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MGH Dental Group

Last Name: ____________________ First Name: _______________ Date of Birth: __________

Street: ________________________ City: ______________________ State: ____ Zip: _______

Home Phone: ____________ Work Phone: _______________ Occupation: _________________

Name of Physician: ______________________ Address: _______________________________

Physician Phone: _____________ Date of last Physical: ________ Height: _____Weight: _____

Person to notify in case of emergency: ________________________ Phone: ________________

Who can we thank for referring you to the MGH Dental Group? __________________________

Dental Insurance Carrier: _________________________________________________________

E-Mail: _______________________________________________________________________
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HEALTH QUESTIONNAIRE

Please circle yes or no to the following questions with a brief explanation when necessary.

Yes  No 
Are you in good health? 

Yes  No 
Has there been any change in your general health in the past year?

Yes  No 
Are you now under the care of a physician for any problem?

Yes  No 
Have you ever had any serious illness or operation?

Do you have, or have you ever had, any of the following:

Yes  No
Rheumatic fever

Yes  No 
Mitral valve prolapse

Yes  No 
Heart murmur or click

Yes  No 
Heart attack or disease

Yes  No 
Artificial Heart Valve

Yes  No 
Chest Pain or Angina

Yes  No 
Stroke

Yes  No 
High Blood Pressure

Yes  No 
Bleeding Disorder

Yes  No 
Artificial joint

Yes  No 
Cancer

Yes  No 
Tuberculosis

Yes  No 
Hepatitis or liver disease

Yes  No 
Asthma, pneumonia

Yes  No 
Diabetes

Yes  No
Stomach Ulcers

Yes  No 
Seizures

Yes  No 
Kidney Disease

Yes  No 
Frequent Headaches

Yes  No 
Thyroid Condition

Yes  No 
Sinusitis

Yes  No 
Herpes Virus (cold sores)

Yes  No 
AIDS or HIV+ infection

Yes  No 
Radiation or chemotherapy

Yes  No 
Psychiatric Therapy

Yes  No 
Glaucoma or eye disease

Yes  No 
Autoimmune disease

Yes  No 
Chronic pain

Yes No        Other chronic illness

Yes  No 
Have you ever had abnormal bleeding? Specify: ____________________________________

Yes  No 
Have you ever had treatment for a growth or tumor of the mouth or face area?


Specify: ____________________________________________________________________

Yes  No 
Have you lost more than 10 pounds of weight in the last 3 months, without


trying to lose weight? Specify: __________________________________________________

Yes  No 
Do you experience pain as part of your daily life?  If “yes”, please rate the pain 


on a scale of 0-10, with 10 being the greatest:______________________________________

Yes  No 
Have you ever been in a relationship where you were threatened or physically hurt?

Yes  No
Are you now taking any medications?   Please list: __________________________________


___________________________________________________________________________

(OVER)

Yes  No
Are you allergic to or sensitive to any of the following:


Yes  No
Local anesthetics such as “Novocaine”?


Yes  No
Penicillin, erythromycin, or other antibiotics?


Yes  No
Sulfa drugs?


Yes  No
Aspirin, codeine, other narcotics, or other pain medication?


Yes  No
Sedatives or tranquilizers?


Yes  No
Iodine?


Yes  No
Latex?


Yes  No
Nickel, gold, silver or other metal?


Yes  No
Other medication, food or material?

Yes  No
Do you smoke cigarettes or chew tobacco? If so how much? __________________________

Yes  No
Do you drink alcohol? If so how much? __________________________________________

Yes  No
Do you use recreational drugs or had history of addiction? If so with what? ______________

Yes  No 
Do you have any other disease, condition, or problem not listed above that you think I should know about? Specify: _________________________________________________________


___________________________________________________________________________

Yes  No
(Women Only) Are you pregnant or nursing?

Yes  No
(Women Only) Are you taking oral contraceptives?

DENTAL QUESTIONNAIRE

Reason for this visit: ___________________________________________________________________

Date of last dental treatment: __________________________ Was this for routine care or an emergency?

When was the last time you had a full mouth series of x-rays? __________________________________

Have you ever had trouble or problems with dental treatment? __________________________________

Have you ever had any of the following:

Yes  No
Trauma or fracture of your jaws or teeth?  
Yes  No
Gum Surgery? 

Yes  No
Root Canals?



Yes  No
Frequent Mouth Sores?

Yes  No
Braces?




Yes  No
Wisdom teeth removed?

Yes  No
Grinding or Clenching 


of your teeth?




SUMMATION (For Staff Use Only)

Allergies and Reactions:



Hospitalizations:

Medications and Dosages:





_____________________________



______________________________

Signature of Patient

Date



Signature of Dentist

   Date


(For staff use only) date:_________


           BP_________ Pulse________


           ASA type: _______________
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