CONFIDENTIAL HEALTH QUESTIONANAIRE
Name





D.O.B.




Date:
1. Are you presently being treated by a physician or specialist? 

2. Has your energy level decreased lately? 




Y 
N 

3. Weight change by over 5 lb. this year? 




Y 
N 

4. Have you had a change in appetite? 





Y 
N 

5. Do you follow a special diet? 






Y 
N 

6. Do you bleed over 5 minutes when cut? 




Y 
N 

7. Do you get frequent nosebleeds? 





Y 
N

8. Do you have frequent, severe headaches? 




Y 
N
 

9. Have you fainted?







Y 
N 

10. Is your neck stiff or movement restricted?




Y 
N 

11. Do you get a pounding or fluttering chest? 




Y 
N 

12. Do you have chest pain on exertion? 




Y 
N 

13. Do your ankles or feet swell? 





Y 
N 

14. Are you short of breath after two flights of stairs? 



Y 
N 

15. Do you have sinus trouble? 






Y 
N 

16. Do you have difficulty breathing thru your nose? 



Y 
N 

17. Do you urinate over six times a day? 




Y 
N 

18. Are you thirsty much of the time?..................................................................Y
N 
19. Females: 
Are you pregnant?..................................................................Y
N   

Are you nursing? ………………………………………………Y
N

Do you take birth control pills? ..............................................Y
N
20. Any change in general health in last year I recent hospitalizations? ...........
Y
N
21. Previous operations, hospitalization, serious illness?....................................Y  
N

List:
22. Please check if you have had;
· Respiratory disease

· Lung disease/ persistent or bloody cough

· Emphysema, COPD, Chronic Bronchitis

· Asthma

· Shortness of breath 

· Sinus problems

· Diabetes:   Type 1 or 2, brittle or stable
· Eye disorders (Glaucoma, vision impaired, etc)

· Hearing Disorders

· Seizure disorders (i.e. epilepsy or other)

· Fainting 

· Epilepsy

· Heart Attack 

· Heart Murmur: functional vs. pathologic
· Heart Rhythm Disorder 

· Congenital Heart Defect

· Mitral valve prolapse 

· Pacemaker

· Artificial heart valve(s)
· Rheumatic Fever

· Infective bacterial endocarditis

· Circulation problems 
· High or low blood 

· Blood Disorder (anemia)

· Blood disease (i.e. Hemophilia, sickle cell anemia)

· Stroke (CVA)
· Stomach/intestinal problems

(i.e. Ulcers/colitis/IBS/acid reflux/GERD) 
· Skin rash

· Thyroid problems: low/high/other:_________
· Kidney/Bladder disease 

· Liver disease 
· Jaundice

· Osteoporosis/Osteopenia

· Psychiatric Illness/care 
· Neurologic conditions 
(ie. MS, Parkinson’s, Alzheimer’s, Dementia)

· Rheumatoid Arthritis or Osteoarthritis

· Cortisone/ Steroid treatments

· Compromised immune system

· HIV/AIDS
· Hepatitis 
A  B  C  D

· STD/STI 

· Tuberculosis
· Shingles 

· Herpes Simplex (Cold Sores)

· Apthous Ulcers (Canker Sores) 

· Immunosuppression therapy (i.e. for organ transplant)
· Prosthetic Joint replacement/Surgical implants

· Back problems
· Food allergies 

· Headaches, frequent/severe

· Jaw pain
· Other:


· none of these
ALLERGIES/SENSITIVITY: 

· Anesthetic: topical/local/general 

· Aspirin 

· Penicillin 

· Codeine
· Valium
· Sulfa 

· Iodine 
· Red food Dye
· Latex 

· Nickel 

· Other 

· None

Any other conditions or allergies: 

23. Pre-medication needed before dental treatment?  Y
   N
Reason taken:
Drug/Dosage/Time taken: 


Prescribing Physician:
24. List any medications (prescription, non-prescription, herbal and/or vitamins) you 

are currently taking: ________________________________________________________


25. Have you stopped taking any medications in the last 24 months? If so, which ones: 

26. Do you use tobacco in any form? Type___________  How long?________  Frequency?________

27. Are you taking/do you take recreational drugs?  If so, which ones and how often? ________

_________________________________________________________________________

28. Do you consume alcohol?  If so, how many drinks/per week:

29. Have you had surgery, chemo or radiation treatment for a growth, tumor or cancer?

If so, please describe:

30. Please list any disease that run in your family

31. Do you wear contact lenses?
…………………………………………………………..
Y
N

32. Travel within last 30 days? 
…………………………………………………………..
Y
N


If yes, where?










33. Your Family Physician’s name, address and phone number please:

      
Thank you for your help
PATIENT’S SIGNATURE:
DENTIST’S SIGNATURE:
