HEALTH QUESTIONNAIRE

Patient Name

Sex Age Height Weight
Name of Employer
Work Phone # Occupation

Address

Home Phone # Cell Phone #

E-mail Address

Directions: Please circle the appropriate answers to the following questions
and fill in the blanks where indicated. Please answer all questions completely

and accurately. Your answers will remain fully confidential in our records.

Are you in good health?...........ccecvviiininiiininininninn, Yes No

2. Have there been any recent changes in your health................. Yes No
If so what?

3. My last physical examination was on

4. Are you now under the care of a physician............................ Yes No

If so, what is the condition being treated

5. The name and phone number of my physician is:
Name:
Phone #

6. Have you had a serious illness or operation.......................... Yes No

If so, what was the illness or operation:

Date:

7. Are you taking any of the following:
A ANHDIOtCS smviiivssmsmmssmseaismman g v sy Yes No
B. Anticoagulants (blood thinners)...................cooooiiiin. Yes No
C:  ASPITIN csimmssnsvesmmsrvess o Hos S5 T TS SIS0 SO Sy Yes No
D: Antidepressantsi:..sssmvess: sniswvns sssuasenemay suaieis soves Yes No
E. Anti-anxiety or Sleep Meds. .. osswsses s imsmmmmsmps sy Yes No
F. Medicine for high blood pressure...................ccoeeeeeene.n... YES NO
G. Nitroglycerin... sssees 708 NO
H. Insulin, Tolbutamlde (onnase) or other d|abet|c drug ..Yes No
|. Cortisone or other steroids.. Yes No
J. Oral Contraceptives... . vevveieeeene... Yes NoO
K.. Prolia (Denosumab) oran Oral Busphosphonate Yes No
L. Zoledronic Acid (Zometa) or other IV Bisphosphonates....... Yes No
M. Recreational drug US€...............cceveieeeveveeveriveeienees oo YES NO

Which & how often

8. Are you taking any other drugs or medication.......................... Yes No
If so, what

9. Are you allergic to or have adversely reacted to:
A Latex:ow: swmmsssimsmnsmes a sy SRS SR s Yes No
B.. PeniCillin s s sssmevmsssmssnsicsss sy snmemmsasy sssssusois Yes No
C.. Other antibiotics: ; i« mewmwess sssmemsan vy enes i Yes No
D. Local/aneSthetiG... ....usmuressisssssisssnsnsns uavsmaaess svaivas Yes No
E. Dental materials.............c.coevviiveeeriieeeiineiiiiiieieeiee..n. Y€S NO
F. Metals ....ouvvvieeiiiiirineenninninnieiisinsseesnneen e esineseeses Yes No
G. Pain Medication ............cooiiiiiiiiiii Yes No
H. Benzodiapines, sedatives, or sleeping pills ..................... Yes No
I. Other Allergies

10. Women: Are you pregnant or could you be........................... Yes No
If so, how many months?
ATy O NUPSING s ssssusmpnsssas smime s s v sowsnmnsions Yes No

11. Please indicate any history of the following:

A. Attificial heart valves or valve problems..............c.ccooeiiiiien. Yes No
B. Infective Endocarditis...............oouviiiirivninneeeiniiiiii e Yes No
C. Congenital heart defects..............ccovevviiiiiiiiiiiniinnidnnnnn Yes No
D. Cardiovascular diSease.............c.ocouvviiriiviiiiiiiiiiiiiiia e Yes No
E. Congestive Heart Failure (CHF)...................coccc i Yes NO
F. High Blood Pressure................. SN Yes No
G. Heart attack..........cvvvviiiiit i Yes No
H. Stroke... Yes No
. Persnstant or bloody cough ................................................ Yes No
J. Implants and/or Prosthesis (i.e.. Knee joints, elbow pins, etc.) Yes No
If so, what type, and when was it placed
K. Any bleeding conditions or disorders....................ccccoeeiininnn. Yes No
L. Abnormal bleeding associated with past dental treatment......... Yes No
M. ASHIM A srisvisssimmmsns i mmss v SRy FE TS §A5 s C i oo Yes No
N: TODACCO: USE: svuwssvesss samssnmssisns suamisnsamensls Hasress i imes yeneais Yes No
How often

0. Cancer... ...... Yes No
P. Radlatlon treatment for any condltlon of the face or mouth .. Yes No
Q. DIADBLES .. c.vv vois wouesmminsminmnimmsewbmsiss GebE AL SHE5 6 SRR RS F8 6 Yes No
R. AIDS or HIV+.. .. Yes No
S. Sexually Transmltted Dlseases ..Yes No
T. Hepatitis, or any liver condmon ............................................ Yes No
U. Kidney Conditions...........cooiiiviiiiiiiiii e e Yes No
V. ACIH REFIUX. ..ot Yes No
VA28 =11 [=Ta ] - R R RR U e RO ARRODRL, WRR SRR S0 TP, SR Y st Yes No
X. Lupus or other Autoimmune Disease...................cooeeeiieinns Yes No
Y. RheUmatoidiARNItS. ..comvvommmsmsmssssammse s son ssasmsamiven Yes No
Z. Neurological or Mental Health condition................................ Yes No
If so, what

12. Do you have any other medical conditions...................cooeviiiinins Yes No
If so, please list

13. Have you had any serious trouble associated with
previous dental treatment.............ccoooviviiiiiii Yes No

If so, explain

Doctor's Notes:

By signing below, | certify that the information provided here
is correct and true. | agree to notify my dentist immediately
if there are any changes to my health, medications or allergies.

Patient/Guardian Date

Doctor Date




