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HEALTH QUESTIONNAIRE

These questions are for your benefit and assure that treatment will take into consideration your past and present health slalus. Some questicns may seem unrelated
to your dentai condition, but they are ali associaied with proper oral health cara.

Please answer each question. Circle Yes or No where applicable. Example: Are yoU alIVE ... ..\ v e ourenseeerreiene s enneeennn @ No

MEDICAL HISTORY

1. Areyouingoodhealth? ... ......iiiiiiiniiiiiiaieanaineannns U SO S Yes No

2. Dale of last physical examination

3. Are you now under the Care 0f @ PRYSICIANT ... ..t ttt it ettt s e et as e s s eassenassanannssansssnsnsssnasnsneeeesnmoeneans Yes No
Il so, whal is the condition being treated?

4, Have you ever Nac any Serious eSS OF OB alion? .. ... u.veeusnsiessrscnissssssseisassssasssassesinsisssnsansasssnatnassisniss Yes No
If so, what iliness or operation?

5. Haveyoureven DeenROSPHANZOOY «vo.viiiviiiimes o i s s s s S 8 5 e e e R e T R e s e e R Yes No
If so, what was the problem?

6. Are you taking any medicine O Yes O No or any recreational drugs {marijuana, coCaing, 81C.)7 . .....vivernrrennienranein oo, Yes No
If so, what? Whal dosage?

7. Have you ever been pre-medicated with antibiolics {or your 02ntal IrBAIMENIT . .. ... i e uaensaseenensrnsnensrnsassreananneneeanss Yes No

8. Are you sensilive or allergic to any drugs? O Penicillin; O Tetracycline; O Sulfa Drugs; O Aspirin;, (O Codeine;
O Other If Other, what drugs?

8. Do you have or have you had any of the following: (Please check ¥ KNown CONGMIONS) . .v.voueereruerenreereeaeanesrmrnrncreneans. Yes No
O Anemia O Cold Sores O Sinus Trouble O Blood Transfusion O Pain in Jaw Joinls O X-Ray or Cobalt Treaiment
0O Herpes O Hemophilia O Blood Disease O Joinl Replacement O Respiralory Disease DO Fainting Spells or Seizures
O Stroke D Rheumalism O Drug Addiclion {1 Nervous Disorders O Sickle Cell Disease O Chemotherapy (Cancer, Leukemia}
O Ulcers D Heart Murmur O Kidney Disease O Tumers or Growths O Tuberculosis [T.B) O Radiation Treatment of any king
O Diabeles O Bruise Easily O Stomach Uicers O Allergies or Hives {0 Epilepsy or Seizures O Hepatitis or Jaundice
C Glauccoma O Head Injuries [0 Angina Pectoris O Corlisone Medicine [ Artificial Prosthesis O Venereal Disease (Syphilis. Gonorrheaj
O Arhnius 00 Heart Failure O Mental Disorder  [J Excessive Bleeding O Psychialric Treatment O Acquired Immune Deficiency Syndrome [AIDS)
O Emphysema O Liver Disease [ Rheumalic Fever ([ Asthma 0O Congenital Hearl Lesions O TMJ [Temporomandibular joint)

O Hay Fever O Scarlet Fever O Thyroid Disease O High Blood Pressure O Difficulty in Swallowing O Other:

O Tonsilils O Chicken Pox 0O Cerebral Palsy [ AIDS Related Complex O Hear Ailments or Altack
O Mitral Valve Prolapse

10. Do you wear a cargiac pacemaxer, or have you had hearl surgery ............ T e tae ey Yes No
11. Da you have any disease, condition or problem not listed that you think | shouid know about? ....... S P e e A e AP £ AR T RS Yes No
If so, what?
12. Do you smoke? Ifyes,howmuch? _____  perday......... e i e i e o S o Yes No
13. (Women) Are you pregnant? Il SO HOW ANy mMONtS . ... tuneueeeetteneetnsatennetsasesnseanssssenssneennessasesssstossonneeennes Yes No
14. (Women) Do you have any problems associated with your mensirUal PErIOTT o .. et eeeeee s e es e enaaensannseansranessnasennns, Yes No
15. (Women) Do you take birth conirol pills?. . .. . TP N Py S PR N P i eeesraereeanas ceriees ceeraes vereise.... Yes No
16. Have you taken any Fen-Phen type diet medications such as Redux and POI‘IdImII‘I .............................................. Yes No
17. Have you taken any Biophosphanate medications such as Fosamax, Boniva or Actonel . . .. ... .. ... i i e i Yes No
DENTAL HISTORY
1. Have you ever had a local anesthelic [NOVOCRINE, 10,7 L ittt ataiee et raseasasraassraasetasssnanssesasnrerssnsnasanennenns Yes No
2. Have you ever had any unfavorable reaclion rom 2 10Ca! @nesINElCT . L. .t .t ieiiier e iei st et nreer e e rarseneneeianss Yes No
3. Have you had any serious lrouble associated wilh any previous enlal I1aIMEBALT . ... e ettt eeeas e ens e raneeraneerneens Yes No
It so, explain

4. How long since your last full mouth X-Rays?

5. How long since your last dental treatment?

6. Does dental IreatMENnt MAKE YOU MEIVOUS -« .. tvu ettt ae e e e e us s aane s s sassssnsnnsanssennsessenesensnesssmsenenenesneness Yes No
If Yes, Check v: 0O Slighly O Moderately O Extremely

To the best of my knowledge, ali of the preceding answears are lrue and correct. If | ever have any change in my health or if my medications change, | will,

without tail, inform the doctor at my next appointment.

Date ____________Signature REVIEWED BY 00 NOT WRITE IN THIS SPACE
Year 2 Year 1 Year 2 Year 3
Changes in Heallh e
YEAR 1 Dats
Date _______ Signature BP
Year 3 Pulse
_ YEAR 2

Changes in Health Temp
Date ... .. 8 e —— B

e : Signature YEAR 3 Y
Health Questionnaire MUST be updated every year!

CONSENT FOR TREATMENT: | hereby grant authority to the dentisl{s) in charge of the care of the patient whose name appears on this
Health History form, to administer such anesthelics, analgesics, sedatives, nitrous oxide sedation and intravenous sedation; and to perform such operations
as may be deemed necessary or advisable in the diagnosis and trealment of this patient. | have been informed of all possible complications of the
procedures, anesthelics and/or drugs.

All services are rendered and accepied under the terms and conditions printed on the reverse hereof

Signed: _ . __ Date:
Aulhorizalion musl be signed by the patenl, or by the nearasl relalve in the case ol a minor or when the patient is physically or mentally incompetent,

Relationship to the patient:




	health-info2011

