Utah Periodontal Specialists

Health Questionnaire Date
Patient Name: Male  Female
Preferred Name Birthdate: / /
Marital Status: Married Single Child Guardian (If Minor)
Guardian DOB / / Email
Address:
Phone number(s) Home: Work: Cell:
Employer: Occupation:
Employer’s Address:
Emergency Contact: Relationship: Phone Number:
Whom may we thank for referring you?
Who is your Dentist? Location
Are you currently under the care of a physician for a medical condition? YES NO_
Physician: Phone:
Address:
Please check if you have a history of any of the following:
Yes No Yes No
High Blood Pressure /Hypertension Anemia
Heart Murmur Bleeding disorder
Rheumatic Fever Kidney Disease
Mitral valve prolapse Renal Dialysis
Angina / Chest pain Organ transplant
Heart Attack Cancer
Prosthetic (artificial) heart valve Radiation Therapy
Irregular / rapid heart beat Chemotherapy
Pacemaker Epilepsy/Seizures
Heart disease Stomach Ulcer
Heart or bypass surgery Colitis / Intestinal problems
Stroke Arthritis
Sleep Apnea Artificial joints
Asthma / Lung Disease Sexually transmitted disease
Diabetes AIDS/HIV
Thyroid Disease Tuberculosis (TB)
Liver disease / Hepatitis / Jaundice Psychiatric Treatment
Please list any other medical problems not listed above:
ALLERGIES OR ADVERSE REACTIONS: (Please circle all that apply.)
Penicillin Sulfa drugs Latex Local Anesthetics Aspirin
Codeine / Narcotics Iodine Barbiturates Sedatives Sleeping Pills

Other




Please list ALL of the medications you are currently using including over-the-counter medications, vitamins, herbal
supplements, ointments and eye drops:

Medication Dose How often?
Have you taken an appetite suppressant (such as Fen-Phen)? YES NO
Have you taken osteoporosis bisphosphonates or alendronates like Fosamax, Boniva, Reclast or Acotnel? YES NO

If yes, for how long have you taken it?

Please list all hospitalizations and surgeries:

Date
Date
Date
Do you have a history of using tobacco? YES NO
Do you use alcohol? YES NO
If yes, how much?
Dental History:
Have you ever had orthodontics (Braces)? YES NO When
Have you had your wisdom teeth removed? YES NO When
Have you experienced bleeding gums? YES NO
How often do you have professional dental cleanings?
How many times a day do you brush your teeth?
Manual Electric How often do you floss?
Review of Systems:
Have any wounds healed slowly or presented other complications? YES NO
Do you have persistent swollen glands in your neck? YES NO
Have you ever had abnormal bleeding, bruising or required a blood transfusion? YES NO
Have you had persistent diarrhea or recent unintentional weight loss? YES NO
Do you habitually clench or grind your teeth during the night or day? YES NO
Do you have jaw joint problems such as clicking, locking or pain? YES NO

What types of diseases, cancer or dental problems run in your family?

Are there any other medical or dental conditions we should know about before rendering treatment?
If so, explain:

For women only:

Are you pregnant? YES NO
Are you nursing? YES NO
Are you taking birth control pills? YES NO

Note: Antibiotics may decrease the effectiveness of your birth control

VERIFICATION: I certify that the answers to the health questions are accurate and correct to the best of my knowledge. Since a change of medical
conditions or medications can effect my dental treatment, I understand the importance of and agree to notify the dentist of any changes at any subsequent
appointment. I authorize Drs. Knight, Nielsen, and Skene and/or such associates or assistants as they may designate to perform those procedures as may
be deemed necessary or advisable to maintain my dental health or the dental health of any minor or other individual for which I have responsibility.

Signature

Patient or Guardian Relationship



