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History and Physical Examination for In-Office Dental Conscious Sedation 

Patient Name:__________________________  DOB:____________ 

Chief Complaint:_Dental Caries__________  Present Illness:___________ 

Current Medications:____________________________________________ 

Previous Medical History: (Including allergies or reactions to medication) 
 None/Date and Type:_______________________________________ 

Family History:  No signification family history  
 FH significant for:_________________________________________ 

Review of symptoms:  No significant problems 
 Significant ROS problems:__________________________________ 

Physical Exam:  Vital Signs:  Ht_____ Wt_____ BP___/___P_____T_____ 

 HEENT   WNL____ Comments_________________ 
 Neck    WNL____ Comments_________________ 
 Chest    WNL____ Comments_________________ 
 Heart    WNL____ Comments_________________ 
 Abdomen   WNL____ Comments_________________ 
 Extremities   WNL____ Comments_________________ 
 Neurological  WNL____ Comments_________________ 
 Airway Assessment WNL____ Comments_________________ 
_____________________________________________________________ 

Impressions and recommendations: (Include ASA Classification)_________ 

__________________   ______________________________ 
Date      Signature of Provider 

__________________   ______________________________ 
Office Phone    Printed Name


