
         
        CONFIDENTIAL 
      HEALTH HISTORY                                  Today’s Date: ___/___/___ 

 
Name_______________________________________________________Social Security No._____________________________ 

Address_________________________________________________ City ________________State _________Zip____________  

Birthdate: ___/___/_____ Home phone (_____) ______________ Work Phone (____) ______________Cell Phone (____)________________  

If Patient is a minor, Parent’s name_____________________SSN#______________________Email________________________ 

Where are you employed? ______________________________________________Occupation___________________________ 

In case of emergency, whom should we contact? __________________________ Phone________________________________ 

Medical Physician’s name ________________________________________Phone (_____)_______________________________ 

Have you had any medical care withing the past two years?.......…………………………………………………………………………………..     Yes   No 

Describe_________________________________________________________________________________________________ 

Please list your current medications (name and dosage):__________________________________________________________ 

________________________________________________________________________________________________________ 

________________________________________________________________________________________________________ 

1. Have you ever taken bone loss prevention drugs such as Fosamax, Actonel, Boniva or other similar drugs?................................     Yes No 
2. Are you aware of having an allergic (or adverse) reaction to any substance or medication?..........................................................    Yes No 

If yes please specify ______________________________________________________________________________________________  
3. Have you been a patient in the hospital during the past five years?................................................................................................    Yes No 
4. Do you have or have you had any disease, condition, or problem not listed?..................................................................................   Yes No 

If yes please list _________________________________________________________________________________________________  
5. Are you addicted to, or, recovering from drugs or alcohol?....................................................................................................... ......    Yes No 
6. Women: Are you pregnant or think you could be pregnant? Yes _______Months     No   
7. Do you use birth control prescriptions?  Yes      No 
8. Have you lost or gained more than 10 pounds in the past year? …………………………………………………………………………………………………….  Yes   No 
9. Indicate which of the following you have had or have at present. Circle “yes” or “no” to each item. 

 

How often do you brush your teeth? ____________________________________ How often do you floss? _____________________________ 

 

 
 

 
 
 

PLEASE TURN OVER 
 

        Heart (surgery Disease or Attack..... Yes No Ulcers…....................................... Yes No Hepatitis       A       B      C    (circle)….... Yes No 
  Chest Pain….......................................... Yes No Diabetes…................................... Yes No A.I.D.S./H.I.V. Positive…....................... Yes No 

        Congenital Heart Disease…............... Yes No Thyroid Problems….................... Yes No Cold Sores/Fever Blisters….................. Yes No 
        Heart Murmur…................................... Yes No Emphysema................................ Yes No Bruise Easily ……….…............................ Yes No 
        High/Low Blood Pressure…................ Yes No Chronic Cough…......................... Yes No Liver Disease/Yellow Jaundice ............ Yes No 
        Mitral Valve Prolapse…..................... Yes No Asthma .................................... Yes No Neurological Disorders ....................... Yes No 
        Artificial Heart Valve/Pacemaker….. Yes No Hay Fever/Allergy/Hives............. Yes No Epilepsy or Seizures ............................ Yes No 
        Arthritis/Rheumatism …............................... Yes No Latex Sensitivity ......................... Yes No Fainting or Dizzy Spells …………............ Yes No 
        Cortisone Medicine …...................... Yes No Sinus Trouble ............................. Yes No Nervous/Anxious ………,…................... Yes No 
        Swollen Ankles ….............................. Yes No Radiation Therapy ………..…........ Yes No Psychiatric/ Psychological Care ........... Yes No 
        Stroke ………..................................... Yes No Chemotherapy …...................... Yes No Injectable Drugs …………....................... Yes No 
        Kidney Trouble? ........................... Yes No Cancer or Tumors ...................... Yes No Medical Marijuana.............................. Yes No 
        Smoke/Chew tobacco, vaping or  
        Use other tobacco products?........ 

Yes No    Artificial Joints (hip, knee, etc?) Yes No 
Date of surgery for joint replacement 
_______________________________ 

  

       
 

  

Matthew D. Freedman D.M.D. 
416 North Duke Street 
Lancaster, PA 17602 
(717) 392-8376 Office 

 

History Review 

 

Dentist Signature __________________________________________________________ Date ____/_____/______ 



Have you ever used or are currently using topical fluoride?      Yes    No 

What other dental aids do you use? (Waterpik, toothpick, etc.) ________________________________________________________________ 

Do you have any dental problems now?      Yes     No 

If yes, please describe ________________________________________________________________________________________________ 

 

HIPAA Office Information 
By signing this form, I acknowledge that I am aware that this office’s Notice of Privacy Practice is available to me at the front desk and my 
signature constitutes acknowledgement of such policy. I am free to ask any questions. 
 
Consent to Contact Consumer 
You agree, in order for us to service your account or to collect monies you may owe, Dr. Freedman and/or our agents may contact you by 
telephone at any number associated with your account, including wireless via number, text or email (if address was provided), which could 
result in charges to you. Methods of contact may include pre-recorded/artificial voice messages and/or automatic dialing device, as applicable. 
I/We have read this disclosure and agree that Dr. Freedman, employees, and/or agents may contact me/us as described above.  
 
Consent to Treatment 
To the best of my knowledge, all preceding answers are true and correct. If anything, ever changes, I will inform the Doctor at the next 
appointment. I am also aware that there are inherent risks in all dental procedures, including administration of anesthesia (Novocaine) and 
the use of Nitrous Oxide (if so indicated). I give the doctor and his/her staff permission to perform dental procedures on me or my dependent 
or guardian. I also understand that I am free to ask questions regarding the procedure or risks involved. 
 
Patient’s Signature ____________________________________________Witness ________________________Date______/_____/_______ 
 
If signing for a minor, your relationship to the minor ________________________________________________________________________ 
 
If someone else is filling this form out for the patient, your name ______________________________________________________________ 

 
 


