
 

13925 West Meeker Boulevard, Suite 1A ∙ Sun City West, AZ 85375 ∙ Phone: (623)584- 0733 ∙ Fax: (623) 584-1799 

MEDICAL HISTORY UPDATE 
 

Name: ______________________________________ DOB: _______/_______/________   Sex:      F          M 

Address: __________________________________________________________________________________ 

City: ______________________ State: ________ Zip: _____________ Phone: _(______) _______-_________ 

Email: ____________________________________________________________________________________ 

To receive text messages please text “TEXT ME” to elegantdentistryscw@gmail.com from your cell phone 

Emergency Contact: _________________________________________ Phone: _(______) _______-_________ 

Have you had any recent serious illnesses or operations?    YES    NO    If YES please describe: _________________ 

_________________________________________________________________________________________ 

Are you currently under a physicians care?    YES     NO    If YES, please describe: ______________________ 

__________________________________________________________________________________________ 

Preferred pharmacy __________________________ major crossroads _________________________________   

PLEASE CIRCLE IF YOU CURRENTLY HAVE ANY OF THE FOLLOWING: 

Artificial Heart Valves  AIDS/HIV Positive  Psychiatric Care  Dental Phobic 

Aspirin ________mg   Cardiac Transplant  Blood Thinners   Liver Disease     

High Blood Pressure   High Cholesterol  Tobacco Habit   Pace Maker  

Seizures or Fainting   Hard of Hearing  Hemophilia   Pregnant  

Congenital Heart Disease  Thyroid Disease  Dementia   Asthma 

Previous Infectious Endocarditis Kidney Disease  Cancer     Stroke  

Mitral Valve Prolapse with Regurgitation          Hepatitis:     A   B      C  MRSA   

Bone Replacement Meds - Date: ____________________________      Other: __________________________  

Artificial Joints: ____________________ Date: ___________________        Diabetes:     Type 1          Type 2  

Have your ever had an adverse reaction to a medical or dental procedure?   NO   YES 

If yes, please explain: ________________________________________________________________________ 

Is the patient currently taking any medications (INCLUDING OVER THE COUNTER & HEALTH FOOD 

SUPPLEMENTS?) Please list: ________________________________________________________________ 

_________________________________________________________________________________________ 

Does the patient have any drug allergies?    YES    NO   If YES, please describe: ________________________ 

__________________________________________________________________________________________ 

I have reviewed the information on this medical update and it is accurate to the best of my knowledge. I have 

read and understand the notice of practices. I understand that I am financially responsible for all charges 

whether paid or not by insurance. All patients are required to take full mouth series x-rays or FMX, 

every 3 to 5 years; depending their oral and medical health. Bitewing x-rays are required minimum once 

a year. A fee of $57/hour is charged to patients who miss or cancel more than 1 time in a calendar year 

without 24 hour notice. 
 

Signature: __________________________________________________ Date: ______/______/________ 


