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MEDICAL HISTORY QUESTIONNAIRE 

 

Medical Alert:                                                           In Case of Emergency, We Should Notify: 

_______________________________________               _______________________________________ 
Name Name 

_______________________________________               _______________________________________ 
Date of Birth (D/M/Y) Relationship 

_______________________________________               _______________________________________ 
Phone (Home)                                          (Cell) Day-Time Phone Number 

_______________________________________               _______________________________________ 
Address   Name of Family Doctor 

_______________________________________               _______________________________________                                                                                                                                                  

                                                                                                                            Phone or Address 

_______________________________________               
Nova Scotia Health Card Number              Expiry Date             

_______________________________________                
Insurance  

_______________________________________            
Policy Holder  

_______________________________________       
Company 

_______________________________________              
Policy No. 

_______________________________________                
Address (Business) 

_______________________________________               
Phone (Business) 

_______________________________________                
Occupation 

_______________________________________                
Who referred you to our office?  
 
 
 

PLEASE FILL IN THE ENTIRE FORM 

 

1. Are you being treated for any medical condition at present or have you been treated 

within the past year? If yes, please explain. 

______________________________________________________________________________ 

 

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. 
______________________________________________________________________________

______________________________________________________________________________ 

 

 
The following information is required to 
enable us to provide you with the best 
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.  
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4. Are you taking any medications, non-prescription drugs or herbal supplements of any 

kind? If yes, please list. 
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

5. Do you have any allergies? 

Medications    Foods    Latex/Rubber Products    Nickel    Silver    Other Metals 

______________________________________________________________________________

______________________________________________________________________________ 

 

6. Have you ever had an adverse reaction to any medications or injections? 

______________________________________________________________________________ 

 

7. Do you have or have you ever had asthma? 

______________________________________________________________________________ 

 

8. Do you have or have you ever had any heart or blood pressure problems? 

______________________________________________________________________________ 

 

9. Do you have or have you ever had a replacement or repair of a heart valve, an infection 

of the heart (i.e. Infective Endocarditis), a heart condition from birth (i.e. congenital heart 

disease) or a heart transplant? If yes, explain.  

______________________________________________________________________________

______________________________________________________________________________ 

 

10. Do you have a prosthetic or artificial joint? If yes, explain. 

______________________________________________________________________________ 

 

11. Do you have any conditions or are undergoing any therapies that could affect your 

immune system (i.e. leukemia, AIDS, HIV infection, radiotherapy, chemotherapy)? If yes, 

explain.  

______________________________________________________________________________ 

 

12. Have you ever had hepatitis, jaundice or liver disease? If yes, explain.  

______________________________________________________________________________ 

 

13. Do you have a bleeding problem or bleeding disorder? If yes, explain.  

______________________________________________________________________________ 

 

14. Have you ever been hospitalized for any illness or operations? If yes, explain.  

______________________________________________________________________________ 
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15. Do you have, or have you ever had any of the following? If yes, please check.  

 
Chest pain/angina Rheumatic fever Pacemaker              Steroid therapy  
Osteoporosis medications Seizures (epilepsy) Heart attack              Mitral valve prolapse  
Lung disease Diabetes  Kidney disease              Stroke                          
Heart murmur Tuberculosis Stomach ulcers              Thyroid disease  
Shortness of breath Cancer  Arthritis              Drug/alcohol dependency  
Sleep apnea Acid reflux  Eating disorder (bulimia/anorexia)  

 

16. Are there any conditions or diseases not listed above that you have, or have had? If so, 

what? 

______________________________________________________________________________

______________________________________________________________________________ 

 

17. Are there any disease or medical problems that run in your family? If yes, explain.  

______________________________________________________________________________

______________________________________________________________________________ 

 

18. Do you use any tobacco or cannabis products? If so, what specific type and frequency of 

use? 

______________________________________________________________________________ 

 

19. Do you drink alcohol? If so, how much do you drink each week? 

______________________________________________________________________________ 

 

20. Do you use any controlled or “recreational” drugs such as cocaine, ecstasy, LSD, 

heroin? If so, please identify._____________________________________________________ 

 

21. Are you nervous during dental treatment? _________________________________________ 

 

22. For women only: Are you breast feeding or pregnant? If pregnant, what is the expected 

delivery date?  _________________________________________________________________  

 

 

To the best of my knowledge, the above information is correct: 

 

_______________________________________               ______________________________________ 
Patient/Parent/Guardian Signature Date 

_______________________________________               _______________________________________ 
Dentist Signature Date 



Whether you smoke it, vape, or use edibles, cannabis (marijuana) can 
negatively impact your dental appointment. 

CANNABIS & DENTAL PROCEDURES
Patient Information Bulletin:

STAY SAFE: TALK  
TO YOUR DENTIST
If you consume cannabis 
products before your 
dental appointment it can 
affect the outcome of your 
procedure. Be sure your 
use of cannabis is part of your 
current medical history (just 
like tobacco and alcohol). To 
ensure your safety, your 
dentist needs to know 
if you have taken any 
cannabis prior to your 
dental appointment. 

CANNABIS 
EFFECT VARIES 
Various strains 
of cannabis have 
different amounts of 
THC. The amount of 
THC in your system 
is determined 
by the strain, the 

amount and the way 
it is consumed. When 

smoked or inhaled as 
vapour, the effects tend to peak 
sooner and dissipate more rapidly. 
When eaten, the drug effect takes 
longer to appear, lasts longer and 
is less predictable. 

PLAN AHEAD, 
AVOID CANNABIS 

BEFORE YOUR 
APPOINTMENT

Please avoid 
consuming cannabis 
products before 
your procedure. Your 

dentist may need 
to re-schedule your 

appointment for another 
time to ensure your safety. 
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CANNABIS CAN ALTER 
THE EFFECTIVENESS OF 
PRESCRIBED MEDICATION
Cannabis can impact the effects of 
medications and anaesthetics needed 
for your procedure. 

INCREASED BLEEDING
Using cannabis can increase your risk 
of bleeding and cause complications for 
healing after your dental procedure. 

Nova Scotia Dental Association
210 Waterfront Dr., Suite 101 | Bedford, N.S. B4A 0H3 | 902-420-0088 | nsda@eastlink.ca | nsdental.org 
Reproduced with permission from the British Columbia Dental Association, 2018.
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