
 

                         Carlos Boudet, DDS DICOI 
                       Cosmetic Implant And  Laser Dentistry 
                             1840 Forest Hill Blvd Suite 204 
                           West Palm Beach, Florida 33406 
                                   Phone: (561) 968 6022 

                                    Health History 

      Name __________________________________________________   Date  ______________________ 

 

Please circle any problems you have or have had, if you are not sure, place a question mark (?) 

 

Rheumatic fever             yes       no          Kidney problems, infections, dialysis   yes      no 

Mitral valve prolapse yes no          Hepatitis                                                 yes      no 

Heart murmur             yes no          Tuberculosis                                     yes      no 

Stroke                         yes no          Chest pain, angina, heart attack             yes      no 

High blood pressure yes no          Congestive heart failure                         yes      no 

HIV positive (AIDS) yes no          Heart problems, surgery, pacemaker yes      no 

Venereal disease             yes no          Breathing problems, asthma             yes      no 

Sinus problems             yes no          Thyroid problems                         yes      no 

Diabetes                         yes no          Convulsions, epilepsy, seizures             yes      no 

Blood transfusion             yes no          Blood or joint problems, arthritis yes no 

Recurrent cold sores yes no          Cancer, radiation therapy             yes no 

Drug abuse                         yes no          Problems with anesthesia             yes no 

Fainting, blackouts             yes no          Nervous problems                         yes no 

 

Are you under any medical treatment now? __________________________________ yes no 

Have you had any operations (surgery) explain _______________________________ yes no 

Do you smoke? ________________________________________________________ yes no 

If you cut yourself, can you stop bleeding normally? ____________________________yes no 

Are you pregnant or suspect you might be pregnant? ___________________________ yes no 

Are you allergic to anything? What? ________________________________________ yes no 

List any medicines that have given you a bad reaction ___________________________________ 

Are you in general good health at this time? __________________________________ yes no 

Do you have swollen glands in your neck? ___________________________________ yes no 

Have you had persistent diarrhea or recent weight loss__________________________ yes no 

Are there any medical or dental conditions you feel your dentist should know before undertaking  

dental treatment? Explain.__________________________________________________________ 

Are you taking any medications?(including aspirin, birth control, etc..) Please list them_________ 

_______________________________________________________________________________ 

 

I have read and understand the questions above, and have answered them correctly to the best of my 

knowledge.  I will not hold my dentist responsible for any errors or omissions I may have made. 

 

Signature_________________________________         Reviewed  by________________________ 

                       (If minor, parent or guardian) 

 

Notes on health History: 

 


