
Jacob Wallach, DDS, PC                         99 N. Broadway Nyack, NY 10960 

■ Medical History ■ 
Patient Name:_________________________________Date of Birth:________________Today’s Date:________________ 

Physician’s Name:_______________________ Physician’s Phone:__________________Date of Last Physical:____________ 

In Case of Emergency, Notify _______________________ Phone:__________________Relationship____________________ 

List ALL MEDICATIONS currently taking (including supplements):______________________________________________ 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 
Have you ever had any kind of surgery? pYes pNo 

If yes, When?_________ For What?_________________________________________________________________________ 
______________________________________________________________________________________________________ 
Do you have a Prosthetic Heart Valve or Joint Replacement/Pins (i.e. Hip, Knee, Ankle, etc)? pYes pNo 
Date:______________Describe:____________________________________________________________________________ 

  Have you been told you need Pre-Medication prior to dental treatment? pYes pNo If yes, Why?_______________________ 
______________________________________________________________________________________________________ 
Have you ever had any trouble with Prolonged Bleeding after surgery? pYes pNo 
Are You Taking Blood Thinners: pBaby Asprin pAsprin pPlavix pCoumadin pPradaxa  Other:______________________ 

Have you ever taken Bisphosphonates (Fosamax, Boniva, Actonel, Zometa, Aredia etc)? pYes pNo Other:_______________ 
Do You Have Any Allergies: pLatex pMetals pPenicillin pAnesthetics  Other:____________________________________ 

Women:  Birth Control Medication pYes pNo   p Pregnant:  # Weeks________ Are you Nursing? pYes pNo 

■ CONDITIONS (check all that apply) ■ 

   Y/N 
   ppAnemia 

   ppAbnormal Bleeding  

   ppAngina 

   ppArthritis  

   ppAsthma 

   ppAutism Spectrum Disorder 

   ppAutoimmune Disease 

   ppCancer 

   ppCongestive Heart Failure 

   ppCongenital Heart Defect 

Y/N 
ppDiabetes 

ppDifficulty Breathing  

ppDrug Addiction 

ppEmphysema 

ppEpilepsy 

ppFainting/Dizzy Spells 

ppFever Blisters 

ppGI Disease/Reflux 

ppHerpes 

ppHIV+ AIDS 

Y/N 
ppHeart Attack 

ppHeart Disease 

ppHeart Surgery 

ppHemophilia  

ppHepatitis A, B or C 

ppHigh Blood Pressure 

ppHPV 

ppInfective Endocarditis 

ppKidney Problems 

Y/N 

ppLiver Disease  

ppLow Blood Pressure 

ppPacemaker 

ppRheumatic Fever  

ppSeizures  

ppSevere Headaches 

ppStroke  

ppThyroid Disease 

Any other information we should know about your health?:___________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 

■ Dental History ■ 
     Y/N  
     pp Sensitive Teeth 
     pp Discolored Teeth 
     pp Dry Mouth 

      Y/N  
      pp Jaw Pain (TMJ) 
      pp Clenching/Grinding 
      pp Cracked Teeth 

        Y/N  
        pp Bleeding Gums 
        pp Periodontal Disease 
        pp Tooth Trauma 

 Y/N  
 pp Bad Breath 
 pp Tobacco Use 

 

Other Dental Conditions not mentioned above:__________________________________________________________________ 

________________________________________________________________________________________________________ 
I understand the information I have provided is correct to the best of my knowledge. I understand that this 

information will be held in the strictest confidence and it is my responsibility to inform this office of any changes 
in my medical status. 

Signature: ______________________________________________ Date: ______________________________ 


