
 
 

 

Name: ________________________________ Date of Birth:____/____/______  

Address:_______________________ City:___________ State:_____ Zip______  

Best Contact Number: (____)_____-________ Type:  Cell     Work          Home  

Secondary Number: (_____)_____-________ Type:    Cell     Work         Home  

Email Address:__________________________________  

Occupation:____________________________________  

Circle One: Married     Single      Divorced     Separated     Widowed  

Referred by:_____________________________   

Emergency Contact (Name, Number and Relationship): 

________________________________________________________________ 

Medical History  
Primary Physician:_______________________ Phone:(_____)_____-________  

Primary Dentist:_________________________ Phone:(_____)_____-________  

Are you presently under a Sh\ViciaQ¶V care?    YES     NO  

Date of last physical? Month:________ Year:________  

Have you been hospitalized or have a history of serious illness?    YES       NO  

If YES, what for?:_________________________________________________ 

Please describe any current medical treatment, impending surgery, pregnancies 

or other information the doctor should be aware of: 

________________________________________________________________  

Have you been advised to take antibiotics or other medication PRIOR to dental 

care?  YES    NO  

If YES: Medication_______________Reason:____________  

Have you ever taken medication for Osteoporosis?  YES    NO     

 Medication:______________ Dosage:____________ Frequency:____________ 

Do you have any allergies? (i.e. Latex, Amoxicillin, Novocaine, ECT.)  

If so, please list:___________________________________________________ 

IV WheUe aQ\WhiQg \RX¶d Oike XV WR kQRZ iPPediaWeO\ abRXW \RXU cXUUeQW PedicaO RU 

physical condition?_________________________________________________ 



 

Please list or attach your current medications (over the counter, prescribed and 

any vitamins) and the reason for taking the medication/vitamin.  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

 
 

 
 
 

  



Please circle correct response for the following medical history questions: 
Y= YES, N=NO or U=UNSURE 

 

Do you consider yourself 
cavity prone? 
 
 

   
   Y      N       U 

Do you have any missing teeth 
other than wisdom teeth? 

 

Y      N       U 

Do you consume sugary 
foods or beverages on a 
regular basis? 

 

  Y      N       U 
Do you ever experience 
discomfort when chewing? 

 

Y      N       U 

Do you consume any citrus 
flavored beverages or fruits? 

 

  Y      N       U 
Do your jaw joints click, pop or 
make grinding sounds? 

 

Y      N       U 

Does your mouth feel dry?  

  Y      N       U 
Do you experience frequent 
headaches or jaw/facial pain? 
 

 

Y      N       U 

Do you have heartburn or 
acid reflux? 

 

  Y      N       U 
Do your joints ever get stuck or 
locked? 

 

Y      N       U 

Have you been told you have 
gingivitis or gum disease in 
the past? 

 

 Y      N       U 

Have you ever been treated for a 
jaw joint problem? 

 

Y      N       U 

Do your gums ever bleed 
when you brush or floss? 

 

Y      N       U 
If so, by what methods:  

Do you have gum recession 
or exposed root surfaces? 
 

 

Y      N       U 
Do you wear any removable 
prosthetics, dentures or partials? 

 

Y      N       U 

Do you have any loose teeth, 
Drifting teeth or areas that 
collect food when you eat? 
 

 

Y      N       U 
If so, are they comfortable and 
well fitting? 

 

Y      N       U 

Do you smoke, vape or chew 
tobacco? 

 

Y      N       U 
Do you use adhesive?  

Y      N       U 

Do you have any persistent 
sore spots in your mouth or 
lumps/bumps in your head or 
neck? 
 

 

Y      N       U 
Do you wish you felt better cared 
for or more trusting of your 
medical team? 
 

 

Y      N       U 

Do you feel as if you have a 
lump in your throat? 
 

 

Y      N       U 
Do you seek annual preventive 
services? 

 

Y      N       U 

Recognizing that HPV 
infection is the single biggest 
risk factor for oral/pharyngeal 
cancer, would you like to be 
tested for HPV? 

 

Y      N       U 
Are you currently being treated for 
high blood pressure or 
cardiovascular disease? 
 

 

Y      N       U 

Have you had any heart 
valves replaced? 
 
 

   
   Y      N       U 

Are you currently undergoing 
cancer treatment? 
 

 

Y      N       U 



 
If this is an update to your current medical history or medications please initial 

and date on the updated line below: 
 

***Updated _______________***Updated_________________ ***Updated_______________ 
 
Signature: _________________________ TRda\¶s Date: _______________ 
 
 
Staff Name: ________________________ TRda\¶s Date: ______________ 

**ADMIN ONLY** ƑDUiYeU¶V LiceQVe   ƑIQVXUaQce CaUd   ƑMedicaWiRQ LiVW 

Do you have a history of heart 
attack, stroke, bypass surgery 
or stints? 

 

  Y      N       U 
Do you have any known risk 
factors for a specific cancer? 

 

Y      N       U 

Do you experience shortness 
of breath or chest pain? 
 

 

  Y      N       U 
Are you aware of any chronic 
inflammatory conditions such as 
irritable bowel syndrome, 
fibromyalgia, arthritis, chronic 
fatigue syndrome, insulin 
resistance, or periodontal/gum 
disease? 

 

Y      N       U 

Do you have a family history 
of heart disease? 
 

 

  Y      N       U 
If yes, please list: 
 
 
 
 

 

 

Do you take anti-cholesterol 
medicine? 
 

 

  Y      N       U 
Have you ever tested positive for 
hepatitis, HIV+, AIDS or any STD? 

 

Y      N       U 

Have you ever been 
diagnosed or treated for high 
blood pressure? 
 

 

 Y      N       U 

If so, what?  

 

If so, is it currently controlled?  

Y      N       U 
To your knowledge, are you 
currently pregnant? 

 
Y      N       U 

Do you currently take blood 
pressure medicine? 
 

 

Y      N       U 
Do you have Type 1 or Type 2 
Diabetes? 

 

Y      N       U 

Do you monitor your own 
blood pressure? 
 

 

Y      N       U 
Do you have excessive bleeding?  

Y      N       U 



 



 

 



221 SW 155th St 
Burien, WA 98166 

206-242-6660 
office@petriniprosthodontics.com 

Dr. John J Petrini, DDS, MS, FACP 
 
 
 
In preparation for our time together, we have enclosed the following questions 
that may help you identify items of discussion for your initial visit. 
 
What do you hope to accomplish from your first appointment with us? 
 
 
 
 
Please think about your previous dental experiences. What positive experiences would you like 
to find in our practice? 
 
 
 
What experiences would you like to avoid? 
 
 
 
 
WhaW aUe Whe main iVVXeV oU challengeV \oX¶d like XV Wo help \oX ZiWh? 
 
 
 
 
 
What are the time, financial or other conVideUaWionV \oX¶d like XV Wo XndeUVWand? 
 
 
 
What else would you like us to know in order to help you most effectively? 

Thank you for taking the time to help us assist you with your exam today. We look forward to 
meeting you and giving you exceptional patient care. 
 
 

Dr. Petrini is a Fellow of the American College of Prosthodontists 

Website: www.petriniprosthodontics.com 

 

Admin only: Patient Name____________ Date____________ 
 


