VIANA FAMILY

DENTAL CENTRE

MEDICAL HISTORY QUESTIONNAIRE

NAME: MR./MISS/MRS./MS./DR.

Your Health & Comfort Is Our Happiness

IN CASE OF EMERGENCY, WE SHOULD NOTIFY:
NAME:

RELATIONSHIP:

DATE OF BIRTH (DD/MM/YY): 7 i PHONE:
ADDRESS (HOME): NAME OF FAMILY DOCTOR:
PHONE:

INSURANCE INFORMATION
INSURED’S NAME:

PHONE: DATE OF BIRTH (DD/MM/YY): / 7
INSURED’S EMPLOYER:

OCCUPATION: INSURANCE COMPANY:

WHOM MAY WE THANK FOR REFERRING YOU?  POLICY#: CERTIFICATE#:

PERSON RESPONSIBLE FOR ACCOUNT:

EMAIL:

DO YOU HAVE ADDITIONAL INSURANCE
COVERAGE?

The following information is required to enable us to provide you with the best possible dental care.

All information is strictly private, and is protected by doctor-patient confidentiality. The dentist will

review the questions and explain any that you do not understand. Please fill in the entire form.

Thank you.

1. Are you being treated for any medical condition at the present or have you been treated within the past year?

If so, why? YES NO NOT SURE/MAYBE
2. When was your last medical checkup?
3. Has there been any change in your general health in the past year? If yes, please explain.
YES NO NOT SURE/MAYBE

4. Are you taking any medications, non-prescription drugs or herbal supplements of any kind? If yes, please list.

YES NO NOT SURE/MAYBE
5. Do you have any allergies? If you answered yes, please list, using the categories below:
YES NO NOT SURE/MAYBE

a) medications
b) latex/rubber products
c) other (ie hayfever, foods)

6. Have you ever had a peculiar or adverse reaction to any medicines or injections? If yes, please explain.

YES NO NOT SURE/MAYBE
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