
 

 
 
 

BRITISH COLUMBIA DENTAL HYGIENE CLINICAL EXAMINATION 
 
  

CLIENT MEDICAL HISTORY 
 
 
 
Name:___________________________________________ Birthdate:______________ Gender:  M or F 
 Given name  Surname               dd/mm/yyyy 

Address: _________________________________________ Physician:______________________________ 
 

Telephone:_______________________________________ Dental Hygienist:_________________________  
 
The following information is required to give the highest possible standard of professional services.   
All information will be kept strictly confidential. 
 
1. Have you ever had a serious illness?  Yes No 
  
 Specify:                                                      Date:  
 
2. Are you currently under the care of a physician?  Reason:______________________________ 
 
3. Do you use any medication regularly (prescription/herbal/over-the counter)?:                                    Yes No 
 
 List:  _________________________________________________________________________   
 
4. Have you experienced any unusual reaction to any of the following drugs?  Please circle. Yes No 

Aspirin, Penicillin, lodine, Barbiturates (sleeping pills), sulfonamide (sulfa), or any other medicine? 
______________________________________________________________________________ 

 
5. Do you have any allergies or sensitivities?: ___________________________________________  Yes No 
 
6. Have you had shortness of breath or chest pains? Yes No 
 
7. Do you have asthma, hay fever, hives or skin rash?  Please circle. Yes No 
 
8. Have you tested positive for the AIDS Antibody (HIV positive)?  Or any hepatitis antibodies? Yes No 
 
9. Have you ever had any of the following?  Please circle.  Hepatitis, jaundice, diabetes, high Yes No 

blood pressure, tuberculosis, or any lung disease, venereal disease, heart attack or heart  
disease, stroke, epilepsy, cancer, thyroid disease, kidney disease, mental and nervous disease,  
arthritis, rheumatic fever, gastro-intestinal disease? 
 
Comments: ___________________________________________________________________ 

 
10.   Have you ever had major surgery? :_________________________________ Date:__________ Yes No 
 
11. Do you have any prosthetic joints or heart valves?:                                                                      Yes No 
 
12.   Do you have a pacemaker?: ______________________________________________________   Yes No 
 
13. Is there any history of family disease?  Name: ________________________________________ Yes No 
 
14. Have you ever experienced any unusual reaction to any dental local anaesthetic (freezing)? Yes No 
 Describe: ____________________________________________________________________ 
 
15. Do you bruise easily or bleed abnormally? Yes No 
 
16. Do you have any blood disorders such as anaemia? Yes No 
 
17. Have you ever had any injury, surgery or x-ray therapy of your face or jaws?: _________________Yes No 
 
18.   Have you ever had any specialized gum treatment?  Yes   No 
 
19. Women - Are you pregnant?  Yes/No        Due Date: ___________________________________________  
  
 Have you had any changes in your mouth since your pregnancy? Describe: _________________________ 
 

Med. Alert:__   

ASA Class: _____ 
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20. Do you have any oral habits such as biting nails or clenching/grinding teeth? Other: ____________Yes No 
 
21. How often do you brush? _________________________  Floss? _________________________  
 
22. Do you or have you ever used tobacco products?   Yes No    
  
 Describe:____________   Amount?________  How long?_______ 
 
23. Do you drink alcohol?  Yes No 
 
 Describe:____________   Amount?________  How long?_______ 
 
24. Do you or have you ever used marijuana or any other “recreational” drugs?  Yes No 
 
 Describe:____________   Amount?________  How long?_______ 
 
25. Do you have any dental concerns?  State: ___________________________________________ Yes No 
 
26. Have you had a dental examination by a British Columbia dentist within the last 365 days? Yes No 

 
Date of examination: ____________________________________________________________ 
 
Dr. ______________________________  City: _______________________________________ 

 
COMMENTS: _______________________________________________________________________________ 
 
___________________________________________________________________________________________ 
 

CLIENT’S SIGNATURE: ____________________________________ DATE: ____________________________ 
 
DENTAL HYGIENIST’S SIGNATURE: ____________________________________________________________ 
 
 
 

ASA Physical Status Classification System to Determine Medical Risk 
 

ASA I:  A normal, healthy client without systemic disease. 
 

ASA II:  A client with a mild systemic disease (e.g., a healthy client with considerable anxiety; a healthy 
pregnant client; a client who has well-controlled Type II diabetes, well-controlled epilepsy, and/or well-
controlled asthma). 
 

ASA III:  A client with severe systemic disease that limits activity but is not incapacitated (e.g., stable angina, 
exercise induced asthma, postmyocardial infarct or cerebrovascular accident with no residual signs and 
symptoms more than 6 months before treatment). 
 

ASA IV: A client with an incapacitating systemic disease that is a constant threat to life (e.g., unstable angina, 
myocardial infarction, or cerebrovascular accident within 6 months, uncontrolled epilepsy or uncontrolled diabetes). 
 

ASA V:  A moribund client not expected to survive 24 hours with or without an operation. 
 

ASAE: Emergency operation. The 'E' precedes the number to indicate the client's physical status, (e.g., ASAE-III). 
 

Applied from Malamed SF: Medical emergencies in the dental office, ed 5, St Louis, 2000, Mosby.


