Time 3:36 AM MB Dental Solutions Date 12/18/2025
MB Dental Health History Form 2026
Patient Name: Birth Date: Date Created:

Your complete oral health is our main concern. Communication is key to helping us give you a happy, healthy smile. Because of this, we ask that you complete this form in its entirety.

Are you under the care of a physician? If yes, what is the ) Yes ) No If yes
date of your most recent physical examination? - N

Have you ever been hospitalized forillness orinjury? ¥yes, ™ ves ) No If ves i
please specify: = =

Are you allergic to any of the following?

[ Aspirin Sulfa Iodine [ Fruit

O Penicillin Local Anesthetic B Metals (nickel, gold, silver) l'MiIk

C Erythromycin [ lFIunricIE | Latex I _'Red Dye
[ Tetracydine ] Chlarhexidine {CHX) [ONuts

Do you have, or have you ever had:

Heart problems in the last 6 months (hYes ()Mo |Cardiacstentinthelast 6 months (iYes (1Mo [History ofinfective Endocarditis yes (O Ne
Artificial heart valve, repaired defect ("hYes (hMo |Pacemaker orimplantable defibrillator )¥es (yNo |Orthopedicsofttissue implant ()Yes ()Mo
Heart murmur, rheumatic or scarlet fever  (7) Yes (T)No  |Highblood pressure ()Yes ()Mo |LowEBlood Pressure (i Yes () No
Stroke {taking blood thinners) (i ¥es ()Mo |Anemiaorotherblood disorder {JYes ()Mo |Prolongedbleedingduetoaslightcut O Yes () No
Pneumania/Emphysema//Sarmidosis (i ¥es (Mo |Chronicearinfections orTuberculosis (Ti¥es (Mo |Measles orChicken Pox CiYes (Mo
Breathing problems {e.g. asthma) ()¥es (Mo |Sleepproblems{e.g.sleepapnea) (CiYes (Mo [Kidney disease )Yes (iNo
Liver disease orjaundice (JYes (JMo |Vertigo{e.g.theroomis spinning) (iYes ()Mo |Thyroid/Parathyroid Disease ChYes (T No
Hormone deficiency orimbalance (i¥es () No |Highcholesterolortakingstatindugs (O Yes (O No  |Diabetes ) Yes (3 No
Stomach or duodenal ulcer () ¥es ()Mo |Digestiveoreating disorder ()Yes (1Mo |Osteoporosis/Osteopenia )Yes () MNo
Evertaken meds containing biphosphonate: () Yes (T)Mo | Arthritis orgout ) ¥es ((yNo |Autoimmune disease ()Yes ()Mo
Contactlenses (O Yes ()Mo [Heador neckinjuries ) Yes (D) Ne

Glaucoma (iYes (INo

) ) Neurologic disorders (i.e.Alzheimers) (JYes ()No |Viralinfections and cold sores (OhYes (ChNo
Eplilepsy, convulsions (sezures) (Yes (I Mo

: = Hives, skin rash, hay fever (¥es ((yNo |STI/STD/HPY ) Yes (Mo
Lumps or swelling inthe mouth (hY¥es (I No

; : Hepatitis Borc (CiYes (1Mo [|HIV/AIDS i)Yes (iNo
Hepatitis A () Yes ()Mo

g ) Radiation therapy (T)Yes ()Mo |Chemotherapy,immunosuppresivemeds () Yes (7)Mo
Tumor, abnormal growth (h¥es ()Mo

- B Alcoholfrecreational drug use (JYes (Mo
Concentration problems or ADD/ADHD (i¥es ()Mo

Are you:

Presently being treated for any illness hves () No Aware of achangein health in thelast 24 hours () Yes () No
Taking medication forweight management OYes O No Taking dietary supplements Dyes ) No
Often exhausted orfatigued (Yes ()Mo Experiencing frequentheadaches (hYes () MNo
& smoker or smokad previously Cives OhNo Considered atouchy/sensitive person ()¥es ) No
Often unhappy or depressed (JYes () No Taking birth control pills (iYes ) No
Currently pregnant or trying (i¥es ()Mo Diagnosed with a prostate disorder Ties ()Mo
Experiencing chronic pain ) Yes () No

Describe any current medical treatment, impending surgery, genetic/development delay, or other treatment that may possibly affect your dental treatment (i.e. Botox, Collagen Injections)

List all medications, supplements, vitamins, and/or probictics taken within the last two years, and their purpose:



