
GENERAL HEALTH CHART

NAME ________________________________________________________ SEX  M F DATE OF EXAM __________________________

DATE OF BIRTH ___________________ AGE________ HEIGHT ________ WEIGHT ________ MARITAL STATUS - S M W D

OCCUPATION/EMPLOYER ____________________________________________________________________________________________________

PRESENT HEALTH
1. How would you describe your present health? __________________________________________________________________
2. Are you now under the care of a physician? Yes No

If so, what condition is being treated? _____________________________________________________________________

3. Name and address of your physician: __________________________________________ Phone: ______________________
Date of last physical exam: ______________________________________________

4. What medications (pills, patches, inhalers, etc) are you presently taking including non-prescription drugs and vitamins?
______________________________________________________________________________________________________

PAST MEDICAL HISTORY
oNseY?sraey evif tsal eht nihtiw dezilatipsoh neeb ro noitarepo ro ssenlli suoires yna dah uoy evaH.5

If so, what and when? __________________________________________________________________________________
6. Have you ever had any allergies? Yes No

If so, what and when? __________________________________________________________________________________

CARDIOVASCULAR
7. Have you ever had any heart trouble? Yes No

heart attack?      angina?      coronary insufficiency?      coronary occlusion?      murmurs?
8. Has your blood pressure ever been too high?      oNseY?wol oot
9. Have you ever had rheumatic fever?      rheumatic heart disease?      oNseY?sevlav traeh degamad

10. Do you have a heart murmur?      oNseY?espalorp evlav lartim
11. Do you have chest pain upon exertion? Yes No

oNseY?nwod gniyl nehw ro esicrexe dlim retfa htaerb fo trohs uoy erA.21
13. Do your ankles swell? Yes No
14. Do you have a cardiac pacemaker? Yes No
15. Do you have any inborn heart defects? Yes No
16. Do you need to be pre-medicated before oNseY?erac latned
17. Are you subject to fainting spells?      dizziness?      chest pains? Yes No
18. Have you ever had a stroke? Yes No

BLOOD
oNseY?noitcartxe htoot ro tuc a retfa smelborp gnideelb lamronba dah reve uoy evaH.91

20. Do you bruise easily? bleed easily? Yes No
21. Have you ever had severe oNseY?sdeelb eson suoenatnops ro
22. Do you have AIDS (HIV infection)? Yes No
23. Do you have any systemic blood infections? Yes No

ENDOCRINE
24. oNseY?setebaid evah ylimaf ruoy fo rebmem yna ro uoy oD

If so, who? ________________________________________________ What type?________________________________
25. Are you frequently thirsty? Yes No

oNseY?redrosid raludnalg ro enircodne yna rof tnemtaert deviecer reve uoy evaH.62
If so, what? ___________________________________________________________________________________________

27. Do you have arthritis?     rheumatoid? oNseY?sitirhtraoetso

NERVOUS
28. Do you suffer from frequent or severe headaches? Yes No
29. Have you ever had severe pains of head or face? Yes No
30. Do you consider yourself excessively nervous? Yes No
31. Have you ever had epilepsy or convulsions? Yes No
32. Have you ever had a nervous breakdown? Yes No
33. Do you suffer from depression? Yes No

If so, are you seeking treatment? Yes No

RESPIRATORY
34. Do you ever become short of breath? Yes No
35. Do you have frequent colds? Yes No

oNseY?snoitcefni sunis tneuqerf ro sitisunis cinorhc morf reffus uoy oD.63
37. Do you have asthma? Yes No
38. Have you had tuberculosis or a persistent cough? Yes No
39. Do you smoke?  If yes, what and how much? __________________________________________________________________ Yes No

Please Complete Both Sides
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G.I. and G.U.
40. Have you ever had yellow jaundice or hepatitis? Yes No

oNseY?smelborp reddalb llag ro revil yna dah reve uoy evaH.14
42. Are you on any special diet? Yes No
43. Have you ever had any gastrointestinal disorder? Yes No
44. Have you had any kidney or bladder difficulty? Yes No

oNseY?esaesid dettimsnart yllauxes rehto yna ro aehrronog ,sepreh ,silihpys dah reve uoy evaH.54
If so, what? ___________________________________________________________________________________________

OTHER
46. Have you ever been treated for any skin disease?________________________________________________________________ Yes No
47. Have you ever received x-ray or radioactive isotope treatment? ____________________________________________________ Yes No
48. Have you ever had local anesthesia?    general anesthesia? Yes No
49. Do you have any impairment or disorder of your eyes, ears, nose or throat? _________________________________________ Yes No
50. Are you allergic to or have you had a reaction to Yes No

local anesthetics? __________________ penicillin or antibiotics? ________________________
barbiturates, sedatives, sleeping pills? __________ Aspirin or NSAID’s (eg. Advil)? ____________________
Others: _______________________________________________________________________________________________

51. Have you ever had a tumor or cancer? Yes No
If so, what? ___________________________________________________________________________________________

52. Do you have any prosthetic replacement joints?        Yes No
oNseY?setanohpsohpsib gnikat yltnerruc uoy era ro nekat reve uoy evaH .a25

FEMALES
oNseY?raey txen eht nihtiw ycnangerp gnitapicitna uoy era ro tnangerp won uoy erA.35
oNseY?esuaponem gniogrednu yltneserp uoy era ro ,enogrednu uoy evaH.45

55. Are you taking birth control medication? Yes No

PRESENT DENTAL HEALTH
1. What is your chief dental complaint or concern? ________________________________________________________________
2. Name of your dentist: ___________________________________________________ Phone ____________________________
3. How long have you been a patient of your current dentist? _______________________________________________________

Date of Last Visit: _________________________________ Date of Last Cleaning: _______________________________
4. How many times a year do you get your teeth cleaned?__________________________________________________________
5. What oral hygiene aids do you use?___________________________________________________________________________
6. Do your gums bleed? Yes No

If so, when? ___________________________________________________________________________________________
7. Do you feel you have bad breath?     bad taste? Yes No
8. Does your jaw ever click or cause pain on opening or closing? Yes No
9. Have you noticed any shift in your teeth or bite? Yes No

10. Do you have trouble chewing? Yes No
11. Do you wake up with a sore jaw? Yes No
12. Do you ever have pain in your jaw?     in your ear?     If so, when? ___________________________________________ Yes No
13. Have you ever noticed yourself clenching your teeth?   grinding your teeth? Yes No

If so, when? ___________________________________________________________________________________________
14. Do you have any sensitivity to ( cold,   hot,   sweets,   oNseY?)doof

If so, locate____________________________________________________________________________________________
15. What do you consider most important?

preservation of natural teeth eradication of infection esthetics
elimination of pain avoidance of removable dentures function

other _________________________________________________________________________________________________
16. Are the cosmetics of your smile important to you? Yes No
17. Do you feel your teeth are white enough? Yes No
18. Is there anything about your smile you want to change? If so, what?_______________________________________________
19. Do you feel you have enough teeth to chew with? Yes No

If not, would you like to have more teeth? Yes No

PAST DENTAL HISTORY
2 oNseY?sliob mug ro htuom eros etuca na dah reve uoy evaH.1
22. Did you ever wear braces for straightening your teeth? Yes No

oNseY?stnemtaert mug ro latnodoirep suoiverp dah reve uoy evaH.32
If so, when? __________________________________ Where? ________________________________________________

oNseY?tnemtaert latned suoiverp htiw detaicossa smelborp suoires yna dah reve uoy evaH.42
If so, explain___________________________________________________________________________________________

oNseY?tuoba wonk dluohs I kniht uoy taht evoba detsil ton melborp ro ,noitidnoc ,esaesid yna evah uoy oD.52
If so, please explain _____________________________________________________________________________________

I testify that the above is an accurate representation of my medical condition.

Signature __________________________________________________         Date ______________________________________


