
MEDICAL HISTORYMEDICAL HISTORY
Miller and Associates

Patient’s Name: Birthday: SSN:
Today’s

Date:
What is your general state of health? Excellent ____ Good ____ Fair ____ Poor ____

PHYSICIAN’S INFORMATION
Physician’s Name: _______________________________________________
Physician’s Address: ________________________________________ Office Phone #: _______________
Have you been under a physician’s care during the last two years? __________________________________
Have you been treated in a hospital in the past three years? _______________________________________
Have you had major surgery? __________  What/When? __________________________________________
Do you or have you been told to PRE-MEDICATE before appointments? ________________________________
IF FEMALE:  Are you pregnant? _______   Due Date _________  Nursing? _______  On birth control? _______
 Do you have or have you had any of the following? PLEASE MARK YES OR NO (ON ALL)

Are you in a pain management program? Yes   No  If so, what medication(s) are you taking, including any ADD,
ADHD, or sleeping aids ________________________________________________________________
Have you had a mastectomy? Yes   No
Do you have any drug allergies? PLEASE MARK YES OR NO (ON ALL)

Any other allergies not listed: ____________________________________________________________

Yes No AIDS/HIV+ Yes No Implants
Yes No Arthritis Yes No Irregular Heart Beat MEDICATIONS
Yes No Artificial Heart Valves Yes No Kidney Problems
Yes No Artificial Joints Yes No Liver Disease
Yes No Asthma Yes No Mental illness

Please list ALL medications
you are taking, including

over the counter drugs and
herbs.

Yes No Bruise/Bleed Easily Yes No Mitral Valve Prolapsed
Yes No Cancer Yes No Nervousness/Anxious
Yes No Chemotherapy Yes No Organ Transplant
Yes No Chest Pain/Angina Yes No Pacemaker
Yes No Congenital Heart Lesions Yes No Persistent Cough
Yes No Diabetes Yes No Pneumonia
Yes No Dry Mouth Yes No Radiation Therapy
Yes No Emphysema/ Bronchitis Yes No Rheumatic Fever
Yes No Epilepsy/Seizures Yes No Sickle Cell Anemia
Yes No Fainting/Dizziness Yes No Sinus Problems
Yes No Fibromyalgia Yes No Stroke
Yes No Heart Problem/Murmur Yes No Thyroid Disease
Yes No Heart Surgery Yes No Tobacco Use
Yes No Hepatitis A, B, C Yes No Tuberculosis/ PPD+
Yes No High Blood Pressure Yes No Venereal Disease

Yes No Antibiotics
(Erythromycin/Tetracycline/Penicillin/Flagyl) Yes No Dental Anesthetics

Yes No Aspirin (Ibuprofen, Acetaminophen) Yes No Latex
Yes No Codeine Yes No Sulfa
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Toll-Free: 855-3MY SMILE
www.denturesinaday.com

❑  2803 Neuse Blvd
New Bern, NC 28562
Ph: 252-672-0066
Fax: 252-672-0055

❑  461 Western Blvd
 Ste 104
Jacksonville, NC 28546
Ph: 910-346-2202

❑  1107 New Pointe Blvd
Ste 13 & 14
Leland, NC 28451
Ph: 910-371-9444
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PATIENT SCREENING FORM

Patient Name:

PRE-APPOINTMENT IN-OFFICE

Date: Date:

Do you/they have fever or have you/they felt hot or feverish recently 
(14-21 days)? ❑ Yes   ❑ No ❑ Yes   ❑ No

Are you/they having shortness of breath or other difficulties breathing? ❑ Yes   ❑ No ❑ Yes   ❑ No

Do you/they have a cough? ❑ Yes   ❑ No ❑ Yes   ❑ No

Any other flu-like symptoms, such as gastrointestinal upset, headache 
or fatigue? ❑ Yes   ❑ No ❑ Yes   ❑ No

Have you/they experienced recent loss of taste  or smell? ❑ Yes   ❑ No ❑ Yes   ❑ No

Are you/they in contact with any COVID-19 positive patients?
Patients who are well but who have a sick family member at home with
COVID-19 should consider postponing elective treatment.

❑ Yes   ❑ No ❑ Yes   ❑ No

Is your/their age over 60? ❑ Yes   ❑ No ❑ Yes   ❑ No

Do you/they have heart disease, lung disease, kidney disease, diabetes 
or any auto-immune disorders? ❑ Yes   ❑ No ❑ Yes   ❑ No

Have you/they traveled in the past 14 days to any regions affected by 
COVID-19? (as relevant to your location) ❑ Yes   ❑ No ❑ Yes   ❑ No


