Health Questionnaire
Patient Name: _____________________________________________________ Gender: M / F
DOB: ________________   SSN: _________________________________ 
Home # ____ ____ ________     __________               Cell # _____________ ________________ 
Mailing Address: _______________________________________________________________
City: ______________________________     State: _________     Zip code: _______________
Name of responsible party if minor: _______________________________________________
How did you hear about us?______________________________________________________

Has there been any changes in your general health in the past year?    	 Yes / No
Have you been hospitalized or had serious illness within the last 5 years?   	 Yes / No
Are you under the care of a physician?    						 Yes / No   
Physician’s Name: ___________________________   Phone Number: ____________________
_____________________________________________________________________________
Do you now or have had any of the following:
Cardiovascular Disease (Heart trouble, heart attack, coronary insufficiency, angina, stroke, high blood pressure, or pacemaker)			Yes / No		Rheumatic Fever 	Yes / No
Heart Murmur or Mitral Valve Prolapse	Yes / No		Kidney Dialysis        Yes / No
Diabetes 	   Yes / No		Hepatitis 	Yes / No		Arthritis 		 Yes / No
Tuberculosis	   Yes / No		Seizures	Yes / No		Fainting 		 Yes / No
Prosthetic Joint Replacement?   Yes / No    Date of procedure: _____________________
Do you have a condition requiring antibiotics / premed prior to dental work?     	 Yes / No
_____________________________________________________________________________
Are you taking any of the following?  (Please Circle)
Antibiotics		Aspirin	       Blood Thinners		       High Blood Pressure Medications
Nitroglycerin	Insulin / Tolbutamide 	     Cortisone	           Tranquilizers	         Digitalis
Are you taking any drugs or medications?    Yes / No    Please List: _______________________
_____________________________________________________________________________
_____________________________________________________________________________
Are you allergic to or have you ever reacted adversely to the following? (Please Circle)
	Local Anesthetic		Penicillin or other antibiotics		Barbiturates		
Codeine / Pain Killers 	Sedatives / Sleeping Pills 		Other: ____________________
Do you have any disease, condition, or problem not listed above that you think we should know about? __________________________________________________________________
WOMEN: If you are or should become pregnant or breast feed, please notify us at your next appointment.

Dental Profile
Have you had a complete dental exam including x-rays, within the past three years? Yes / No
[bookmark: _GoBack]Have you ever been treated for periodontal disease? 	 				Yes / No
Are you happy with the condition of your mouth?   	 				Yes / No
	If No, what would you change? ______________________________________________
Do you have a partial or denture more than 5 years old?   				Yes / No
	Has the bite changed or is it difficult to keep in place?   				Yes / No
Have you had abnormal bleeding associated with previous extractions?   		Yes / No
Have you had any surgery or x-ray treatment for a tumor, growth, or other condition of your mouth?   												Yes / No
Have you had any serious dental problems associated with dental treatment?   	Yes / No

By Signing below, you are indicating that the information you have provided is true to your best knowledge.
X_________________________________________________   Date: ________________
