HEALTH QUESTIONNAIRE

Today’s Date Patient’s Name Birthdate
I

Name of person completing this form (if different from patient) and relation to patient:

Please answer the following questions to the best of your ability, realizing that true and accurate answers are
important to the delivery of quality care. All information you provide will be kept confidential.

**PLEASE ANSWER BY CIRCLING Yes (Y) OR No (N) FOR EACH INDIVIDUAL QUESTION.

1. Are you in good health? ... ... e e Y N

2. Has there been any change in your general health in the pastyear? ............ooiiiiiiii e, Y N

3. Date of last check up by physician:

4. Are you currently under @ pRySICIAN"S CAIE? ... e e ie it e et e et e e e et ae e e e aeees Y N
If so, what for?
Treating Physician’s Name: Phone Number:

5. Have you had any serious illness, operations, or hospitalizations? ..............cccooiiiiiiiiiiene . Y N
If so, describe and give approximate dates:

6. Have you ever had intravenous sedation or general anesthesia? .............c.ccoeve i i, Y N
Were there any adverse 6ffECIS? . ... Y N

7. Do you generally tolerate dental treatment well? ..., Y N

DO YOU HAVE OR HAVE YOU EVER HAD:

A. Heart disease that was detected at Dirth? ... Y N
B. Rheumatic fever or Rheumatic heart diSease? ..........c.uvioi it e e Y N
C. Cardiovascular disease (chest pain, heart trouble, heart attach, coronary artery disease,
high blood pressure, stroke, palpitations, heart surgery, angioplasty, pacemaker)? ............. Y N
D. Lung disease (asthma, emphysema, chronic cough, bronchitis, pneumonia, TB,
shortness of breath, SEVEre COUGN)? ... ... e e e Y N
E. Neurologic Disorders (seizure, epilepsy, fainting, dizziness, nervous disorder)?...................... Y N
F. Blood Disease (bleeding disorder, anemia, blood transfusion, do you bruise easily)? ................ Y N
G. Liver Disease (jaundice, hepatitiS)? .......c..veiiiiriit i e e e e e e e e Y N
L TR T 1= DTS T T Y N
R I =0T Y N
J. Thyroid Disease (hypothyroidism, tUMO)? ........oiiie e e e e e e e e e eeaans Y N
K. Arthritis? (WhiCh JOINTS) ...... e e e e Y N
L. Stomach ulcers or intestinal problemsS? ..o Y N
- T T30 Y N
N. Frequent or recurring MOULN SOTES? ... ... ...ttt ittt et e et et e e eenees Y N
O. Implants/artificial joints anywhere in your body? (heart valve, hip, knee) ..............c.cooiiieinnnn. Y N
P. Radiation (x-ray treatment for cancer) in head and neck region? .............coeeviiiiiiiiiiiinenenennen Y N
Q. Noises in jaw joint, pain near ear when chewing, do you grind or clench teeth? ....................... Y N
R. SiNUS OF NAsal ProbDIEMS? ... .. e e e e e e e e e e Y N
S. Any disease, drug or transplant operation that has depressed your immune system? ................... Y N
T. Recurrent infections of any Kind? ....... ..ot e Y N

ARE YOU TAKING OR USING ANY OF THE FOLLOWING:

AL ANTIDIOTICS? L.t e e Y N
B. Anticoagulants (b100d thiNNEIS)? ... .. .r it e e e e e e e e e e e Y N
C. Thyroid MEICALIONS? ... ... ittt et et e e e et et e e et e et et e e ren e e eens Y N
D. Antihistamines, deCONQESTANTIS? ... .. .in ittt it e e e e et e e e e e e e e e e e eanaes Y N
E. High blood pressure or heart mediCation? .............ouie i e e e Y N
] (=] £ 1 Y N
G. Tranquilizers, ANTIOEPrESSANTS? ... ... ettt e e et e e et e e e et e e e ee ee e eaeaenanas Y N

*

*Please continue on other side of form**



H. Stomach or GI medications (antacids, BIC.)7 ......uie i Y N
I, Cholesterol redUCING ArUGS? ... ...eue ettt et et et e e et et e e e e e Y N
J. Aspirin, ibuprofen, NSAIDS or anti-inflammatory drugs, narcotics or other pain relievers? ........ Y N
K. Weight reduction pills or diet aids (over the counter or “natural” products)? .............c.ccceeeeenee Y N
L. Vitamins, natural remedies (ginko biloba, ephedra, ginseng, etc.) or other supplements? ............ Y N
M. Marijuana, cocaine or other “recreational” drugs? ..........coeieiieiiiie e e e e Y N
N. Any other regular medications, pills, supplements or drugs? ..........ccoovieiiiiine i e, Y N
O. Bisphosphonates for osteoporosis? Whichkind? L Y N
P. 1V Bisphosphonates — Aredia 0r ZOMEta? .........oeuuieeiee e i e v e re e e e eean YN
PLEASE LIST ALL CURRENT MEDICATIONS HERE
ARE YOU ALLERGIC TO OR HAD A BAD REACTION FROM:
A. Local anesthetic (NovOCain-1ike drugs)? ........oeeiuii i e e Y N
B. Penicillin, Amoxicillin, Cephalosporins? ... e e Y N
C. Other antibiotics?
D. Barbiturates, SBAALIVES? ... ... cu ittt et e e e et e e e e e e Y N
E. Aspirin, ibuprofen, NSAIDS, or other pain medications? ..........cccoiviiiiiiiiie i e e Y N
F. Codeine or other narcotics Or OPIOIAS? .......vuvie i iitiie e e et e e e e e e e e aeeens Y N
O I Y N
H. Other allergies 0r FBACHIONS? ... . v e et e e vt e e et e e e e e et e e e e n e Y N
Please list:
Do you have hay fever, frequent SKin rashes, 1C.7 ... ...oe it e Y N
Do you use alcohol? HOW MUCH PEF daY? . ...t e e e e e Y N
DO YOU SIMOKE? ..ttt et et et et e et et e e et et e e et e et e e e e e Y N
What product and how many per day? For how long?
Do you spit tobacco? For how long?
Are you, or have you been, in a drug or alcohol recovery program? ............coooveeeiienininneeeennnnn Y N
Do you have any other disease, condition or problem not listed above that you think the doctor should know
ADOUE? o e Y N
Do you wish to talk to the doctor privately about anything? ..., Y N
ANY additional COMMBNTS? ... ittt e e e e e e e e e e e et e e e e e e e Y N
WOMEN
A. Are you taking birth control pills? ... Y N
B. Are you pregnant, trying to become pregnant or any chance you might be pregnant? ...... Y N
C. Are you BREAST FEEDING? ....ouiiiiii it it et et et ettt e e Y N
D. Are you taking hormone replaCement? ..........o.vuiieoiiie it e e e Y N

| UNDERSTAND THE IMPORTANCE OF A TRUTHFUL HEALTH HISTORY AND REALIZE THAT
INCOMPLETE INFORMATION MAY HAVE AN ADVERSE EFFECT ON MY TREATMENT. TO THE
BEST OF MY KNOWLEDGE, THE INFORMATION ABOVE IS COMPLETE AND ACCURATE.

Date Signature of person completing Health History

Thank you: Do not write below this line.

Medical update: | have reviewed my health history dated  / / and confirm that it accurately states past
and present conditions.
Exceptions:

Date Signature of person completing Health Update



	Name of person completing this form (if different from patient) and relation to patient:___________________________
	WOMEN


