
UNITED DENTAL 

131 MERRIMACK ST, LOWELL, MA 01852 

978-788-9338 

Email: UnitedDentalMA@gmail.com  Website: www.UnitedDental.net 

MEDICAL AND DENTAL HISTORY 

 

First Name: _________________Last Name: _________________ Date of Birth: ____________________ 

            Social Security # __________________ 

Address: ____________________________ City _________________ State ________ Zip ____________ 

Home Phone (____)___________________ Cell (____)_______________ Email ____________________ 

Emergency Contact_____________________________________________________________________ 

            (Name, Phone, Email) 

Whom may we thank to referring you to us? ________________________________________________ 

    Are you having pain or discomfort at this time?      Yes No 

If yes, what type and where? _____________________________________________________________ 

_____________________________________________________________________________________ 

Medical Doctor’s Name (PCP): ____________________________________________________________ 

Address: ______________________________________________ Phone: (____)____________________ 

    Are you now taking any medication, drugs, pills or herbal?     Yes No 

            If yes, please list medications: _____________________________________________ 

    Are you allergic to or sensitive to any medication or substance?    Yes  No 

             If yes, please list: _______________________________________________________ 

    Have you ever been treated for gum disease?      Yes  No 

    Are you considered with bad breath, snoring or sleep apnea, grinding or clenching your teeth?  Yes  No 

    Do you wear a night guard?        Yes  No 

    Would like a whiter smile?        Yes  No 

    Would like a straiten teeth?        Yes  No 

    Do you use tobacco products (smoke or chew tobacco)?     Yes  No 

            Are your teeth sensitive to the following:  Sweet Cold Heat Pressure      Nothing 

 



Please indicate which of the following you have had or have at present. Check “Yes” or “No” for each item 

Heart (Surgery, Disease, Attack) Yes  No Kidney Trouble  Yes No Venereal Disease          Yes No 

Chest Pain   Yes No Ulcers   Yes No Aids/HIV Position         Yes No 

Congenital Heart Disease  Yes No Diabetes   Yes No Cold Sores/Fever Blisters        Yes No 

Heart Murmur   Yes No Thyroid Problems  Yes No Blood Transfusion         Yes No 

High/Low Blood Pressure  Yes No Glaucoma  Yes No Hemophilia         Yes No 

Mitra Valve Prolapse  Yes No Contact Lenses  Yes No Sickle Cell Disease         Yes No 

Artificial Heart Valve/Pacemaker Yes No Emphysema  Yes No Bruise Easily         Yes No 

Rheumatic Fever   Yes No Chronic Cough  Yes No Liver Disease/Yellow Jaundice      Yes No 

Arthritis/Rheumatism  Yes No Tuberculosis  Yes No Neurological Disorders        Yes No 

Cortisone Medicine   Yes No Asthma   Yes No Epilepsy/Seizures         Yes No 

Swollen Ankles   Yes No Hay Fever/Allergy/Hives Yes No Fainting or Dizzy Spells        Yes No 

Stroke    Yes No Latex Sensitivity  Yes No Nervous Anxious         Yes No 

Diet (Special/Restricted)  Yes No Sinus Trouble  Yes No Psychiatric/Psychological Care      Yes No 

Artificial Joints (Hip, Knee, etc.) Yes No Radiation Therapy  Yes No TMJ          Yes No 

Chemotherapy   Yes No Tumors   Yes No Hepatitis A, B, C         Yes No 

Do you have or have you had any disease, or condition not listed?    Yes No 

If yes, please list: ___________________________________________________________ 

Do you take pre-medication for any condition?      Yes No 

If yes, please specify: ________________________________________________________ 

Have you had any other serious illnesses, hospitalizations and/or accidents?   Yes No 

If yes, please specify: ________________________________________________________ 

For Women Only: 

Are you pregnant? Yes No  If yes, what month? _____________________ 

Are you nursing?  Yes  No 

Are you taking birth control pills?        Yes No 

• I authorize the dentist to perform diagnostic procedures and treatment as maybe necessary for proper dental care. 

• I authorize the release of any information concerning my (or my dependent’s) healthcare, advice and treatment to another 

dentist. 

• I have accurately advised my dental care provider of my current health status and any dietary or herbal supplements, 

medications, and/or drugs I am taking in the last week. 

Patient’s Signature: ____________________________________________________ Date: ___________________  

Dentist Signature:    ____________________________________________________ Date: ___________________ 



 



 



 


