HEALTH QUESTIONNAIRE

These questions are for your benefit and assure thal reatment will lake into consideration your past and present health status. Some questions may seem unrelaled

to yout dental condibon, but they are all associated with proper oral heakh care.

Please answar each guestion. Circle Yes or No where applicable. Example: Areyou alive ............. O S .No
MEDICAL HISTORY
1. Areyouingood health? . ... .. . . i veesvine wo % ss wu e ek n e Yes No
2. Date of last physical examination Name Of Physician Phone
3. Are you now under the care of a physician? ....... e i b e e Ve e E e e dns e s P | I ]
If so, what is the condilion being treated?
4. Have you ever had any Serious illNess or OPEralion? ............o.veiiiuuiriieneiinneiiiiiineiaiiaans T e Yes No
If so, what illness or operation?
5. Have your even been hoSPIAlized? .. ... ... ... i ..... Yos No
if s0, what was the problem? :
6. Are you taking any medicine O Yes (O No or any recreational drugs (marijuana, cocaine, etc.)? ............coovunae, viieinnns Yos No
if s, what? Whal dosage?
7. Have you ever been pre-medicated with antibiotics for your dental treatment? ................ i e ... Yos No
8 Are you sensitive or allergic 1o any drugs? O Penicillin. O Erythromycin ] Tetracyclme O Sulfa Drugs O Aspirin. O Codeine:
O Other M Other, what drugs? '
9 Do you have or have you had any of Ihe following:
YES NO| YES NO YES NO YES NO YES NO
Heart Murmu 0 0| ExcessBeedny 0 @ Cold Sores 0 o Thyod Dsease 0 o] Ukers 0o
theumatic Fever oo StomachUkers a0 0 Bruse Easil o o| Kdney Dsease 0 O] Levkemia oo
Jont Reslacement o o] Ashma oo Snus Trouble 0O o LwverDsease 0 o| Cancer oo
Artificial Prosthesis 00 Tubercuioss (T8) 0 O Oificulty in Swallowing @ O | Respiratory Disease 0 o TumosorGrowths 0 O
(laucoma oo Herpes 00 Pain in faw Jont 0 o] Skke Cell Disease 0 o| Chemotherapy oo
Diabetes oo Bood Transfusion 00 O Allergies or Hves 0 0 | Blood Dease 0 O | RadauonTreatvent 0 O
High Blood Pressure oo Hesauts ABC 0O 0 Hay Fever O o | Mental Dsorder 0 O] laundice non
teart Failure oo Orug Audlclnon oo Emphysema 0 o Cerebraf Palsy O o] Allergic 10 latex a0
Stroke o0 Veneredl Oisezse O O s 0 o Epiepsyor Sezure 0 | Other: ao
Angina Pectons 0o {Syohie, Gonontea) Rheumatism o0 ervous Disorders oo
Congenita! Heartlesons O O HIV Positve oo Tonsilitis 0 0| FantogSpelk oo
Heart Adment or Attack 3 O | Acquired Immune Psychvatne Treatment O O | Anemia, o0
Mitral Valve Prolapseya O DelSyd (A2 O O Cortisone Medcne O 0O | Head Injunes 0O 0o
10 Have you taken FEN-PHEN Of REDUX 7 oo L ST Yes No
1 Do you wear a cardiac pacemaker, Of have you Nad NEEM SUIGEIY . ...........ooouuom ottt ittt Yes No
'2. Do you have any disease, condition o problem not listed that you think | should know about? ........eieeiiiiiiiiiinn e, ... Yos No
If so, what?
13 (Women) Are you pregnant? f schowmarymonths ... Cemiee e i e ..... You No
14. (Women) Do you have any problems assoc:ated with your menstrual Perod? .. ......o uiiiuerinte it Yes No
15 (Women) Do you take birth control pills?. ... .. e ueee e e e e R B W S} E e e L e e e b AR aa e b d AR Yes Neo
DENTAL HISTORY
1. Have you ever had a local anesthetic (NOVOCAINE, BIC.)? ... .. oo it ettt Yes No
2. Have you ever had any unfavorable reaction from a local anesthelic? ... ...t IR RN Yes No
3 Have you had any serious frouble associated with any previous dental treatment? ............ e e e e e R e e Yes No
It so, explain
4. How long since your last full meuth X-Rays”
5. How long since your last dental treaiment?
6. Does dental realment MAKE YOU MEIVOUS . . . ..cvurnuner et v ia i as i e s s ss e n e r e e ba s h e st s et e st s s e st Yes No
If Yes, Check v: O Shghtly O Moderately O Extremely
7. Would you desire 10 D8 Pre-SEABIEE? . . .. .. ... ... ..ttt e e Yes No

To the best of my knowiedge, all of the preceding answers are true and correct If | ever have any change in my health or if my medications change, I will,
without fail, inform the doclor at my next appointment

Date Signature REVIEWED BY DO NOT WRITE IN THIS SPACE
:::ar 2 Year | Year2 Year 3

anges in Heaith

YEAR 1 Date

Date Signature BP / / !
Year 3 T Pulse
Date Signature YEAR 3 i
Health Questionnaire MUST be updated every yeus-




