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CONFIDENTIAL MEDICAL AND DENTAL QUESTIONNAIRE S
Last name: First name: Gender: M FO
Address: App. #: City: Postal code:
Cellular: Home tel.: Work tel.: Ext.:
Email:
Date of birth (Y/M/D): Age: Parent or guardian (if under 18 years old) :
Emergency contact: Relashionship: Tel.:
Referred by Doctor:

Reason for consultation:

MEDICAL HISTORY

Are you currently under the care of a physician (family doctor, cardiologist, etc.)?

Name of physician: Tel.:

Do you take any medication or did you take any during the last 6 months?

If so, please list the names of these medications, vitamins, supplements, etc.:

If you are a woman, are you pregnant? Yes [ No O

Do you smoke? [IYes [JNo Ifso, how many cigarettes per day? For how many years?

How many years ago have you quit smoking?

Do you vape? L1 Yes [ No Ifso, how much per day? For how many years?

How many years have you stopped vaping?

HAVE YOU EVER SUFFERED OR ARE YOU CURRENTLY SUFFERING FROM (check the boxes that apply):

Heart related problems (heart attack, angina, valvular problems, murmur, etc.)
Rheumatic fever

Has your doctor advised you to take antibiotics before visiting the dentist?
Blood disorders (prolonged bleeding, hemophilia)

Anemia

Blood pressure High Low Normal

High Cholesterol

Tuberculosis or pulmonary disease

Hay fever (seasonal allergy), sinusitis

Asthma

Digestive issues

Stomach ulcers

Liver disorders (hepatitis: virus A, B, C, cirrhosis, etc.)

Kidney disorders
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Diabetes: Type 1 [ Type 2 U
Thyroid disorder

Skin diseases

Eye problems

Arthritis

Epilepsy

Nervous disorders

Dizziness or fainting

Sexually transmitted infections (STI)
Are you seropositive (HIV +)?

Have you ever undergone radiation therapy and/or chemotherapy for cancer?

If so, for which type of cancer?

Do you have any prosthetic devices (hip, knee, etc.)?

Do you suffer from osteoporosis?

Are you taking bisphosphonate medications for your bones (e.g.: Fosamax, Actonel)?

If yes, for how many years?

Are you receiving injections for osteoporosis (e.g.: Prolia)?

Date of last injection?

Are you allergic to or have you ever had a reaction to any of the following products?

Latex O Advil/Ibuprofen O Food O
Penicillin Ol Tylenol/Acetaminophen Ol Other Ol
Aspirin l lodine l Specify :

Codeine O Sulfas O

Local anesthesia [ Nickel, copper or other metals O

Please inform us of any other medical condition not mentioned above.

I, the undersigned, declare that I have read, understood, inquired about, and answered this medical and dental
questionnaire to the best of my knowledge. I hereby agree to notify you of any changes in my health. I authorize the
constitution of my dental file and its follow-up.

Patient's name (in block letters) Signature of patient or parent (if under 14 years of age) Date




