
List all Allergies Type of Reaction

� Please attach a list of medications
(include name, dose, frequency)

Are you an organ donor?    Yes        No
Do you have a living will/advanced directives? Yes No
Are you in pain today? Yes No Location: __________________________

Dentures Yes No
Caps/Crowns/Bonding/Implants/Veneers   Yes       No
Braces/Retainers Yes No
Loose teeth Yes No
Missing teeth Yes No
Chipped teeth Yes No
Contact Lenses Yes No
Glasses Yes No
Hearing Aid Yes No

Females only: Possibility of pregnancy? Yes No
First day of last menstrual period _______ Are you Menopausal?

Yes No
How long _________

Number of pregnancies ______ Number of births______

Do you smoke? YES       NO    How much? __________________

# Years Smoking_________________

Pipe? _____ Cigars? ______ Chew Tobacco? _____

Did your ever smoke? YES       NO   How much? _________

Date quit ____________ # Years Smoked ___________________

Do you drink alcohol? YES NO Quantity ________________

Recovering alcoholic? YES NO

Current Recreational drug use?  YES NO Explain _________________

______________________________________________________________

Former drug abuse? YES NO               Explain _________________

(over)

Have you or any of your family had any problems with an anesthetic YES NO

If yes, please explain _____________________________________________

______________________________________________________________

Name _________________________________________________________

Height ___________ Weight __________ Age _________ Sex  M / F

Home # _________________________ Alternate# ____________________

Name of person taking you home after your procedure _____________________
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PREOPERATIVE PATIENT QUESTIONNAIRE

List all Previous surgeries, heart catheterizations, procedures
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TMJ (Temporo-Mandibular Joint Syndrome)

Trouble Swallowing

Thyroid Problem

Heartburn/Gastric Reflux

Hiatal Hernia/Gastric Ulcer

Colitis/Bowel Problems

Nausea/Vomiting/Diarrhea/Constipation

Hepatitis/Liver Disease

Cancer

HIV/AIDS

Anemia/Blood Disorder

Bleeding Disorder

Neck/Back Problems

Arthritis

Scoliosis

Numbness or Pain: Hands/Feet/

Arms/Legs

Multiple Sclerosis

Migraines or Headaches

Tremors/Parkinson’s Disease

Seizure Disorder Date of last seizure

Fibromyalgia

Anxiety/Depression/Other

Lupus

Eczema/Psoriasis/Rosacea

Aneurysm

Other

Coronary Artery Disease
Have you ever had a Heart Catheterization
Heart Murmur/Heart Valve Problem
Rheumatic Fever
Atrial Fibrillation
Palpitations
Congestive Heart Failure
Angina/Chest Pain
Pacemaker / Internal Defibrillator

Manufacturer
Cardiologist
Implanting Doctor

Problems with pulses in your feet
High Blood Pressure
High Cholesterol
Diabetes
Lightheaded/Dizziness
Problems with carotid arteries in your neck
Stroke/TIA     Year:
Paralysis/Weakness
Kidney Disease / Dialysis
Urinary Problems/Enlarged Prostate
Kidney Stones
Lung Disease / Asthma / Emphysema
Difficulty Breathing / Shortness of Breath
Sinus Problems / Post nasal drip   
Seasonal Environmental Allergies
Cough
Tuberculosis     Year:
Current or Recent: Cold/Sore Throat
Sleep Apnea/CPAP
Blindness
Glaucoma
Macular Degeneration
Hearing Problems

Do you have any of the following conditions? (Please circle where appropriate)
Explain any “yes’ answer Yes No Comments Yes No Comments

Signature ___________________________________________________

Date _________________________

History of Heart Attack       Year:
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