OFFICE NAME

Address

Phone

HEALTH HISTORY

Patient Name _____________________________________________  Date of Birth __________________________________

I.  Circle Appropriate Answer  (leave blank if you do not understand question)

1.   Yes No  Are you in good health?

2.   Yes No  Has there been a change in your health within the last year?

3.   Yes No  Have you been hospitalized within the last five years?  For what?_________________________________________

4.   Yes No  Have you had a serious illness within the last five years?


Explain:_________________________________________________________________________________________

5.   Yes No  Do you currently have a physician?  Date of last medical exam___________________________________________

Name of physician___________________________________ Phone #_______________________________________

6.   Yes No  Are you being treated by a physician now? For what?___________________________________________________

II.  Have you experienced?---------------------------------------------------------------------------------------------------------------------------------------
7.    Yes No  Chest pain (angina)?



18.  Yes No  Dizziness?

8.    Yes No  Frequent urination?



19.  Yes No  Ringing in ears?

9.    Yes No  Excessive thirst?



20.  Yes No  Chronic headaches?

10.  Yes No  Dry mouth?




21.  Yes No  Fainting spells?

11.  Yes No  Eye problems, blurred vision?


22.  Yes No  Persistent cough, coughing up blood?

12.  Yes No  Foot problems?



23.  Yes No  Seizures?

13.  Yes No  Shortness of breath?



24.  Yes No  Sinus problems?

14.  Yes No  Bleeding problems, bruising easily?

25.  Yes No  Swollen ankles?

15.  Yes No  Difficulty swallowing?



26.  Yes No  Recent weight loss, fevers, night sweats?

16.  Yes No  Frequent vomiting, nausea?


27.  Yes No  Jaundice?

17.  Yes No  Difficultly urinating, blood in urine?

28.  Yes No  Joint pain, stiffness?

III.  Are you or have you ever been under the care for?------------------------------------------------------------------------------------------------
29.  Yes No  Heart problems? (heart disease, heart murmur)
39.  Yes No  HIV related illnesses?

30.  Yes No  Heart attack?




40.  Yes No  Tumors, cancer?

31.  Yes No  Stroke?




41.  Yes No  Musculoskeletal problems (Sjogren’s syndrome)?

32.  Yes No  Diabetes?




42.  Yes No  Gastrointestinal problems (Crohn’s disease, IBS)?

33.  Yes No  High blood pressure?



43.  Yes No  Malnutrition?

34.  Yes No  High blood cholesterol?


44.  Yes No  Anemia?

35.  Yes No  Rheumatic fever?



45.  Yes No  STDs (herpes syphilis, gonorrhea)?

36.  Yes No  TB, emphysema, asthma, COPD?

46.  Yes No  Alzheimer’s disease?

37.  Yes No  Hepatitis, other liver disease?


47.  Yes No  Kidney, bladder disease?

38.  Yes No  Osteoporosis?


  
48.  Yes No  Thyroid disease (hypothyroidism, hyperthyroidism)?

IV.  Do you have or have you had?----------------------------------------------------------------------------------------------------------------------------
49.  Yes No  Family history of heart disease?


54.  Yes No  Blood transfusion?

50.  Yes No  Family history of diabetes?


55.  Yes No  Surgeries?

51.  Yes No  Prosthetic heart valve?



56.  Yes No  Radiation treatment?

52.  Yes No  Pacemaker?




57.  Yes No  Chemotherapy?

53.  Yes No  Artificial joints?



58.  Yes No  Psychiatric care?

V.  Are you taking or using?-------------------------------------------------------------------------------------------------------------------------------------
59.  Yes No  Tobacco?


If yes, please list form, frequency, and number of years____________________________________________________


If yes, are you interested in quitting? Yes No 

60.  Yes No  Alcohol?


 If yes, please list how much and how often______________________________________________________________

61.  Yes No  Drugs, medications, supplements? (prescription, recreational, over the counter, vitamins/minerals, herbal)


Please list________________________________________________________________________________________

62.  Yes No  Do you have any known allergies? (medications, latex, iodine)   List _______________________________________

VI.  Women only-----------------------------------------------------------------------------------------------------------------------------------------------------
63.  Yes No  Are you or do you think you could be pregnant?


If yes, are you nursing?​​​​​​​ Yes No


Name of obstetrician________________________________________ Phone #________________________________

64.   Yes No  Are you taking birth control pills, hormone replacement therapy?

VII.  All patients------------------------------------------------------------------------------------------------------------------------------------------------------
65.  Yes No  Do you have or have you had any other diseases or medical problems NOT listed on this form?


If yes, please list___________________________________________________________________________________

To the best of my knowledge, I have answered every question completely and accurately.  I will inform the dental staff of any changes in my health and/or medication.

Patient signature ________________________________________________

Date ___________________________

Reviewed by ___________________________________________________

Date ___________________________

OFFICE NAME 

Address

Phone

  Patient Name _____________________________________________________  Date of Birth ______________________________ 

  Have there been any changes in your health since your last dental visit?   Yes No

	

	





  Patient signature





       

Date


  Have there been any changes in your health since your last dental visit?   Yes No
	

	




   Patient signature





      

Date


  Have there been any changes in your health since your last dental visit?   Yes No
	

	





   Patient signature





      

Date

Staff: Ask about tobacco use and document status, advise those who use to quit, and refer to tobacco quitline. Screen patient for nutritional risk.  Measure and record blood pressure.  Refer as appropriate.





Tobacco Use:     ( Current        ( Former           ( Never


Form:	            Frequency:	              Referral:








Diet Screening:    ( Low Risk     ( Moderate Risk    ( High Risk Referral:	








Blood Pressure:	Systolic _______  Diastolic ________	


Referral:























Patient:  Include medications, medication changes, major illnesses, hospitalizations, operations, pregnancy, diet changes, allergies, high blood pressure, diabetes, or  heart problems.





Staff: Ask about tobacco use and document status, advise those who use to quit, and refer to tobacco quitline. Screen patient for nutritional risk.  Measure and record blood pressure.  Refer as appropriate.





Tobacco Use:     ( Current        ( Former           ( Never


Form:	            Frequency:	              Referral:








Diet Screening:    ( Low Risk     ( Moderate Risk    ( High Risk Referral:	








Blood Pressure:	Systolic _______  Diastolic ________	


Referral:























Patient:  Include medications, medication changes, major illnesses, hospitalizations, operations, pregnancy, diet changes, allergies, high blood pressure, diabetes, or  heart problems.





Staff: Ask about tobacco use and document status, advise those who use to quit, and refer to tobacco quitline. Screen patient for nutritional risk.  Measure and record blood pressure.  Refer as appropriate.





Tobacco Use:     ( Current        ( Former           ( Never


Form:	            Frequency:	              Referral:








Diet Screening:    ( Low Risk     ( Moderate Risk    ( High Risk Referral:	








Blood Pressure:	Systolic _______  Diastolic ________	


Referral:























Patient:  Include medications, medication changes, major illnesses, hospitalizations, operations, pregnancy, diet changes, allergies, high blood pressure, diabetes, or  heart problems.





HEALTH   HISTORY UPDATE








