HEALTH QUESTIONNARE i s e s S et

Name Birthdate

Correct answers to the following questions will allow your dentist to treat you on a more individual basis, providing the care appropriate for your particular
needs. Circle yes or no, whichever applies, in response to the following questions. Your answers are for our records only and will be considered confidential.

DENTAL

1. Are you having any discomfort at this time Yes No

2. Have you ever had any serious trouble associated with previous dental treatment? ... Yes No
If so, explain

3. Does dental treatment make you nervous? No Slightly Moderately Extremely

4. Date of last dental visit

5. Have you ever been treated for periodontal disease (gum disease, pyorrhea, trench mouth)? ..., Y€S No
If so, when?

6. How often do you brush
Brush is: Soft[1  Medium [] Hard []

7. Do you have or have you ever had any of the following?
MOUTH TEETH
Bleeding, S0T€ QUMS ....oceoeeecereie e Yes No LoosSe$eath oo ey Yes No
Unpleasant taste/bad breath ............cccccoeeeene. Yes No Sensitive to hot ..o Yes No
Burning tongue/lips ......ccooeeeeeeeeeeeeeeeeee Yes No Sensitive to Cold ......coooecieeieeeee. Yes No
Frequent blisters, lips/mouth .... Yes No Sensitive fo sweets ... Yes No
Swelling/lumps in mouth ..... Yes No Sensitive 1 biiNg .o Yes No
Ortho treatments (braces) .. .. Yes No Food IMPaction: ... mmismrmsmcsnis Yes No
Biting cheekslips ... Yes No Clenching/grinding ......cececeereeemneeecsessnsnsernane Yes No
Clicking/popping Jaw .......ccoovenercececincccns Yes No If so, when
Difficulty opening or closing jaw .......ccccccceec. Yes No Shifting in bite Yes No

Change in bite Yes No

8. Do you use the following?

BEHSH] s o s o i bR e S R A SRR e S e o No

Beftal fioss wovw s e s s No
Fluoride rinse No
Other

MEDICAL
1. Has there been any change in your general health within the past YEar ...t ssssssniecnssssns 189 No
2. My last physical examination was on

3. Are you now under the Gare OF @ PRYSIGIAN .......cceieecreoeeriececesencisssssemsssacarssssas et oansas prana s ases s deestas s ens s st bbb s ma st oo ans Yes No
If so, what is the condition being treated

4. The name and address of my physician is

5. Have you had any serious illness within the past five (3) YEaIS ... s s Yes No
If so, what was the iliness
6. Have you been hospitalized or had an operation within the past five (5) Years ..o Yes No

If so, what was the problem
7. Do you have or have you had any of the following diseases or problems

a. Rheumatic fever or rheumatic heart disease .. Yes No
b.  Congenital HEart DISEASE ......c.occcereeeierrcesrirsststressemsassatssesssmrsssaera s sasaeasees s chemeas s e anm e st st seae e s s s o e em s foama et amcnm s a2 Yes No
c. Cardiovascular disease (heart trouble, heart attack, coronary insufficiency, coronary occlusion, high/low blood pressure,
AMEHOSCIETOSIS, SHOKE, BIC.) ..ouuicuuiriesiieimseiussormusssmsssesnssiassssssessstbs asssase s eass saasssaLEsass s s LS AR RS SRR SRR 0008 Yes No
1) Do you have pain in chest upon Xertion ... Yes No
2) Are you ever short of breath after mild exercise .........oooeiiiees Yes No
3)  DOVOUE BIKICS SWE . sovnmersmesmmssm st st s s s e T e e AR S AP e e s Yes No
4) Do you get short of breath when you lie down, or do you require extra pillows when you sleep ..., Yes No
d.  Artificial Or rEPIACEMENT VAIVES ... oo oottt er e et e e s e re e s emess s b s b e e e e b b eR A S AL cad LR R RS SRS FE R m s e RS R e s Yes No
B Pacermaker o e s S L S DR L i e R e e s i 4 Yes No
f.  Allergy ......... R T T A e L S S B S N A ARG S s A e S Yes No
G SINUS BOUDIE oo rem e s e em s em s e s eecasa s ettt eem et emns e Yes No
h. Asthma or hay fever ... ... Yes No
i. Hives oraskinrash .... reemmn e e B e e S S S R S v Yes No
= Fainting SpellSEitSeIAIIES .t il o iesassisanssisosionsis Damsnion iraninsstnssioishesnsnsnsaiumsnnds mansas s iU SR g3 2 v, YeS No
O b o 1= T Yes No
1) Do you have to urinate (pass water) more than six times @ day ... eilorssonusuonian B Yes No
2) ATEVOU RIS IMUCHOEIE HIIE commmren s s s 0 s s Do PR e 45 st aga s e R Yes No

3) Does your mouth frequently DECOME Ary .ueeeeevecccrmrmsmseesesemeserereeseeas o b T el VSR No



Hepatitis, JAUNGICE OF IVET GISBASE . uurerrressssrrirrrimsmssre s Yes No

m.  Arthritis or INflammEatony THEUMESM .. oo S Yes No
n. Artificial or replacement joints, prosthetic Yes No
o. Digestive system—UEcers or stomach dlsorders (colitls) Yes No
p- Kidney trouble .. Yes No
g. Tuberculosis ..... Yes No
r. Persistent cough or cough up blood Yes No
s. Immune System disorders (including AIDS, HIV, ARC) Yes No
t. Venereal QISEASE .o e YeS No
u. Other

8. Have you had abnormal bleeding associated with previous extractions, surgery, or trauma . Yes No
2. DO YOU DIUISE BASHY ..ooeeereeeeeeemeemaemmecaemas oo mmsremees e oo e e Yes No
b. Have you ever required @ blood transfUSION .. e Yes No

If so, explain the circumstances & when
9. Have you ever tested positive for the AIDS virus Yes No

10. Do you have any blood disorder such as anemia ’ Yes No

11. Have you had surgery or x-ray treatment for a tumor, growth, or other e 18 16 1 I U OO - - No

12. Are you taking any of the following:
a. Antibiotics or sulfa drugs ..o Yes No
b. Anticoagulanis (blood thinners) ...... Yes No
¢. Medicine for high blood pressure ...... Yes No
d. Cortisone (steroids) Yes No
g.  TIaNQUIBZETS ciiiirrere s e essesssssnesenses Yes No
. AntihiStamines ..eccercemeeecininsecenas Yes No
. ASPItn ssusseas Yes No
h. Insulin, tolbutamide (Onnase) or similar drug for di@Detes ... Yes No
i.  Digitalis or drugs for REAME ITOUDIE . e Yes No
[T AT (T 1 Y7o1=1 1 o EU TSRS R y Yes No
k. Other medications
. ¥“Yes to any of the above, state drug name, dosage and frequency

13. Are you allergic or have you reacted adversely to:
a. Local anesthetics .. SR e S e SR s e A e i et YIS No
b. Penicillin or other antlblotlcs SRS ST 1 - (-1 No
c. Sulfadrugs... S e e s TR No
d. Barbiturates, sedatwes or sieepmg pllls SOOI { -1 No
€. ASPINII <ottt e s SSORUTURURR { -1 No
A (0 1 1= U DS SRR LI~ St .. Yes No
g.  Codeine or OthEr NAMCOHCS oo . e m e Yes No
h. Other

14. Do you use any 1ebacto PrOQUGES e R S S R R Yes No
if so, how much per day and what

15. Do you use any alcohol products .............. OOV SO { - No
If so, how much per day/week/month and what

16. Do you use any caffeinated products (coifee, tea, chocolate, B s s s st VO No
If so, how much per day and what

17. Do you have any disease, condition, or problem not listed above that you think 1 should know about ..o Y8 No
If so, explain

18. Are you employed in any situation which exposes you regularly tox-rays or other ionizing radiation ..., Yes No

19. Are you wearing contact lenses Yes No

20. Are you experiencing Siress or pressure in your Work or @t NOME oo . Yes Na

WOMEN .

21. Are you pregnant _. o R e s e AR e RS No

22. Do you have PMS or problems assocuated with your menstrual perlod SO == No

23. Are you taking birth control or hOrmone terapy ... SO VPO TURYRNOR { - No

Remarks:

To the best of my knowledge, all of the preceding answers are true and correct. If | ever have any change in my health or change in my
medication, | will inform the dentist at the next appointment.

Signature of Patient Date Signature of Dentist Date



