
Sarah J. Morris. D.D.S. PLLC 
HEALTH QUESTIONAIRE 

(This information is necessary for dental treatment and is strictly confidential) 
 

 
Patient Name:  ______________________________________________________________________________________________ 
 
Name of Physician:____________________________________________________Date of last physical: ______________________ 
 
City: _________________________________________________Physician’s phone number:  (        ) _________________________ 
 
 
Are you allergic to : Penicillin:  Yes: ________ No:_________ 
   Codeine:  Yes: ________ No: _________ 
   Local Anesthetics:    Yes: ________ No: _________ 
   Latex:   Yes: ________No:__________ 
 
Other known allergies:_______________________________________________________________ 
 
Have you had any disease, i.e. AIDS, HIV, drug or transplant operation that has depressed your immune system?     
Yes:________No:__________ 
 
 
Do you have Hepatitis:      Yes:________No:__________ 
 If yes, which type:     ____________ 
 
Venereal Disease/Herpes:     Yes:________No:__________ 
 
If female, are you pregnant?     Yes: ________No:__________ 
 
Have you ever had any prosthetic joint replacements?  
(Hips, shoulders, knees, etc.)     Yes: _________No:________ 
If yes, please explain:  
 
__________________________________________________________________________________________ 
 
Do you have a heart murmur or mitral valve prolapse?  Yes:  ________ No: _________ 
 
Other health complications we should be aware of: ________________________________________________________________ 
 
Do you wish to speak privately with Dr. Morris about anything? Yes:___________No:___________ 
 
Please list any and all medications you are currently taking and the reasons you are taking those meds: 
___________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
Please list any other medical condition you feel Dr. Morris should be aware of: ________________________________ 
 
____________________________________________________________________________________________________________ 
 
Please answer all by checking yes or no:  YES  NO       
Heart Problems     _____  ______     
High Blood Pressure    _____  ______ 
Low Blood Pressure    _____  ______ 
Circulatory problems    _____  ______ 
Rheumatic Fever     _____  ______ 
 



     
 
Page two  
Health Questionnaire 
 
Patient Name: __________________________________________________________ 
 
 
      YES  NO 
Diabetes      ______  ______ 
Radiation Treatments    ______  ______ 
Epilepsy      ______  ______ 
Kidney Problems     ______  ______ 
Nervous Problems    ______  ______ 
Tuberculosis     ______  ______ 
Excessive Bleeding    ______  ______ 
Cerebral Palsy     ______  ______ 
Scarlet Fever     ______  ______        
Malignancies/Cancers    ______  ______   
Chronic Sinus     ______  ______ 
Chronic Ear Problems    ______  ______ 
Anemia      ______  ______ 
Arthritis      ______  ______ 
Adenoids removed    ______  ______ 
Tonsils removed     ______  ______ 
Asthma      ______  ______ 

 
Name of Previous Dentist: _____________________________________City/State:____________________________________ 
 
Date of last visit: ______________________________________Reason for last visit:______________________________________ 
 
Are you sensitive to: Heat: ______   Cold:________ Sweets: ________ Chewing/Pressure:________ 
 
Have you had any injuries to the mouth/jaw area? ___________________________________________________________________ 
 
When were your last dental x-rays? _____________When was your last cleaning and exam?________________________________ 
 
Do your gums bleed or feel tender or irritated?  Yes:_____  No:______ 
 
Have you ever had periodontal treatments/surgery? Yes: _____ No:______ 
 
If Yes, please explain: ________________________________________________________________________________________ 
 
Do you smoke or use tobacco products?     Yes:________  No:_________ 
 
Do you wear dentures/partials?  Yes:______No:________ 
 
Are you aware of grinding or clenching your teeth?  Yes:_______ No:_______ 
 
Do you have discolored teeth that bother you? Yes:_______ No:_______ 
 
Are there any dental concerns you would like Dr. Morris to be aware 
of:_______________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
I hereby acknowledge that I have provided the above health information to Dr. Sarah Morris and that it is true and accurate. 
 
____________________________________________________________________________________________________________ 
Patient Signature or Guardian     Relationship   Date 


