MEDICAL HISTORY QUESTIONNAIRE

MEDICAL ALERT:

HAME: WA RIS SRS TRSTA. IN CASE OF EMERGENCY, WE SHOULD NOTIFY:
HAME

DATE OF BIRTH [DAY/MONTH/TEAR): r r RELATIOMSHIF

ADDRESS [(HOME): DAY-TIME PHONE:
HAME OF FAMILY DDCTOR:
PHOME DR ADDRESS

PHOME

ADDRESE [EUEINESS):

(1] RAME OF MEDMAL SPECIALIST:

AREA OF SPECLALITY:

PHOME PHOME DR ADDRESE:
OCCUPATION: [¥] KAME OF MEDMAL SPECLALEST:
‘WHD REFERRED YOU TO OUR OFFICE? ARER OF SPECLALITY:

PHOME DR ADDRESE:

The following information is required to enable us to provide you with the best possible dental care.
All information is strictly private. and is protected by doctor-patient confidentiality. The dentist will review
the gquestions and explain any that you do not understand. Please fill in the entire form.

1. &re you being treated for any medical condition at the present or hawe you been treated within the past year? if so, why?
QO YES Ono I NOT SURE/MAYEE

2. When was your last medical checkup?

3. Has thene been any change in your general health in the pest year? if yes, please explain.
[ vEs OND [ NOT SURE/MAYEE

4. Are you taking any medications, mon-presorption drugs or herbal supplements of any kind? If yes, pleasa list
QO YES Ono I NOT SURE/MAYEE

5. Do you hawe any alargies? If you answered yes, please list using the catagories below:
Q¥ES OnNo I NOT SURE/MAYEE
a) medications
b latexfrubber products
c) other {e.g. hayfever, foods)

6. Hawe you ever had a peculiar or adverse reaction to any medicines or injections? if yes, pease explain.
O YES Owo O NOT SUREMMAYBE
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7. Do you hawve or have you ever had asthma? 0 yes O Mo CIMNOT SUREMAYBE

& D0 yoU h3we OF Nawe YOu ever had any Neat of Hiood pressure problems?
0 ¥ES 0O HNO O HOTSUREMAYEE

9. Do you have or have you ever had 3 heart murmu, mitral vatve prolapse or theumatic fever?
=] O no O HOT SUREMAYEE

10. Do you hawve 3 prosthedic or anncal joim? 0 yes O Mo CIMNOT SUREMAYBE

11. Hawe you ewer been advised by your docior 1o (ke antiMobics before denial treatment?
O yes O Mo O HOTSUREMAYEE

12. Do you have any conditions or Merapies that could affect your IMmune SYsiEm
e.q leukamia, AIDS, HIV Infection, radistherapy, chemaotherapy? 0 vES 0 nO [ HOTSUREMAYEE

13. Have you ever had hepatitis, jaundice or Ilver disease?
0 ¥ES 0 Mo 1 NOT SURE/MAYEE

14. DD you have 3 ieeding probiem or bieeding disorder? O yes O Mo O HOTSUREMAYEE

15. Have you ever been hospialized for any liness of opert=ions? [ yes, please explain.
0 ves 0 wo 1 HOTSUREMAYEE

16. 0w you have of have you ever had any of the folowing? Please check,

O chest pain, angina O shoriness of O pacemalkear O steriod therapy O satmwes{eplepsy) O dnagfacoho
O heart attack breath 0 lung dsease O diabetes O midney disease dependancy
O stmke [ prosthetic heart O tubsrculosis [ stomach wicers O thyroid disease

valve O cancer O arthwitis 1 diet pill theragry

17. Are ther amy conditions or disease not lsted above that you have or have had? IT 50, what?

OvES n [T CIMOT SUREMAYBE
13. Are there any disease or medical problems that run in your family?
(e.0. Mabetes, cancer or heart Mssase) OvES n [ CIMOTSUREMAYEE
19. Do you smoke or chew tobacen prducts? OvES m [ CIMOT SUREMAYEE
2. Are you nenvols during dental treatment? OvES m [ CIMOT SUREMAYEE

1. For women only- Ane you breasifeading or pregnani? I pregnant, what Is the expected dellvery daie?
OvEs n [ CIHOTSUREMSYEE

To the best of my knowledge, the above Information s comact:

DENTESTS HOTES

Patient Height: Patient Weight: BMI:
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