
Dr. Michael S. Schroer, DDS 
461 McLaws Circle   Ste. 1  Williamsburg, VA  23185 

 (757) 221-0249 
 

HEALTH INFORMATION UPDATE 
 

 NAME:___________________________________________________                        DATE:__________________________ 
 
CHANGE OF ADDRESS?_______________________________________________________________________________ 
 
CHANGE OF PHONE #’S?______________________________________  EMAIL:________________________________ 
 
□ AIDS    □  Excessive Bleeding  □  Liver Disease              □  Thyroid Condition/Goiter   
□ Allergies________  □  Fainting   □  Mental Disorders             □  Tuberculosis 
                  ________  □  Glaucoma   □  Nervous Disorders             □  Tumors 
□  Anemia   □  Growths   □  Pacemaker              □  Ulcers 
□  Arthritis/Rheumatism  □  Hay Fever   □  Pregnancy              □  Venereal Disease 
□  Artificial Joints  □  Head Injuries         Due Date:___________ 
□  Asthma   □  Heart Disease   □  Radiation Treatment             □  Codeine Allergy 
□  Blood Disease   □  Heart Murmur   □  Respiratory Problems             □  Penicillin Allergy 
□  Cancer   □  Hepatitis   □  Rheumatic Fever             OTHER: 
□  Diabetes   □  High Blood Pressure  □  Sinus Problems             □  _________________ 
□  Dizziness   □  Jaundice   □  Stomach Problems             □  _________________ 
□  Epilepsy   □  Kidney Disease  □  Stroke 
 
Do you have any health problems that need further clarification?      □  Yes          □  No 
     If yes, please explain:___________________________________________________________________________________ 
 
Have you been admitted to a hospital or had any surgeries since our last update?         □  Yes          □  No 
     If yes, please explain:  __________________________________________________________________________________ 
 
Do you need to take PRE-MED prior to dental procedures?       □  Yes         □  No 
     If yes, please explain:_____________________________________________    Drug protocol:________________________ 
      
Please list any medications you are taking:_____________________________________________________________________ 
 
_______________________________________________________________________________________________________ 
 
_______________________________________________________________________________________________________ 
 
_______________________________________________________________________________________________________ 
 
 
_________________________________________________________ 
Patient Signature 
 
 
Date: ____________     ____________________________________________________________________________________ 

Date: ____________     ____________________________________________________________________________________ 

Date: ____________     ____________________________________________________________________________________ 

Date: ____________     ____________________________________________________________________________________ 

Date: ____________     ____________________________________________________________________________________ 

Date: ____________     ____________________________________________________________________________________ 

Date: ____________     ____________________________________________________________________________________ 

Date: ____________     ____________________________________________________________________________________ 

Date: ____________     ____________________________________________________________________________________ 

Date: ____________     ____________________________________________________________________________________ 

Date: ____________     ____________________________________________________________________________________ 
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