HEALTH QUESTIONNAIRE

Dear patients,

Please complete this questionnaire, which will help us gain a better insight into your state of health. The information is confidential and will be used only for medical purposes.
Name and surname: ___________________________ Date of birth: ___________________________
Gender: M F Marital status: ___________________________
Address: _________________________________ Phone: ________________________________
E-mail: ________________________________
Occupation and employment: ________________________________________________________
Name and surname of personal physician: ______________________________________________

Do you suffer from any illness? NO YES
If YES, which? ________________________________________
Have you been treated by a doctor in the past two years? NO YES
Have you been treated in a hospital in the past two years? NO YES
Which medications do you take – occasionally or regularly? _______________________________

Mark the diseases or conditions that you HAVE or HAVE HAD:
· heart valve disease
· artificial heart valve
· infectious endocarditis
· congenital heart defects
· heart attack
· pacemaker
· high blood pressure
· diabetes
· stroke
· increased eye pressure, glaucoma
· rheumatic arthritis
· anemia
· allergic problems
· respiratory diseases
· sinusitis
· chronic cough
· asthma
· bronchiectasis
· thyroid diseases
· osteoporosis
· malignant tumors
· leukemia
· enlarged lymph nodes
· tuberculosis
· viral hepatitis (B, C)
· jaundice
· epilepsy
· psychiatric treatment
· venereal diseases
· oral fungal infections (candidiasis)
· gastric ulcers
· injuries

Are you allergic to any substance or medication? NO YES
If YES – to what? ________________________________________
Have you ever received local or general anesthesia? NO YES
Have you tolerated dental local anesthesia well so far? NO YES
Do you smoke? NO YES
If YES, how much? ________________________________________
Do you have blood clotting problems? NO YES
Are you on anticoagulant or antiaggregant therapy? NO YES
Do you have an artificial hip or knee endoprosthesis? NO YES
Have you recently been treated with bisphosphonates? NO YES
Have you ever received radiation therapy in the head and neck area? NO YES
Do you have any contagious disease? NO YES
Have you ever received a transfusion? NO YES
Are you addicted to drugs? NO YES
Are you HIV positive? NO YES
Do you have hepatitis B or C infection? NO YES

Questions only for women:
Are you pregnant? NO YES
Do you take contraceptive pills? NO YES



Date: ________________________
Signature: ________________________ Reviewed by: ______________________



DECLARATION
· I am aware that the success of the procedure depends on the body’s reaction, the dentist, the type of procedure, as well as the patient’s conduct before, during, and after the procedure.
· I am aware that the final result and effect of the procedure can only be assessed several months after the procedure.
· I consent to being occasionally photographed and recorded for medical documentation purposes.
· I consent to the use of photographic documentation for medical, scientific, professional, or educational purposes, in which the patient’s identity will not be disclosed to the public.
Date: _________________________
Patient’s signature: ___________________________


