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Date:    

I have reviewed the attached MEDICAL HISTORY. My general health status, medication and/or medical provider 
has changed as follows (if no change, write “NO CHANGE”):

                                                         ________________________________________________________________________________

                                                                ________________________________________________________________________________

I understand that should there be a change in my health during my dental treatment, I am to inform the dentist 
at the earliest possible time.

Person Completing the Update: Signature_______________________________________________________

                                                  Print Name ____________________________________________________

If other than the patient, indicate relationship:____________________________________________________

Update reviewed by Dr. _________________________________________________________________________

PATIENT MEDICAL HISTORY ACKNOWLEDGEMENT

RD391 PMHA 1/06

Date:    

I have reviewed the attached MEDICAL HISTORY. My general health status, medication and/or medical provider 
has changed as follows (if no change, write “NO CHANGE”):

                                                         ________________________________________________________________________________

                                                                ________________________________________________________________________________

I understand that should there be a change in my health during my dental treatment, I am to inform the dentist 
at the earliest possible time.

Person Completing the Update: Signature_______________________________________________________

                                                  Print Name ____________________________________________________

If other than the patient, indicate relationship:____________________________________________________

Update reviewed by Dr. _________________________________________________________________________

Date:    

I have reviewed the attached MEDICAL HISTORY. My general health status, medication and/or medical provider 
has changed as follows (if no change, write “NO CHANGE”):

                                                         ________________________________________________________________________________

                                                                ________________________________________________________________________________

I understand that should there be a change in my health during my dental treatment, I am to inform the dentist 
at the earliest possible time.

Person Completing the Update: Signature_______________________________________________________

                                                  Print Name ____________________________________________________

If other than the patient, indicate relationship:____________________________________________________

Update reviewed by Dr. _________________________________________________________________________


	explain: 
	save: 
	print: 
	EXPLAINTEXT: History Updates:   The Medical History should be updated at every recall, when the patient reports a change in health status to the office, or when the dentist feels that, based on the patient’s medical history, an update is needed. At times it may be necessary for the patient to repeat the entire history form. The decision is one based on the professional judgment of the dentist. It is prudent for the dentist to exercise extreme conservatism in medical history updating-to err on the side of duplication of effort may protect the health of the patient and best serve the interest of the dentist. The updates should be reviewed by the dentist who provides the service. 


