

DATE ___________________

MEDICAL HISTORY QUESTIONNAIRE

Welcome to our office.  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.  Please ask if you wish to review our Privacy Policy.  The dentist will review the information and our staff will help you complete the form if necessary. Please complete both sides of the questionnaire.

Your Name: Mr./Mrs./Miss/Dr./Rev.				Health Card # ______________________________________

_______________________________________________		Medical Doctor/Specialist: ____________________________

Date Of Birth: ___________________________________		Town/City:  ________________________________________

Street Name and # ________________________________		Spouse's Name: _____________________________________

Box____________   Town: _________________________   		Spouse's Employer: __________________________________

Prov. ___________________Postal Code: _____________		In case of emergency, we should notify:

Telephone: Home: ________________________________		Name: ___________________________________________	
               
                   Cell : _________________________________		Relationship: ______________________________________
                  
Email Address: ___________________________________		Daytime telephone: _________________________________
		 
Business: _______________________________________		Do you have Dental Benefits?   Yes   No												
Occupation: _____________________________________		Group: _________________________________________   

Employer: _______________________________________		Policy #: _______________________________________				
								Certificate #: ____________________________________	
___________
Please answer the following questions.

Are you currently being treated for any medical condition or have you been treated within the past year?    Yes    No     
If yes, please provide details: ___________________________________________________________________________________________________________

When was your last medical check-up? ___________________________________________________________________________

Has there been any change in your health in the last year?    Yes    No.  If yes, please explain.
___________________________________________________________________________________________________________

Are you taking any medications, non-prescription drugs, supplements, or herbal remedies including blood thinners, bisphosphonates or steroids (prednisone/cortisone)?  If yes, please list: _______________________________________________________________

___________________________________________________________________________________________________________

Do you have any allergies or have you had any adverse reaction to any medication or injection including anesthetic, antibiotics or latex/rubber?  If yes, please explain. ___________________________________________________________________________________________________________

PLEASE TURN OVER 




Do you have or have you ever had any of the following? Please check any which apply to you.

	Angina
	 Yes    No     
	High Blood Pressure
	 Yes    No     

	Heart Attack
	 Yes    No     
	Stroke
	 Yes    No     

	Heart Murmur
	 Yes    No     
	Blood Disorder
	 Yes    No     

	Mitral Valve Prolapse
	 Yes    No     
	Hemophilia
	 Yes    No     

	Rheumatic Fever
	 Yes    No     
	
	

	Prosthetic Heart Valve
	 Yes    No     
	Type I Diabetes
	 Yes    No     

	Pacemaker
	 Yes    No     
	Type II Diabetes
	 Yes    No     

	Cardiac Bypass
	 Yes    No     
	Thyroid Disorder
	 Yes    No     

	Infective Endocarditis
	 Yes    No     
	
	

	
	
	Cancer
	 Yes    No     

	Asthma
	 Yes    No     
	Radiation Treatment
	 Yes    No     

	COPD
	 Yes    No     
	Chemotherapy 
	 Yes    No     

	Tuberculosis
	 Yes    No     
	
	

	
	
	Stomach Ulcers
	 Yes    No     

	Epilepsy
	 Yes    No     
	Acid Reflux
	 Yes    No     

	Mental Illness
	 Yes    No     
	Crohn’s Disease/IBD
	 Yes    No     

	Drug/Alcohol Dependency
	 Yes    No     
	
	

	
	
	Osteoporosis
	 Yes    No     

	HIV/AIDS
	 Yes    No     
	Arthritis
	 Yes    No     

	Hepatitis/Jaundice
	 Yes    No     
	Joint Replacement
	 Yes    No     

	Liver Disease
	 Yes    No     
	
	

	Kidney Disease
	 Yes    No     
	Sleep Apnea
	 Yes    No     

	
	
	
	


Have you had any other condition or disease that has not been mentioned?    Yes    No.  If yes, please provide details.

___________________________________________________________________________________________________________

Have you ever been advised to take an antibiotic before dental treatment?    Yes    No.  If yes, for what reason?

___________________________________________________________________________________________________________

Do you use tobacco products?   Yes    No.  Type:   Cigarettes    Cigars    Chewing Tobacco    Marijuana

How much do you smoke/chew per day? __________________________________________________________________________

Women: Are you pregnant?    Yes    No.  When is your due date? __________________.  Are you breastfeeding?    Yes    No



PATIENT CONSENT TO TREATMENT

I hereby consent to the rendering of dental treatment and oral surgical procedures deemed necessary and/or advisable for me.  This includes radiographs (x-rays), local anesthetic (freezing), and conscious sedation (nitrous oxide).  I assume full responsibility for professional and laboratory fees and costs incurred and understand that these are due and payable at the time of service.  I understand that a fee will be charged for broken or failed appointments when at least 24 hours notice is not provided.

Date: ___________________________________________________________

Patient's Signature: _______________________________________________
