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HEALTH QUESTIONNAIRE
Name Date
Birthdate Height Weight Sex
Medical Doctor's Name Medical Doctor’s Phone ( )
Medical Doctor's Address
Previous Dentist’s Name Phone ( ) Last seen

Why are you now seeking dental treatment?

Please circle your response.

1. Have you ever been told by a physician that you have a heart murmur? ...........................ccccccocooeeveenn, Yes.....No
2. Has your physician ever recommended that you be pre-medicated with antibiotics
DEfOre dental trEAIMENT? ... ... Yes.....No
3. Do you now have or have you ever had any heart trouble? (i.e. Rheumatic fever, angina, efc.) ................ Yes......No
4, Do you have high Blood PreSSUIE?................cc.co.oovoiiiieeeeeeeeeeeeeeeeeeeeeeeeeeeeee e Yes ......No
5. Do you have any artificial prostheses in your DOY?...........cc.ooevoiieiciececeeeee e Yes ......No
(i.e. metal screws, plates, pins, etc. Please specify)
6. Have you ever experienced any unusual reactions or allergies to any of the following drugs:
A, PeniCillin.....ccooeveeceecee e, Yes.....No E. SulfadrugS.....ocooveveveeeceeecececees Yes......No
B. Other antibioticS.........cccovoevevvvcerenene, Yes.....No F. Other medicines (please specify)............... Yes......No
C. COBING ..o Yes .....No G.
D. ASDINN oo Yes.....No H
Please list all current medications and herbal or supplements you are taking:
Name of Medication/Supplement  Dosage/mg Frequency Condition
1.
2
3.
4,
5
7. Do you have any allergies (to foods, dust, latex, Metal, €1C.) ........co.cooeveoeiieioeeeeeeeeeeeeeeeeee e Yes....... No
8. Do you now or have you ever used tohacco ProAUCES?.........c.cccvcvieieieiecee e Yes....... No
9. Have you been examined by a physician within the [aSt Year?.........c.ccveeeoeceeeeeee e Yes....... No
10. Has there been any change in your general health in the past Year?.........c.cccocveeveieececcececeeceeee e Yes....... No
11. Have you lost or gained weight in reCeNt MONTNS? ..........oviviececeeee e, Yes........ No
12, Have you eVEI DEEN SEIIOUSIY I117 ...ttt Yes....... No
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13. Have you ever been hospitalized? If yes, please explain. YES...... No

14. Have you ever had a blood tranSfUSION?.........cccoivieiiiciece s Yes........ No
15. Have you ever been treated for a growth or a tumor in any part of your Dody? ..........ccccovevieievieiiciinces Yes........ No
16, Are YOU TEQUENTIY T117 ..o Yes....... No
17. Do you often feel exhausted Or fAtIGUBA? ..o Yes....... No
18. Have you ever had a painful or SWOIIEN JOINE? ... Yes....... No
19. Do you bleed for a long time WHhen you CUL YOUISEIT? ..........ovieerciceieeee e Yes........ No
20. Have you ever had any of the following diseases or conditions:
A. Jaundice (yellow skin & eyes)............... Yes....... No J. Diabetes (sugar diSease) ............cc......... Yes..... No
B. HepatitiS........ccooovoveecceceeeee, Yes........ No K. Measles.........ccoovvveeeeeieeeeeeeeen, Yes........ No
C. HIV(AIDS) ... Yes....... No L. Chicken POX......ccovveeeecececeecea Yes....... No
D. TUDErCUlOSIS......cvveveeeceeas Yes........ No M. MUMDPS....ooce s Yes........ No
E. Venereal disease ...........ccocoevvveverecncnnn Yes........ No N. POLIO oo Yes........ No
F. Heartattack ........ccccoovvvvieieciicic, Yes....... No 0. Rheumatic fever..........cccccovvvevvivivcennne, Yes....... No
G. SHOKE......ooeceeeceeeeeee e Yes........ No P. Scarlet fever ..o, Yes....... No
Ho UICErS ..o, Yes........ No Q. HEIPBS....ooeeeeeeceeeeeeeeeee e Yes........ No
L EDIIEPSY oo Yes........ No R. GlAaUCOMA........oooevevccceee Yes........ No
21. Do you have any blood disorder such as anemia (thin BIO0Od)?............ccvveveieioeeeeeeeeeeceeee e, Yes....... No
22. Do you have any Chest Pain 0N BXEIIONT .........coiiiiieiiiieiee e Yes........ No
23. Are you ever short of breath on Mild EXErtON? ..........covviveieiciee e Yes...... No
24, DO YOUT ANKIBS BVET SWEII? ...t Yes....... No
25. D0 you have a PErSISTENT COUGNT ..o Yes........ No
26. DO YOU NAVE ASTNMA? ...ttt Yes....... No
27. DO YOU BVEI NAVE NAY TBVEI? ...ttt Yes....... No
28. D0 you ever ave NIVES OF SKIN TASNT .......c.vuiiciiccee e Yes....... No
29. Have you ever experienced an unusual reaction to a dental anesthetic (NOVOCAINE)? .........cc.vvvvvvevcecvciiee, Yes........ No
30. Do you usually have to Urinate freqUENTIY? ..o Yes........ No
31, Are you thirsty mUCH Of tNE HIME?........oeieieeeeee e Yes....... No
32. Has a doctor ever said you had kidney or bladder disease or infeCtion?............ccoveveveeeiieeeeceeeee e Yes........ No
33. Has a doctor ever said you NAd [IVEr QISBASE? ..........cueveiiceeieeeeteeee et Yes........ No
34. Do you have any numbness or tingling in any part of your DOAY?...........ccovveveveeeicecceeeeeeeeee e Yes....... No
35. Has any part of your body ever DEEN PATAIYZEA?............c.cveeeeeeeeee et Yes....... No
36. D0 you ever have fitS OF CONVUISIONS?..........ccviiiiicieieice e Yes....... No
37. Do you have atendency t0 faINT?........c.oviiiieee e Yes....... No
38. Do you have frequent SEVEre NBAAACNES? ...........ccoiviueiiiiieieie e Yes....... No
39. Women — Are you preSently PrEGNANT? .........ccoveveveviiiieieieeee e Yes....... No

This is to certify that the information above is a true representation of my health status as of this date.

Patient Signature Date

Thank you for taking the time to fill out our health questionaire.



