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PACIFIC SPIRIT DENTAL CENTRE
215 - 2150 WESTERN PARKWAY
VANCOQUVER, BRITISH COLUMBIA
CANADA V6T 1Ve6
T: 604.224.2411 F: 604.224.6590
CONFIDENTIAL HEALTH HISTORY
PATIENT: Date:
Please answer and print appropriate responses. An accurate and complete health history is
essential in planning and performing proper care. All information is strictly confidential.
Physician’s name and phone number
Approximate date of last medical check up
(A) GENERAL Please circle
1. Do you consider your health 10 be good? ... No
2. Have you been hospitalized or had any serious illNE€sSS OF OPEratioN? ..........cevcenerneeesrseeersessesssssssens No
If yes, please explain
3. Has there been any recent change in your health?.............cooveeveeerrvcennenn. rerreaese st ee st rranes Yes No
4. Are you presently being treated by your physician or specialist?........... oot ess e Yes No
If yes, explain
5. Are you taking any medications? If yes, please list names and dOSES .........cmvnrervereereereenemseseesseeens Yes No
6. Are you allergic to any medications eg. penicillin or erythromygCinT ........eorereoneeceens e seesessssssns Yes No
7. Do you smoke? If SO, how MUCH Per day? ...t sttt sesssestassaseans Yes No
(B) WOMEN ONLY
8. Are you pregnant? If yes, when is due date? Yes No
9. Are you taking Oral CONTACEPIVES ...t eeteeteetessstsst s tess s ess sttt sssas e bsse e st s sesms s st st st b e snsanen Yes No
(C) SPECIFICS Please indicate if you have or had any of the following conditions.
10, RREUMEALIC FEVEIT ...ttt ss e esens orasessssess st bbb s b st et et amesasssnsestonsosaseaenenssasees Yes No
11, CONGENItAl RBAM AISEASET..........oeeeeetrcerecese st esseesssssess s s st e sbas et bes s banba b asba et sneansaesssssssosasn s easnaseasens Yes No
12. Heart murmur and/or damaged hEart VAIVES? ...........vwrceeriorerccicereessesesseseessseesssssessssssssseasssssssessesessssssesssssesasas Yes No
13. Heart attack? No
14. Congestive heart failure?. No
15. Pacemaker, artificial valves or transplants?................... ereeessereser e ea s e s R aen et s e bne s anaas Yes No
16. Breathing problems eg. asthma, emphySema, 81C.7 ... seresessesssssssmsssssessns .. Yes No
17, TUDBICUIOSIS?. ...t tee e st s ee s sttt ss st se s b asasb s b b s s ss s s sb s s sss s et se st s Ret s s sas sebebasbab e bR et enssnsanenes Yes No
18. High OF IOW DIOOA DIESSUIET ...t vcererrssessssresssesssssesssseesssssessssstssssstassstsstssssssssssstsesssssssssssseessssossessossssssssesss Yes No
1O, SHOKET? ettt cterrersses s seebessenssesssssess seeses seeesesesaessssasessessas soesas s RS B e R AR ER R s tR s ba s ba S s R s ense e aseaseaen e anens Yes No
20. Blood disorders eg. anemia, haemophilia, prolonged bleeding, excessive bruising etc.?..........ccoeeuee.. Yes No
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21. Blood transfusions? If so, when?

Yes

22. Diabetes (SUGAr lINESS)7.....ccrerreensiesseseismsesssnssssssssss s ssssnsans Yes
23. Thyroid excess Or iINSUMFICIENCY? ... sssssssosseson Yes
24. Hepatitis, jaundice or liver disease? Yes
25. Kidney problems or dialysis? Yes
26. StomMACh OF INTESHNAI UICEIS?.....uceeeeeecrresrrearsrranssssssrssersssaressssressssesssssissssesesstasssssssesessessressastsasass Yes
27. Digestive problems €g. CrONN’S QISEASET ... reerrermeermssssimsssnimsssssmsssisnssssmsnessmssssssssssssssssssssssssssssssssss Yes
28. Arthritis? If so, what type and where? Yes
29, ATHIfICIAI JOINS e rsesssssssscsssssseass s ase s ssssessssess essasssessssstssiese st as s s AR b RS s SEs RS s ba e SRt SR a R bt Yes
30. Allergies or SENSIIVIIES? ..ot st ssssssessssessssasserses Yes
31. Cancer? If so, what type? Yes
32. Radiation OF CHEMONEIAPY? .......occvrieeeirrereresesssessress s st seasasssssessssssessesserssssessesessessasmessscesssstssssssssss st sesssnsssnsesses Yes
33. AIDS (Acquired Immune Deficiency Syndrome) or positive testing for AIDS Virus?........cueinecnnnes Yes
34. VENEreal AISEASET .....vecnreerriereneeereesere s ssssssssssssesssssssasessssesssssasmrssesessessssrassorssesessessesesses Yes
B5. COIU SOTEST...ueeeiceeriseeeere e sseesessssissessss st ss st ssssssssassssssss s ssssassassastastastastessaseas st ssenssassnsassesssstaessasastsesens Yes
36. Fainting spells, epilepsy Or CONVUISIONST?....... et Yes
37. Nervous disorders eg. ParkinSoN’s QISEASET ...t ssssssssssssssssssssssess Yes
38. PSYCHIAtNC ISOTABIST? ...ttt ssns s s erseesecsret sebssssessssssssass st sessessenmansssassnsanes Yes
39. Trauma t0 fACE OF NBAAY ... rer e ssssssssseessseesss s sr s e sresea a s st et s s bR R ens Yes
40. Frequent headaches? If so, where? Yes
41, Vision problems €g. GIAUCOMA? ..........criinsesesseemsrraesrsrsrreseesasssssesssssssssmssesssssssesssssossssssassssssessasss sessssssssssssassssssons Yes
Are there any problems which have not been covered above but which you feel the dentist should know

about? Yes
Is there anything in this health questionnaire which you did not understand?..........cninnnmncninninnienns Yes
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Patient’s Signature: Date:
Parent’s or Guardian’s signature (if under 18):

Dentist’s comments:

Dentist’s Signature: Date:




