Patient or Guardian

Relationship___________________________________________________________________________


