
Medical History

Physican’s Name:

Please list current medications:

Date of your last physical exam?

Do you pre-medication prior to dental appointments?

244 Adelia St.
Middletown, PA 17057

717-944-3311

Office@DRLAMDENTISTRY.com

Phone:

Yes No If Yes, Please Describe:

Do you have any allergies to medications? Yes No If Yes, Please Describe:
Have you been a patient in a hospital in the past five years? Yes No If Yes, Please Describe:

Have you ever had any surgeries? Yes No If Yes, Please Describe:

Have you had or do you have any of the following:

Heart (Surgery, Disease, Attack) Substance Abuse NoYesNoYes

Heart Pacemaker/ Defibrillator Ulcers NoYesNoYes
High Blood Pressure Thyroid Problems NoYesNoYes

Artificial Heart Valve Tuberculosis NoYesNoYes
Stroke / TIA Diabetes NoYesNoYes

History of Endocarditis Glaucoma NoYesNoYes
Artificial Joints (hip, knee etc.) Asthma NoYesNoYes

Arthritis/Rheumatism Latex Sensitivity NoYesNoYes
Kidney Disease Allergies or Hives NoYesNoYes

Bone Density Drugs, Osteoporosis Sinus Trouble NoYesNoYes
Sexually Transmitted Disease Radiation Therapy, Chemotherapy NoYesNoYes

Cold Sores/Fever Blisters Cancer, Tumor NoYesNoYes
AIDS,HIV Tobacco Use NoYesNoYes

Sleep Apnea Epilepsy or Seizures NoYesNoYes
Hemophilia, Bleeding problems Psychiatric/Psychological Care NoYesNoYes

Liver Disease Dizziness, Fainting, Vertigo NoYesNoYes

Hepatitis A, B, or C on Blood Thinners NoYesNoYes
Women Only: Are you pregnant? NoYes
Women Only: Are you Taking Birth Control Pills? NoYes

If yes, Due Date?

Do you have or have you had any disease, condition or problem not listed? NoYes
If Yes, Please Describe:

I understand the above information is necessary to provide me with dental care in a safe and efficient manner. Should further information be needed, 
you have my permission to ask the respective health care provider or agency, who may release such information to you. I will notify the dentist of any 
change in my health or medication.
Consent for Treatment

1. I hereby authorize the doctor or designated staff to take x-rays, study models, photographs, and any other diagnostic aids deemed appropriate by the 
doctor to make a thorough diagnosis of my dental needs.

2. Upon such diagnosis, I authorize the doctor to perform all recommended treatment mutually agreed upon myself and to employ such assistance as 
required to provide proper care.

Witness:
Signature: date:
Print Name:

FAMILY AND COSMETIC DENTISTRY

DR. COURTNEY J. LAM, DMD

PATIENT’S Name:


