MARQUETTE UNIVERSITY SCHOOL OF DENTISTRY
MEDICAL HEALTH HISTORY QUESTIONNAIRE

PATIENT NAME: TODAY’S DATE: / /

DATE OF BIRTH: / /

The following information about your health is very important. It allows us to provide you with the safest
possible treatment. Incorrect information may be dangerous to your health. Please answer all questions
completely and accurately. If you do not understand a question or are unsure of the answer or wish to discuss
it with a dentist, please inform the student dentist or faculty member in the clinic. The information on this
Health History Questionnaire will be viewed by appropriate Dental School personnel only and will be
considered confidential information.

1. Are you in good health? Yes No Don’t Know

2. When was your last physical examination? / /
What was the result?

3. Are you presently being treated by a physician? Yes No

4. List medications you are taking (prescription and non-prescription, over-the-counter, vitamins, oral
contraceptives, etc.)

5. Are you allergic to or have had bad reactions to medication or anything else? (Please list medication and
type of reaction).

6. Are you allergic to latex? Yes No

Have you ever had or do you presently have any of the following: (circle Yes or No)

7. Arthritis Yes No
8. Diabetes Yes No
9. Thyroid problem Yes No
10. Asthma Yes No
11. Tuberculosis Yes No
12. Shortness of breath Yes No
13. A need for extra pillows when you sleep Yes No
14. Heart problems/surgeries Yes No
15. Congenital heart problems/transplants Yes No
16. History of Infective Endocarditis (infection inside the heart) Yes No
17. Heart valve problems Yes No
18. A prosthetic heart valve or heart valve replacement Yes No
19. Pacemaker Yes No
20. High blood pressure Yes No
21. Low blood pressure Yes No
22. Chest Pain Yes No
23. Swollen ankles Yes No
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For Doctor’s Use Only:

Drug Name

Pharmacological
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Reason for Taking
Medication

Dental
Implications/Possible
Oral Side Effects

Example: Coumadin

Anticoagulant

Hx. of DVT

Increased bleeding/spontaneous
gingival bleeding
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24. Abnormal bleeding Yes No
25. Anemia Yes No
26. Fatigue easily Yes No
27. Jaundice Yes No
28. Hepatitis Yes No
Type of hepatitis (if known)
29. Liver disease Yes No
30. Contact with HIV (AIDS virus) Yes No
31. Blood transfusions Yes No
32. Sexually transmitted disease Yes No
33. Kidney disease Yes No
34. Epilepsy Yes No
35. Fainting spells Yes No
36. Nervous disorder/psychiatric care Yes No
37. Non-malignant tumor Yes No
38. Malignant tumor/cancer Yes No
39. Radiation therapy to head or neck region Yes No
40. Artificial joint Yes No
When was your most recent prosthesis placed?
41. Do you have a history of narcotic abuse? Yes No
42. Do you have a history of alcohol abuse? Yes No
43. Have you ever been told you require premedication prior to dental treatment? Yes No
44. Have you ever been treated for osteoporosis? Yes No
45. Are you being treated for any other bone disease or cancer? Yes No
46. Have you taken, or are you taking, any of the following medications:
Aredia (pamidronate) Yes No
Zometa (zolendronic acid) Yes No
Actonel (risendronate) Yes No
Fosamax (alendronate)/Boniva (ibandronate) Yes No
47. Have you ever been turned down as a blood donor? Yes No
48. FOR WOMEN ONLY: Are you pregnant? Yes No
49, List any other conditions (including all surgical procedures)
A.
B.
C.
50. Have you been hospitalized in the past five years? Yes No
If yes, for what condition?
Date Blood Pressure Pulse Rate Temperature Respiratory Rate

/

To the best of my knowledge, | have answered every question completely and accurately. | will inform my
student dentist of any changes in my health and/or medication. | also give permission to Marquette
University School of Dentistry to perform the procedures considered necessary for my emergency treatment
and/or initial dental care to include but not limited to a screening exam and radiographs.

Patient/legal guardian signature Faculty signature/ID# Student signature/ID# Date
Patient/legal guardian signature Faculty signature/ID# Student signature/ID# Date
Patient/legal guardian signature Faculty signature/ID# Student signature/ID# Date
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