
Medical Health History Questionnaire 
Name: __________________________________       Age: __________        Date: __________________ 
Date of Birth: _____________       Sex:  M/F       Height: ___________      Weight: __________________ 
Dentist: ___________________________________    Physician: _______________________________ 

 
For the following questions, circle yes or no, whichever applies?  Your answers are confidential and are for 
our records only. 
 
Are you in good health?       Yes  No 

Have you been hospitalized in the past 5 Years?    Yes  No                   

Are you under the care of a Physician?    Yes  No 

Have you ever: 

Had a serious illness.       Yes  No 

Had surgery or an operation in the past.    Yes  No 

Had excessive bleeding after surgery.    Yes  No 

Had a blood transfusion.      Yes  No 

Had any periods of fainting or Unconsciousness.   Yes  No 

Taken any blood thinners (Aspirin, Coumadin, Etc.)   Yes  No 

Had any problems with your Immune system.   Yes  No 

Been treated for alcohol or a drug usage problem.   Yes  No 

Taken any medicine for Osteoporosis.    Yes  No 

If yes, circle all that apply.  Fosamax, Reclast, Actonel, Boniva, Aredia, Zometa, or Prolia. 

List all Medication: 
__________________________________________________________________________________________
__________________________________________________________________________________________ 

List all Allergies:                  NKDA 
__________________________________________________________________________________________ 

Do you currently smoke or chew tobacco.    Yes  No 

Did you smoke or chew tobacco in the past.    Yes  No 

Do you have any of the following: 

Heart disease, angina, or chest pain.     Yes  No 

Anxiety or Depression.                  Yes  No 

Congenital heart defect.      Yes  No 
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