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Dental Specialists of Alabama, LLC 
Dr. Lee Morris 

Oral Maxillofacial Surgeon 
 

  
 

 
1815 Somerville Rd, SE 

Decatur, AL  35601 
256-355-2275 

Health Questionnaire 

Patients Name __________________________________________Address____________________________________________ 
                           Last                                 First                          Middle                                      Number & Street 
City_________________   State ______   Zip __________   Home Phone_________________   Business Phone ______________ 
 
Date of Birth ______________    Sex _______   Height  ______ Weight _____________ Soc. Sec. No. _____________________ 
Place of Employment _____________________________   Marital Status ____________    Spouse Name ___________________ 
Closest Relative ______________________________________________________   Phone   _____________________________ 
Person Responsible for   Account   ______________________________________   Relationship to Patient __________________ 
Insurance Co.  _______________________________________   Policy No.   ______________   Group No. _________________ 
 
Please circle yes or no the following questions, whichever applies.  You answers are for our records only and will be kept strictly 
confidential. 
     1.  Has there been any changes in your general health within the past year …………………………………………………..           
     2.  My last physical examination was on __________________________________________________________________                       
     3.  Are you now under the care of a physician…………………………………………………………………………………    
 
 
            a.  For what reason _______________________________________________________________________________ 
     4.  My physicians name is __________________________________________________________________ 
     5.  Have you had any serious illness or operation ……………………………………………………………………. . ……..         
             a.  What was the illness or operation ______________________________________________________ 
     6.  Have you been hospitalized or has serious illness within the past 5 years …………………………………………………          
             a.  What was the problem _________________________________________________________________________ 
     7.  Do you or have you ever had any of the following: 
             a. Rheumatic fever or rheumatic heart disease ……………………………………………………………………………            
             b. Congenital heart lesions ………………………………………………………………………………………………..               
             c. Cardiovascular disease (heart trouble, heart attack, coronary insufficiency, coronary occlusion,  
                 high blood pressure, arteriosclerosis, stroke) ………………………………………………………………………….                                              
                          1.  Do you have pain in your chest upon exertion ……………………………………………………………….            
                          2.  Are you ever short of breath after mild exercise ……………………………………………………………..          
                          3.  Do your ankles swell …………………………………………………………………………………………           
                          4.  Do you get short of breath when you lie down, or do you require extra pillows when you sleep…………….          
             d.  Allergy …………………………………………………………………………………………………………………          
             e.  Sinus trouble …………………………………………………………………………………………………………..        
             f.  Asthma or hay fever ……………………………………………………………………………………………………         
             g.  Hives or skin rash ……………………………………………………………………………………………………..         
             h.  Fainting or dizzy spells ………………………………………………………………………………………………..        
             i.  Diabetes ………………………………………………………………………………………………………………..       
                               1.  Do you have to urinate more than 6 times a day ………………………………………………………….             
                               2.  Are you thirsty much of the time ………………………………………………………………………….       
                               3.  Does you mouth frequently become dry …………………………………………………………………..         
             j.   Hepatitis, jaundice or liver disease …………………………………………………………………………………….          
             k.  Arthritis ………………………………………………………………………………………………………………..      
             l.   Inflammatory rheumatism  ( painful swollen joints ) ………………………………………………………………...       
             m.  Stomach ulcers ………………………………………………………………………………………………………..        
             n.  Kidney trouble ………………………………………………………………………………………………………...       
             o.  Tuberculosis ……………………………………………………………………………………………………………    
             p.  Do you have a persistent cough or cough up blood …………………………………………………………………… 
             q.  Low blood pressure ……………………………………………………………………………………………………. 
. 
             r.  Venereal disease ……………………………………………………………………………………………………   
             s.  Do you have or have you ever had any contact with AIDS ………………………………………………………..  
             t.  Other _____________________________________________________________________________________ 
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8.  Have you had abnormal bleeding associated with previous extractions, surgery, or trauma …………………………                  
  
      a.  Do you bruise easily ……………………………………………………………………………………………….     
        Have you ever required a blood transfusion ………………………………………………………………………...      
           1.  If so explain the circumstances _____________________________________________________ 
            ________________________________________________________________________________ 
9.  Do you have any blood disorder such as anemia ………………………………………………………………… ….  
 
10. Have you had surgery or x-ray treatment for a tumor, growth, or other condition of your mouth or lips.....................                       
…….…………………………………………………………………………………………………..      
11. If so, what_________________________________________________________________                  
12.  Are you taking any of the following: 
        a.  Antibiotics or sulfa drugs ………………………………………………………………………………………...   
        b.  Anticoagulants  ( Blood thinners )………………………………………………………………………………..     
        c.  Medicine for high blood pressure………………………………………………………………………………...     
        d.  Cortisone ( steroids )……………………………………………………………………………………………..     
        e.  Tranquilizers ……………………………………………………………………………………………………..    
        f.  Antihistamines ……………………………………………………………………………………………………     
        g.  Insulin, oral med for diabetes ………………………………………………………………….     
        h.  Aspirin …………………………………………………………………………………………………………...     
        i.  Digitalis or drugs for heart trouble ……………………………………………………………………………….   
        j.  Nitroglycerin ………………………………………………………………………………. ……………………   
        k.  Other ___________________________________________________________________ 
13.  Are you allergic to or have you reacted adversely to: 
         a.  Local anesthetics ………………………………………………………………………………………………...    
         b.  Penicillin or other antibiotics ……………………………………………………………………………………                                    
         c.  Sulfa Drugs ………………………………………………………………………………. …………………….   
         d.  Barbiturates, sedatives, or sleeping pills…………………………………………………………………………    
         e.  Aspirin ………………………………………………………………………..………………………………….    
         f.  Iodine …………………………………………………………………………………….. ……………………..   
        g.  Codeine or other narcotics ……………………………………………………………………………………….     
        h.  Other ____________________________________________________________________ 
14.  Have you had any serious trouble associated with any previous dental treatment …………………………………. 
        If so, explain _________________________________________________________________ 
 
15.  Do you have any disease, condition, or problem not listed above that you think I should know about …………….                      
        ……………………………………………………………………………………………………………………….     
       a.  If so, explain ______________________________________________________________ 
16.  Are you employed in any situation which exposes you regularly to x-rays or other ionizing radiation…………….                    
     ……………………………………………………………………………………………………………………… 
17.  Are you wearing contacts…………………………………………………………………………………………. 
 
WOMEN 
 
18.  Are you pregnant …………………………………………………………………………………………………...                                     
19.  Do you have any problems associated with your menstrual period ……………………………………………….. 
                                                                                Signature of Patient ______________________________ 
 
______________________________________________________________________________________________________
______________________________________________________________________ 

For Office Use Only 
 
Date: _____    _____   _____     Allergy:                                        Tobacco:                     ETOH:            Age: 
BP:                                              Hosp:                                            Fm HX.:                       
P: 
R:                                                Clin. Obs. 
Temp:  
Dx: 
Tr. Plan:                                      RX:                                                  Refer: 
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Patient: _________________________________  Date: ____________________ 
 
Things to do before your Surgery with IV sedation: 
 
Your safety and comfort are important and we will do our best to provide a safe 
comfortable anesthetic experience.  It is important that you follow the preoperative 
instructions below.  They are for your safety.  Failure to follow these instructions may result 
in very serious medical and possibly life threatening consequences.   Help us help you to 
have a safe and comfortable anesthesia experience. 
 
What you can do to help: 
Diet: 

1. No solid foods after midnight prior to anesthesia 
2. Clear liquids up to 4 hours before surgery. 
3. Avoid caffeine 4 hours before surgery. 

Medications: 
1. Avoid Aspirin for 5 days prior to surgery. 

Dress: 
1. Dress casual and comfortable. 
2. Short or loose sleeves so we can start the IV. 
3. Loose shirt or blouse for placement of EKG leads. 
4. Remove all jewelry … neck, face, hands, arms 

Alcohol: 
1. Absolutely no alcohol within 12 hours of surgery. 
2. Surgery will be postponed if alcohol is suspected. 

Smoking:  No Smoking 24 hours before surgery. 
1. Smoking will delay healing by 50% and prolong discomfort after surgery. 
2. Smoking increases the risk of pulmonary complications during the sedation. 
3. If you can stop smoking for 1 week or more before surgery, you will reduce the risk 

of anesthetic and surgical complications.  
Activity: 

1. Normal activity.  No restrictions unless noted in special instructions. 
2. You will not be able to drive for 12 hours after IV sedation. 

 
Companion:  A responsible adult must accompany all patients having sedation.  

1. The person must be at least 18 and able to drive you home. 
2. The person must stay in the office during the surgery. 
3. NOTE:  IF YOU DO NOT HAVE SOMEONE WITH YOU, WE CANNOT DO 

THE SURGERY.   IF THEY LEAVE, WE WILL NOT START OR CONTINUE 
THE SURGERY.  

4. We will give written and oral post op instructions to the person who is with you. 
5. We will give your prescriptions to the person who is with you. 
  

 In the unlikely case that an IV cannot be established to insure a safe and 
comfortable sedation experience, it may be necessary to postpone, defer, or terminate the 
procedure and refer you to a hospital based surgeon.   
 
If you have questions please call Dr. Morris or his nurses for assistance.   
 
Sign: ______________________________________     Witness: _________________________________ 
 
Relationship: _______________________________ 

1815 Somerville Rd, SE 
Decatur, AL  35601 

256-355-2275 

Special Instructions: 

Dental Specialists of Alabama, LLC 
Dr. Lee Morris 

Oral Maxillofacial Surgeon  
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