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Health Questionnaire 
        

Name____________________________________________     Date__________________ 

Date of Birth ____________________________ 

 

Please completely fill out this form and check (√) any of the statements below that are true and answer any question to 

the best of your abilities.  Your answers are for our records only and will be considered confidential. 

 

Physicians:  

Primary Care Physician: __________________________________ Phone: _______________________________ 

Cardiologist Physician:  __________________________________ Phone: _______________________________ 

Orthopedic Physician: ____________________________________ Phone: _______________________________ 

 

There have been changes in my general health within the past year. 

        My last physical examination was on _________________. 

 

  What is the condition being treated? ________________________________________________________ 

  Physician treating this condition is:  ________________________________________________________ 

  

 Medications: Please list all current medicine(s) including non-prescription medicine. 
  _____________________________________________________________________________________ 

  _____________________________________________________________________________________ 

  _____________________________________________________________________________________ 

  _____________________________________________________________________________________ 

I have the following: 

  

 Allergy: I am allergic or have had a reaction to: 

         

                                  

                             

       

 

 Surgery / Hospitalization: I have had had the following surgery or hospitalization 

  hip, knee,other_______________) When? __________________________ 

   Has a Pre-Medication has been prescribed for Dental Appointments?  YES    NO 

    Antibiotic Prescribed: _____________________ Dosage: _________________________ 

 

  I have had a serious illness, operation, or been hospitalized in the past 5 years. 

   What was the illness or problem?______________________________________________________ 

 

 Cardiovascular: I have the following heart conditions:       

   Heart Attack  When: _____________________    

   Stroke  When: _____________________    

               Artificial heart valves  scular disease  

 Heart trouble     Heart murmur     Rheumatic heart disease            

 Angina       Coronary insufficiency   Coronary occlusion  

 High blood pressure   Arteriosclerosis    
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 Other Conditions: Please check all other conditions that apply 

 

           Type: __________________  

         

             

 Hay fever                                              xcessive daytime sleepiness 

        

 r recent weight loss        sounds at night   

          

 ce or liver disease      

 IDS or HIV          

           

 Respiratory problems, emphysema, bronchitis, etc.   

 oints.      

          

                  Other: ________________________ 

 e        

 erculosis       ell.  

     

         

or when lying down.  

 

ve or have had a tobacco habit. 

 

 

 

  

 If so, please explain____________________________________________________________________________ 
  

Women 

      

      
              

 

I certify that I have read and understand the above. I acknowledge that my questions, if any, about the inquires set 

forth above have been answered to my satisfaction.  I will not hold my dentist, or any other member of his/her staff, 

responsible for any errors or omissions that I may have made in the completion of this form. 
 

______________________________________________________________ ______________________ 

 Signature of Patient or Guardian       Date 
 

 

 

            

  

 
 

Notes (to be filled out by dental provider) 

Notes (to be filled out by dental provider)  
 

 

 

 

_____________________________________________________ _________________________ 

Provider Signature        Date 


