HEALTH QUESTIONNAIRE #

Name Birth date

Corract anawers to the following questions wiif aliow your dantist fo treat you on a more individugl bacis, providing the cars approprigte for your particuler
needs. Cirele yes or no, whichever applies, in response to the following fuestlons. Your answors are for our records only and will ba consfdered
canfldential. ‘

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? Yas No
if 50 explain?

3, Does dental treatment make you nervous? Ne_ . Slightly Moderately_ Extremaly

Date of last dental visit S

5. Have you ever been treated for periodontal disease (gum disease, pyorrhea, trench mouth)? Yes Mo
If s0 when?

6. How oftan do you brush
Brush is: Soit O Medium O Hard O

7. Do you have or have you ever had any of the following?

&

MOUTH TEETH
Bloading, S0M8 QUMS e csrrn Yes Na Loose teath ... .o Yes No
Unpleasant taste/bad breath Yes No Sensitive to Ot Yes No
Burning tongue/lips Yes  No Sensitive to cold e Yoz  No
Frequent blisters, Hp/mouth ... Yes No Sensitive to swoets . Yes No
Swalling/lumps in Mouth e Yes Mo Sensitive to biting.... Yas Mo
Ortho treatments (oraces) Yes No Food impagticn Yoz No
Biting cheeks/lips et o5 Mo Clenching/grinding Yes Mo
ClKING/PORPING JAW s stiasons Yas Mo If 50, when
Difficulty opening or ¢loging jaW. .o 188 No Shifting in bite . Yes No

8. Do you use the foliowing? Change in BIE . . Yas  No
Brush S Yes  No
Dantal oSS e e e et e A e R Yes No
Fluoride rinse.. ettt AT e BRI B . Yes No
Other

MEDICAL .

1. Has there been any change in your general health within the past Year. ... S Yes No

2. My last physical examination was on

3, Are you now under the care of a physiclan Yes ND
If s0, what is the condition being treated

4. The name and address of my physiclan is

5. Have you had any serious illness within the past fiva (5) years Yes No
If =0, what was the illness

6. Have you been hospitalized or had an operation within the past five (5) yaars - You MNo

If s, what was the preblem
7. Do you have or have you had any of the following diseases or problerns

a. Rheumatic fever or rheumatic heart disease O - .. Yes No
O L= = A LR LT L D —————— e Yes No
¢. Cardiovascular disease (heart trouble, heart attack. heart murmur, coronary insufficiency, coronary ocelusion,
high/low blood pressure, arteriosclerosis, Stroke, BIC.) o i Yes No
1} Do you have pain in chest upon exertion Yes No
2y Arg you ever short of breath after mild exercise ... Yas No
3) Do yourankles swell ... : . Yos No
4) Do you get short of breath when you lie down, or do you require exira pillows when you sleep Yas Mo
d. AFHACIA OF FORIACEIMIENT VAIVESD ..o oo oo s . Yes  No
5. Pacemaker Yes Mo
f. Allergy . Yee No
g. Sinus trouble S . Yes Mo
M. ASINME OF DAY TEVO..c.octsmmmmrsmms st e oot i Yes MNo
1. HIVERE O 8 SKITE TSI onsssoseresessseerse et e85 5555555855555 A5 2 1 s B R Yes Ng
j. FAINHNG SPOIS OF SEIZUES .ot . 155 Yes Mo
P 1= == S e T Yes No
1) Do you have to urinate (pass water) more than six times a day Yes  No
2)  Are you thirsty much of the time - Yes No

3)  D0es your MOUh fraqUamtly BEEOME Y o b A0 Yes Nao




|, Hepatitis, jaundice or IVar diSEABE ... s : S Yes . No
M. ARFIEHES OF IHIEMTTUEIEY FBUITIATSIT.. ...t e 0 505 Yes Mo
n. Artificial or replacemant OIS, PrOSIIETC ... st A1 SRR, (-] No
o. Digestive system—Ulcers or stomach disorders (colitis)... Yes Mo
n. Kidney trouble. B Yes Mo
. TUDBTGUIOEIE st U — L Yes  No
r. Parsistent cough or cough up Boad ... e s ‘ Yoz  No
5, Immune System disorders (NCUCING AIDS, HIV, ARDGY s et 1750 Yes Na
b AV IOTEE] T T oot e e e 5 5 A R 15 e Yos Mo
u. Other
8. Have you had abnormal bleeding associated with previous extractions, surgery of trauma? . e YB5 No
B, DO YOU DIUISE BASIY oo s s s s s s s e Yos No
b. Have you ever required & DIOOH tFANSIUSION .50 Yes No
If 0, explain the cireumstances & whén
9. Have you ever tested positive for the AIDS VirUS? ... ' e e Yes No
10. Do you have any blood disorder such as anemia? e e Yes MNo
11. Have you had surgery or x-ray treatment for a tumer, grcwth or other condition? .o Yes No
12, Are you taking any of the fellowing:
B, ATIUDIONCE OF SUIFR TUDS . oeoeeoeooeeoeeoeeeseess sttt 585 5505550 e Yos No
b. Anticoaguianis (Mood thinners) ... O Yes No
G, MEICING TOr TGN DIOOU PIBSBUIE ..o s s s s o 5 5 0 Yes Mo
A, COFHSONE (STBIOME) . ooeeeoeesmoms s ey sl . Yes  No
8, TTANGUINZETS . oo omssssssssns s s Yes MNa
B AUTETISTEITIIIIIE oo o ceesessmes e e e o et 0 Yes  No
TR =1L T Yes Mo
h. Insulin, tolbutamide (Crinase) or similar drug for diabetas . . . Yes Mo
i. Digitalis ar drugs for heart trouble . Yes  No
jo Mitroglycerin ... o em———————— st e e e e 8 e o 1 Yes No
K. Other medications ............ e Yas  No
I If “Yes" to any of the above, state drug name dosage and frequency
13- Are you allgrgic or have you reacted adversaly to:
E TR I =TI 1Lz L 111 T A e Yes . No
b. Penicillin or other antibiotics . ‘ Yers No
Gr BUIE CEUGS oottt : . Yes No
d. Barbifurates, sedatives, or sleeping pills .......coume et o Yas Mo
ST T Yes . No
PR e 1 = Y P (- No
g. Codaine af Gther NATGOHCS ... e . Yes No.
~ h. Other A
14. Do you use any tobacco products _....... . . Yes  No
If 0, how much per day and what
15, D0 YOU USE ANY BICOND PIOGUCIE |t Yes No
If =0, how much per day/week/month and what
16. Do you use any caffeinated products (coffee, tea, chocolate, ete) B Yes No
If s0, how much per day and what ‘
17. Do you have any disease, condition, or problem not listed above that you think | should know about? ... Yes No
If so, explain
18. Are you employed in any situation which exposes you regularly to x-rays or other ionizing radiation . Yes Ne
19, Are you wearing contact lenses. . . Yes No
20. Are you experiencing stress or pressure in your work or at home ; Yes Ne
WOMEN
D0, ATE YOU PIEGTIRM .yveromnosssssssoes s e e 51011 e e Yes No
21. Do you have PMS or problems associated with your MENSLrUAl PAROL ... i Yes Mo
20 Are you taking birth control or harmane therapy ' e o a————————— Yes  No

rks: el ie
Hema Have you ever taken any medicine for osteopenia or

osteoporosis (bone density medicine)? If s0, when did you
take it and for how long?

To the bast of my knowfedge, all of the preceding answers are irue and corracl, {f I ever have any change in my health or changs in my medication,
I wiil Inform the dentigt at the next appoiniment.

Signature of Patient Date Signatiire of Den’pist . Date





