HEALTH QUESTIONNAIRE  Fo e

Name Birth date

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

DENTAL
1. Are you having any discomfort at thistime_ . __ ... R R . ..QYes ONo
2. Have you ever had any serious trouble associated w:m prewcus denlal traalmen!" i OYes ONo

If so explain?

3. Does dental reaiment make you nervous? No O Slnghlly.&_. ModaratelyJL Extremely,.&_
4. Date of last dental visil
5. Have you ever been treated for periodontal disease (gum cisease, pyorrhea. trenchmouth)? ... . ... OQYes ONo

Il so when?
6. How olten do you brush
Brush Is: Soft[] Medium[] Hard[]
7. Do you have or have you ever had any of the following?

MOUTH TEETH
Bleeding, sore gums ... .. OYes ONo Looseteeth ... .. .....ccceeoun QYes ONo
Unpleasant laste/bad bfeath ... OYss ONo Sensitivetohot__.___ _ . _ .. QYes ONo
Burning tonguefips ... . . QOYes ONao Sensitivetocold..... ... .. . .. QYes ONo
Frequent blisters, lpmouth ... .. QOYes ONo Sensitive tosweets .. ... - QYes ONo
Swellingfumpsinmouth ... OYes ONo Sensitive tobiting.__.. _ . ... .. .. OYes ONe
Ortha treatments (braces).. ... OYes ONo Food impaction . ......... ... ... . .QYes ONo
Bitingcheekstips ... ... QYes ONo Clenching/grinding... . .. ... ... QYes (ONo
Clicking/popping jaw E— O ) (- N O], [ It s0. when
Difficulty opening or closing law .. OYes ONo Shiftinginbte ... (OYes ONo

8. Do you use the foliowing? Change in bite_.. . . . Yes No
BN e e s S e I BT e T i S T A QYes QONo
Dental floss ... e e il it : : — QYes (ONo
Fluoriderinse. . _ b i e A S S N 6 5% weuen —-.QYes ONo
Other

MEDICAL

1. Has there been any change in your general health within the past year i RS ; _ : .QYes ONo

2. My last physical examination was on
3, Are you now under the careof aphysician .. . . .. .o e e e (O YOS ONo

If so, whalt is the condition being Ireated
4. The name and address of my physician is

5. Have you had any serious iliness within the past five (5) years_ . _ . A Qes ONe
If so, what was the iliness
6. Have you been hospitalized or had an operation within the pastfive (S)years .. . ...QYes ONo

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 heartdisease .. ____ i QYes ONo

b. Congenital heart disease . . .. __ ——— v OYes ONo
c. Cardiovascular diseasa (heart Irouble heart anack heari mum'lur coronary msul‘ﬁcuency coronary occluslon

high/low blood pressure, aneriosclerosis, Sroke, B1C.) .. i ot s i s+ s st s e () YOS No

1) Do you have pain in chesl upon exertion..._ ... .. —u. v S e i i, () T 8No

2) Are you ever short of breath after mild exercise . _ _ .. . it s e e e O YOS No

3) Doyouranklesswell __ . . B P i - OYes No

4) Do you get short of breath whan you Ile down or do you reqwre exlra pcllows when you sleep i QOYes ONo

d. Arificial or replacementvalves i OYes ONo

e. Pacemaker . . .. ... e 8‘(&3 No

. Allergy L R S S~ == e ey B oy b S =L R G | No

g. Sinus trouble — e e e N e e e : Yes ONo

h. Asthmaorhayfever. . . . __ . __ . 4 TS A e e SR A R e, deeeisassaess (JT0E ONO

L HIVES OF 8 BRI 1O e e i 4 i e e i . R . Qves ONo

j. Faintingspellsorseizures . .. . ... ... . e .. Oves ONo

k. Diabetes _ i e ) YeS No

1) Do you have (6] urmate (pass waler} mcre lhan sm times a day _ B NP Yes No

2) Areyou thirsty much ot thetime ... __ e m B m e ~Qves ONo

3) Does your mouth frequently become dry ... Nk I iE me OYes OnNeo



Hepatlitis, jaundice or liver disease. ., ... . . i e
. Arthritis or Iinflammatory rheumausm s e e S | VRS 3
Artificial or replacement JOINS, PrOSHNBIIC .. ... .. o e s 4 o s+ ¢ st s e et 5 it e o
Digestive system—Ulcers or stomach disorders {cahﬂs) e
Kidney trouble . ok AR 3 b S e BT § SRR S i
Tuberculosis............. 56l 5 5 i i e i e i o S 53145
Persistent cough or cough up b!ood e e
Immune System disorders (lncludmg AIDS. HIV, ARC) - | No
Venerealdisease. __ . ... e . O Yes O No
. Other
8. Hava you had abnormal bleeding associated with previous extractions, surgery or trauma? __ SSSeE——— ) O No
B D0 N T MY oot it it ot s S S e e s i s it i misibamis 3 i) (T ONO
b. Have you ever required a blood MANSHUSION o QO Yes ONo
If so, explain the circumstances & when
9. Have you ever tested positive for the AIDS VIrUS ? . . o e e e e e () YOS No
10. Do you have any blood disorder such as anemia? .. oy e 3 e e Y e T s 4y, e () JO8 () O
11. Have you had surgery or x-ray treatment for a lurnor growth or other condmon? i O Yes ONo
12, Are you taking any of the lollowing:

A AREDIORCS OF BUMB AIUIOR o i i i e - o S S Ao A i e b weeins( ) VO No
Anticoagulants (blood lhmners}____._ i o) Yes No
Medicine Tor g DIOOM PROBBUID... .. . i imsnnss o o sons s ia's e 00 S o (37 oo 0 0 ot i s st s it oo () (OB No
OO (BRBIOMEEY et s e e it s o o o i e, i i 5 o ) (YO
TOANQUIZOIS. oo o et e e e e e e e e et .QYes ONo
Antihistamines e ___OYes QNeo
Aspirin . _ S NEoee———— |, N @) , -
Insulin, tolbutamide (Orinase) or similar drug for diabeles .. . ... .o e v () YBS O NO
Digitalis or drugs for hearttrouble .. _ .. .. O YES O NO
Nitroglycerin . . . e e - () @S O NO
Other medications ... .o e T A W T SR oY S R s e e e, - Tl O'NB
If “Yes" to any of the above, state drug name, dosage and lrequency
13. A.re you allergic or have you reacted adversely to:

Local anesthetics . . et e i e e e e e e () YES (O NO
Penicillin or other antibiolics . . et e e e s e e e (O YBS (O NO
Sulfadrugs.. . oo R e .,.__._____.__,A_MQYBS No
Barbilurates, sedatives, or sleapmg pills _ R ) I (=" No
e T - e R .QOYes ONo
0dINe iy e e e e e S 1 ...QYes ONo
Codelnsor oler nIrooling .. s ssesiaim e e e e s e () Ye8 ONo
Other
14. Do you use any tobaCCO PrOJUCIS .. . . . o e o+ e e ot i e s e - e () YOS O NO

It s0. how much per day and whal
15, Doyo0 Une oy 000l DO e i it s b i a3 b s ssmaern s () OB O'NG

If so, how much per day/week/month and what
16. Do you use any caffeinated products (coffee, tea, chocolate, e1C.) — ... . . e i Yes O No

If se, how much per day and whal
17. Do you have any disease, condition, or problem not listed above that you think | should knowabout?.__.. .. . (QYes ONo

If so, explain

Er®woo0PO33 "

e LB - W

STe~eanop

18. Are you employed in any situation which exposes you regularly to x-rays or other ionizing radiation ... ... ... _......QYes ONo
19. Are you wearing contact lenses ) T ——————— g 1. . N @ ] . -
20. Are you experiencing stress or pressure in your work or at home i e i i e U i ke i i » ,OYes O No
WOMEN

20. Are you pregnant _ R e e () YO8 ONo
21. Do you have PMS or problerns assaualed with your rnenstrua] perlod e e i - it et () Yes QNo
22. Are you taking birth control or hormone therapy ... ... . .. ool e () Y88 ONO
Remarks;

23. Have you ever taken any medicine for osteopenia or osteoporosis (bone density medicine)? QO Yes O No
If so, when did you take it and for how long

To the best of my knowledge, all of the preceding answers are (rue and correcl. It | ever have any change in my health or change in my medicalion,
I will infarm the dentist at the next appeintment.

Signature of Patient Date Signature of Dentist Date
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