


Little Hero Smiles- Patient Health Information
Patient's Name:__________________________________ Sex: M  F         DOB:_____/_____/_____ 
Address/Facility Address:____________________________________________________________ 
Facility Name:_______________________________ Facility Contact:__________________________ 
Phone:____________________________ Email:__________________________________________ 

Dental History
Name of Dentist:__________________________________________ Phone:____________________ 
Date of last visit & type of treatment:_____________________________________________________ 
Check if you have problems with any of the following:
_____ Bad breath/Bleeding gums		_____ Dry mouth	_____ Sores or growths in your mouth 
_____ Food collection between teeth		_____ Loose teeth 	_____Ill fitting partial/denture
Please list any other concerns:_________________________________________________________ 
Medical History
Name of Physician:__________________________________ Medical Group:____________________
Address:___________________________________________________________________________MR#_______________________ Phone:_____________________ Email:______________________
Antibiotic Premedication need for past dental treatment? _____Yes _____ No _____ Unknown

Check if you have any of the following:
_____ Anemia 				_____ Epilepsy/Seizures		_____ Radiation Treatment 
_____ Arthritis(rheumatoid) 		_____ Asthma				_____ Respiratory Disease _____ Artificial Heart Valve 		_____ Glaucoma			_____ Rheumatic Fever 
_____ Artificial Joints 			_____ Headaches			_____ Stroke
_____ Swelling feet/ankles		_____ Heart Murmur			_____ Pacemaker/Defibulator
_____ Back/neck issues 		_____ Heart Problems 			_____ Thyroid Problems
_____ Blindness 			_____ Blood disease 			_____ Hemophilia 	
_____ Dementia 			_____ Alzheimer's Disease		_____ Hepatitis 
_____ Chemotherapy 			_____ HIV/ AIDS 			_____ Deaf/hearing loss 
_____ Cough (persistent)		_____ Kidney Disease 			_____ Parkinson's Disease _____ Cancer		 		_____ Liver Disease 			_____ Cortisone Treatments _____ Diabetes 			_____ Mitral Valve Prolapse 		_____ Fainting 
Please list any other medical conditions or comments regarding the above conditions: __________________________________________________________________________________
Please list Allergies: _________________________________________________________________
List all medications:__________________________________________________________________ 
__________________________________________________________________________________

The above information is accurate to the best of my knowledge. Elena Francisco is not responsible for any errors or omissions that I have made while completing this form. 
Signature __________________________ Printed Name ________________________ Date_______



