
Yes          No
Yes          No
Yes          No
Yes          No
Yes          No
Yes          No
Yes          NoYes          No
Yes          No
Yes          No
Yes          No
Yes          No
Yes          No
Yes          No
Yes          NoYes          No
Yes          No
Yes          No
Yes          No
Yes          No
Yes          No
Yes          No
Yes          NoYes          No
Yes          No
Yes          No
Yes          No
Yes          No

Mitral valve prolapse
Pacemaker
Pain in jaw joint
Parathyroid disease
Pneumonia
Psychiatric care
Radiation treatmentRadiation treatment
Renal dialysis
Rheumatic fever
Rheumatism
Scarlet fever
Seizures
Shingles
Sickle cell diseaseSickle cell disease
Sinus trouble
Sleep apnea
Spina bifida
Stomach trouble
Stroke
Thyroid disease
TuberculosisTuberculosis
Tumors or growths
Ulcers
Venereal disease
COVID-19

Yes          No
Yes          No
Yes          No
Yes          No
Yes          No
Yes          No
Yes          NoYes          No
Yes          No
Yes          No
Yes          No
Yes          No
Yes          No
Yes          No
Yes          NoYes          No
Yes          No
Yes          No
Yes          No
Yes          No
Yes          No
Yes          No
Yes          NoYes          No
Yes          No
Yes          No
Yes          No
Yes          No

Excessive thirst
Fainting spells
Frequent headaches
Genital Herpes
Glaucoma
Heart attack
Heart diseaseHeart disease
Heart murmur
Heart surgery
Hemophilia
Hepatitis A
Hepatitis B
Hepatitis C
HerpesHerpes
High blood pressure
High cholesterol
Hypoglycemia
Irregular heart beat
Jaundice
Kidney problems
LeukemiaLeukemia
Liver disease
Low blood pressure
Lung disease
Organ Transplant

Yes          No
Yes          No
Yes          No
Yes          No
Yes          No
Yes          No
Yes          NoYes          No
Yes          No
Yes          No
Yes          No
Yes          No
Yes          No
Yes          No
Yes          NoYes          No
Yes          No
Yes          No
Yes          No
Yes          No
Yes          No
Yes          No
Yes          NoYes          No
Yes          No
Yes          No
Yes          No
Yes          No

AIDS/HIV+
Aizheimer’s
Anorexia
Angina
Artificial Heart Valve
Artificial joint
AsthmaAsthma
Blood disease
Blood transfusion
Bruise easily
Cancer
Candidiasis
Chemotherapy
CMV InfectionCMV Infection
Cold sores
Colitis
Congenital heart
Cortisone
Diabetes
Depression
Drug abuseDrug abuse
Emphysema
Epilepsy
Excessive bleeding
Osteoporosis

Tel: __________________________   Cell: __________________________   SSN: _________ / _________ / _________

Address: ____________________________________________________________________________________

Name: __________________________________________________     Date: ________ / ________ / ________
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Yes          No
Yes          No
Yes          No
Yes          No
Yes          No
Yes          No
Yes          NoYes          No

Yes          No
Yes          No
Yes          No
Yes          No
Yes          No
Yes          No
Yes          NoYes          No

If yes, please explain:
_____________________________________________
_____________________________________________
_____________________________________________

Have you ever had a serious illness not listed above?
Do you use tobacco?
Do you vape?
Do you drink alcohol?
Do you use controlled substances?
Have you ever given yourself an injection?
Are you taking any medications at this time?Are you taking any medications at this time?
If yes, please explain:
______________________________________________________________________________________________________________

Name of Medical Doctor: ____________________________________________  Date of last visit? ____________________________

Address: __________________________________________________________  Tel: ________________________________________

Yes          No
Yes          No

Yes          No
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Dental Provider Signature:

_________________________

_________________________

_________________________

_________________________

Patient | Parent Signature:

_________________________

_________________________

_________________________

_________________________

Changes to Health History:

_________________________________

_________________________________

_________________________________

_________________________________

Date:

___________________

___________________

___________________

___________________
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Please sign and date below to indicate that you have received a copy of this noce. Your signature 
simply acknowledges that you have received a copy of this noce. I, acknowledge that I have received 
from the John Wesley Health Center a copy of the Dental Materials Fact Sheet dated.

_____________________________________________________________________________________________
Paent’s Name (Last, Frist, Middle Inial)

______________________________________________           _________________________________________
Signature                                                                                    Date  

Dental &
Oral Health Care


