For your convenience, this form can be filled in right in

your browser and printed! Just fill it out, printit, and bring HEALTH QUESTIONAIRE

it with you to our office.

Patient Name

Sex Age Height Weight

Date: Occupation

Marital Status

Directions

Please circle the appropriate answer to the questions and fill in the
blanks where indicated. Answer all questions and blanks completely.
Answers to the following questions are for our records and will be

considered confidential.

N

1. Are you in good health...........cocoevveereereneeiieienee e e Oves[CONo
A. Has there been any change in your
general health .........cc.cooevveeveveecreeeceeeesecene e Cves OONo
My last physical examination was on
3. Are you now under the care of a physician ....................... [JYes[JNo
A. If so, what is the condition being treated
4. The name and address of my physician is:
5. Have you ever had a serious illness or operation ............... CJYes[JNo
A.If so, what was the illness or operation:
6. Have you been hospitalized with any of the following
within the last five (5) years ... cerrereeneeeneeenee e LJYES[C]NO
A. Doyouhavea persrstent cough or
cough up blood .. .. Oves[INo

B. Low blood pressure Oyes[INo
C. Venereal Disease ......... OYes[INo
D.  AIDSOr HIV+H..oeiiceeeeeeeeeeecseiseeee e e een . LIYESCINO
E.  Other

7. Have you had abnormal bleeding associated with
previous extractions, surgery, or trauma ..........c................ LJYes[JNo
A. Do you bruise easily ... . vevveeeen... dYes[ONo
B Have you ever requlred a blood transfusron ............ [Yes[JNo
If so, explain the circumstances

8. Do you have any blood disorder such as anemia............... Ovyes[INo

9. Have you had surgery or x-ray treatment for a tumor,
growth or other condition of
your mouth or lips.... .... OYes[INo

10. Are you taking any drug or medlcatron .. OYes[INo
If so, what

11. Are you taking any of the following:
A. Antibiotics or sulfa drugs.........cccececeevevvireeeeeeevnnnnn.... JYes[INo
B. Anticoagulants (blood thinners)........ccccccc.counn.......... [1Yes['IJNo
C. Medicine for high blood pressure.........c.cc....oooviiee e, OYes[No
D. Cortisone (StEroids).......coeererereerereereerererernasnnerneeenans OYes[No
E. Tranquilizers...... et e e vYes[ONo
Fo ASPITIN. ..ot e e e [Yes[INo
G. Insulin, Tolbutamide (Orinase) or similar drug.......... OYes[ONo
H. Digitalis or drugs for heart trouble........................... [JYes[ONo
I. Nitroglycerin.... . OYes[ONo
J. Fen-Phen (now, or in the past) or any related drugs such
as lonimin, Adipex, Phentermine, Fastin, Pondimin
(Fenfluramin), and Redux (dexfenfluramine)................ OYes[INo
K. Oral ContraceptiVeS.........ccovvvevveeivieiiiirs eevvevnenens e [Yes[INo

If so, what are you using

L. Other

12. Do you have a heart murmur/mitral valve prolapse............[JYes [JNo
13. Do you have any implants and/or Prosthesis
(i.e. knee joints, elbOwW Pins, €C.).....ccvrurirrrrereeereeeeas Oyes[No

If so, explain

14. Do you drink alcoholic beverages
15. DO YOU SMOKE......ccviieiiieiiiicieesiee e s e
If so, how much

16. Do you have or have you had any of the following
diseases or problems:

A. Rheumatic fever or rheumatic heart disease.................... Yes[No

B. Congenital heart [eSIONS...........cccovrvieveiniiciicecie [JYes[INo

C. Cardiovascular disease (heart trouble, heart attack, coronary

occlusion, high blood pressure, arteriosclerosis, stroke)... JYesCINo

1) Do you have pain in the chest upon exertion.......[JYes[JNo

2) Are you ever short of breath after

MIld EXEICISE. ....eveveeiiieeee et JYes[No
3) Do you get short of breath when you lie down or do
you require extra pillows when you sleep.......... [JYes[JNo
D. AllEIgY....oovuieiiciiecee s [Yes[No
E. Asthma or hay fever.... [JYes[JNo
F. Hives or skin rash...........cccccooieiiiniiinicccecea [JYes[No
G. Fainting spells Or SBIZUIES..........ccovvevvrereiereeseeceenn OYes[INo
H. DiIabetes........ccoiiiiiiee e [Yes[JNo
1) Do you have to urinate (pass water) more than
SIX (6) tIMES @ dAY....cvovevererrererereeee e [JYes[INo
2) Are you thirsty much of the time............cc........ [JYes[INo
3) Does your mouth frequently become dry............. OYes[ONo
I. Hepatitis, jaundice, or liver diS€ase..........ccccovrrrerrvrinnan. [Yes[No
Jo ATNIIEIS. ..o [Yes[INo
K. Inflammatory rheumatism (painful, swollen joints).. [JYes[JNo
L. Stomach ulcers [Yes[INo
M. Kidney trouble ... OYesCINo
N. TUDEICUIOSIS.......cocvviiicieieecie e [Yes[No
17. Are you allergic or have you reacted adversely to:
A. Local anesthetiC.........ccoceereinensieeec e
B. Penicillin or other antibiotics
C. Barbiturates, sedatives, or sleeping pills.................... [YesINo
D. SUHa DIUGS......coiveveviiiisiereeet e [Yes[JNo
E. Aspirin
Fo 10QINE .o
Gl LAEEX ettt e
H. Other
18. Have you had any serious trouble associated with
previous dental treatment..........coovvvrrvvsnrrs e OYes[No
If so, explain
19. Are you pregnant or could you be...........cccovervieriiienicnnnnn, [JYes[INo

If so, when are you due?

I certify to the best of my knowledge that the above information is correct
and that if there are any changes in the above, | agree to notify my dentist
before my next visit.

Patient/Guardian Date
Doctor Date
Updates:

Doctor’s
Patient/Guardian Initials Date

Doctor’s
Patient/Guardian Initials Date

Doctor’s
Patient/Guardian Initials Date
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