Dental Health Questionnaire
Name__________________________________
Birth date_____________________

Correct answers to the following questions will allow your dentist to treat you on a more individual basis, providing the care appropriate for your particular needs.

Circle yes or no, whichever applies, in response to the following questions.  Your answers are for our records only and will be considered confidential.

Medical

1.
Has there been any change in your general health within the past year?
Yes
No

2.
My last physical examination was on_____________________________

3.
Are you now under the care of a physician?



Yes
No

4.
The name and address of my physician is:


____________________________________________________________

5.
Have you had any serious illness within the past five years?

Yes
No


If yes, what was the illness? _____________________________________

6.
Have you been hospitalized or had an operation within the past five years?
Yes
No


If yes, what was the reason? ____________________________________

7.
Do you have or have had any of the following diseases or problems?


A.  Rheumatic fever/rheumatic heart disease, heart murmur, 

      Mitral valve prolapse






Yes 
No


B.  Congenital heart disease





Yes
No



C.  Cardiovascular disease (heart trouble, heart attack, coronary 


      Insufficiency, coronary occlusion, high/low blood pressure,


     Arteriosclerosis, stroke, etc.





Yes
No



1) Do you have pain in your chest upon exertion


Yes
No



2) Are you ever short of breath after mild exercise


Yes
No



3) Do your ankles swell





Yes
No



4) Do you get short of breath when you lie down, or do you



    Require extra pillows when you sleep



Yes
No


D.  Artificial or replacement valves




Yes
No


E.  Pacemaker







Yes
No


F.  Allergy







Yes 
No


G.  Sinus trouble






Yes
No


H.  Asthma or hay fever






Yes
No


I.  Hives or skin rash






Yes
No


J.  Fainting spells or seizures





Yes
No

K.  Diabetes








1) Do you have to urinate more than six times a day?

Yes
No



2) Are you thirsty much of the time?



Yes
No



3) Does your mouth frequently become dry?


Yes
No

L.  Hepatitis, jaundice or liver disease?

Yes No

Q.  Tuberculosis?  
Yes No
M. Arthritis or inflammatory rheumatism

Yes No

R.   Persistant cough or









       Coughing up blood
Yes No
N.  Artificial or replacement joints, prosthetic
Yes No

S.  Other____________________

O.  Digestive system-Ulcers or stomach disorder
Yes No

T.  HIV positive

Yes No

P.   Kidney trouble



Yes No
7.  Have you had abnormal bleeding associated with previous extractions, surgery or 

     trauma?









Yes  No

8.  Do you bruise easily?








Yes  No

9.  Have you ever required a blood transfusion





Yes  No

     If yes, explain the circumstances and when:

     _________________________________________________________________

10.  Do you have a blood disorder such as anemia?





Yes  No

11.  Have you had surgery or x-ray treatment for a tumor, growth or other condition?
Yes  No

Are you taking any of the following?
Antibiotics or sulfa drugs
Yes   No

Insulin, tolbutamide (Orinase) or 


Anticoagulants (blood thinner)
Yes   No

  drug for diabetes


Yes  No

Medicine for high blood pressure Yes   No

Digitalis or drugs for heart trouble
Yes  No
Cortisone (steroids)

Yes   No

Nitroglycerin



Yes  No

Tranquilizers


Yes   No

Other medications_____________


Antihistamines


Yes   No

  Please state drug name, dosage and frequency

Aspirin



Yes   No

________________________________________

11a)  Are you currently taking any pain medications?
Yes
No



 
If yes, what medications are you taking?

_____________________________________________________


_____________________________________________________

Are you allergic or have you reacted adversely to:

Local anesthetics

Yes   No

Aspirin




Yes  No

Penicillin or other antibiotics
Yes   No

Iodine




Yes  No

Sulfa drugs


Yes   No

Codeine or other narcotic

Yes  No

Barbiturates, sedatives or 


Latex




Yes  No
  Sleeping pills


Yes   No

Other_________________________
12.  Do you use any tobacco products?






Yes  No

13.  Do you use any alcohol products?






Yes  No

       If yes, how much per day/week/ month and what ________________________________

14.  Do you use caffeinated products (coffee, tea, chocolate, etc.)



Yes  No

       If yes, how much per day and what___________________________________________

15.  Do you have any disease, condition, or problem not listed above that you think the 

       Dentist should know about?







Yes  No

       If yes, please explain_______________________________________________________

16.  Are you employed in any situation which exposes you regularly to x-rays or other


Ionizing radiation?







Yes  No

17.  Are you wearing contact lenses?






Yes  No

WOMEN

Are you pregnant?








Yes  No

Do you have PMS or problems associated with your menstrual period?


Yes  No

Are you taking birth control or hormone therapy?





Yes No

To the best of my knowledge, all of the preceding answers are true and correct.  If I ever have any change in my health or change in my medications, I will inform the dentist at the next appointment.

_________________________________________

____________________________________

Signature or patient (or parent if minor)
Date

Signature of dentist  

Date
