
Beth C. Dunsmoor, DDS, PA  
HEALTH HISTORY UPDATE

Patient Name Patient Account #

Date: ______________________ Current Medications:
1. _____________________________________________
2. _____________________________________________
3. _____________________________________________
4. _____________________________________________

Health Changes: ____________________________________
______________________________________________
______________________________________________
______________________________________________

Physician's Name: ___________________________________
Physician's Phone: ___________________________________

Last Physical Exam: __________________________________
Allergies? ________________________________________

Patient Signature: __________________________________________________     Staff Initials: _______________________

Date: ______________________ Current Medications:
1. _____________________________________________
2. _____________________________________________
3. _____________________________________________
4. _____________________________________________

Health Changes: ____________________________________
______________________________________________
______________________________________________
______________________________________________

Physician's Name: ___________________________________
Physician's Phone: ___________________________________

Last Physical Exam: __________________________________
Allergies? ________________________________________

Patient Signature: __________________________________________________     Staff Initials: _______________________

Date: ______________________ Current Medications:
1. _____________________________________________
2. _____________________________________________
3. _____________________________________________
4. _____________________________________________

Health Changes: ____________________________________
______________________________________________
______________________________________________
______________________________________________

Physician's Name: ___________________________________
Physician's Phone: ___________________________________

Last Physical Exam: __________________________________
Allergies? ________________________________________

Patient Signature: __________________________________________________     Staff Initials: _______________________

Date: ______________________ Current Medications:
1. _____________________________________________
2. _____________________________________________
3. _____________________________________________
4. _____________________________________________

Health Changes: ____________________________________
______________________________________________
______________________________________________
______________________________________________

Physician's Name: ___________________________________
Physician's Phone: ___________________________________

Last Physical Exam: __________________________________
Allergies? ________________________________________

Patient Signature: __________________________________________________     Staff Initials: _______________________
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