
 
Health History Update 

 
Patient Name: _____________________________________________ 

 
Have there been any changes to your medical history since your last dental visit? 
 
If so, please describe: 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
 
Are you taking any new medications? 
 
If so, please list names and dosages below: 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
 
 

Joint Replacement Yes No NA 
Have you had an orthopedic full joint replacement (Hip, Knee, Elbow, Finger)     

 
Therapeutic Drugs Yes No NA 

Are you taking or scheduled to begin taking any anti-resorptive medications 
(such as Fosamax, Actonel, Atelvia, Boniva, Reclast, ProLia) for osteoporosis 
or Paget’s Disease? 

   

Are you taking or scheduled to begin taking any anti-resprotive medications 
(such as Aredia, Zometa, XGEVA) for bone pain, hypercalcemia, or skeletal 
complications resulting from Paget’s disease, multiple myeloma, or 
metastatic cancer? 

   

 
Medical Conditions Yes No NA 

Artificial/Prosthetic Heart Valve    
Previous Infective Endocarditis    
Damaged Valves in Transplanted Heart    
Congenital Heart Disease (CHD)    
Unrepaired, Cyanotic CHD    
          Repaired (completely) in Last 6 months       
          Repaired CHD (with residual effects)    

 
Preferred Method of Contact for appointment  

reminders (please circle): 
 

Home        Work        Cell        Email 
 
 
Patient signature _________________________________ Date ________________ 
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