HEALTH QUESTIONNAIRE Fe e e s e e R

Name Birth date

Correct answers to the following questions will allow your dentist fo 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 diSCOMIOM @E TNIS TIMIE ...t sse s seseeee e et Yes No
2. Have you ever had any serious trouble associated with previous dental treatmMent? ... ..o Yes No
f 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 MOUTN) 2. oo Yes No
It so when?
6. How often do you brush
Brush is: Soft [] Medium Hard
/. Do you have or have you ever had any of the following?
MOUTH TEETH
Bleeding, SOre gUMS ..o Yes No LOOSE t8ETN ..o Yes No
Unpleasant taste/bad breath.......ooooc. Yes No Sonsitiveile ot cerrrsmemsanss Yes No
Burning toNQUE/IPS ..o e Yes No Sensitive 10 Col.....oe Yes No
Frequent blisters, lip/mouth ... Yes No SENSIIVE 10 SWEETS........cceessseesesesr s Yes No
owelling/lumps IN MOUth ... Yes No SenSitive 10 DItING. ... Yes No
Ortho treatments (braces)......o Yes No leTeTe WingTot=Te:1 (o] o NN . Yes No
Biting CheekS/MIPS ... Yes No Clenehingginding . s . Yes No
Clicking/poppinNg JaW ... Yes No If so, when
Difficulty opening or closing jaw............. Yes No ShIfting iN BT .o Yes No
8. Do you use the following? Change iN Bite .. Yes No
D Y ...t sy e 35S 553  RE E S Yes No
BC i L Yes No
R L I Yes No
Other
MEDICAL
1. Has there been any change in your general health within the Past YA ... Yes No
2. My last physical examination was on
3. Are you NOW UNAEr the CAI€ OF @ PRIYSICIAN ... e e Yes No
It so, what is the condition being treated
4. The name and address of my physician is
9., Mave you had any serious liness:within the PAst Ve (B) MBS s i e i s s oo oo et s Yes No
f so, what was the illness
6. Have you been hospitalized or had an operation Within the Past fIVE (5) Y IS ... Yes No
f so, what was the problem
/7. Do you have or have you had any of the following diseases or problems
a. Rheumatic fever Of TNEUMANIC NEAI QISEASE ..o oo e essesee e e et et Yes No
D. CONGENITAL NEAIT QISBASE...ccceoeeeeeeeeeee e e et e e e e e Yes No
c. Cardiovascular disease (heart trouble, heart attack, heart murmur, coronary insufficiency, coronary occlusion,
high/low blood pressure, arterioSClIeroSIS, StOKE, ©1C.) ..o Yes No
1) Do you have Pain in CREST UPOM @XEITION ... et Yes No
2) Are you ever Short Of Dreath GftEI MIIA EXEICISE ..o ee e e e e et Yes No
3) DO YOUE GNKIES SWEIL ... e ee e e e e ettt e eeeeeeeeeee e Yes No
4) Do you get short of breath when you lie down, or do you require extra pillows when you SI€EpD.. oo Yes No
d. ATTHCIAl OF TEPIACEMENT VAIVES ... oo e e e e e e e Yes No
B PPACEITIAKEN ... smssissvmossssesssasisosscrsnssssesvessosossssossissssossk i858 48n s 5535 S S e e Yes No
1o FUVBTEIY ... oo ccomsccmmsmmssmsmmensossnesssesstasssorsiisssh oo evspAess g5 3 AR A TG Yes No
G U I 0 remmrsosesmsmasssesmss sspsssoeaseomenss 56 PS5 AT A AR PR BRSPS BB R Yes No
T L i L N I Yes No
PO oLl R T r————— - Yes No
Jo FAINTING SPIIS OF SBIZUIES ...ttt ereess e e e Yes No
S D= o] (= S Yes No
1) Do you have to urinate (pass water) More than SiX tMeS @ GaY .o Yes No
2)  Are you thirsty MUCKH OF TN MG ..o e ettt ettt Yes No

3) Does your mouth frequently DECOMB AN ... i oo eee e seseseeseeee s eeeeeeee e oo eesss e Yes NoO



L Hepalils, [uncioe O Ve CIBERE0 i s i ambiesemssmanecmsressemaes et e e sercee ettt teetene i Yes No
M. AhAS or Inflammatory FASUMBHSIM. .t i B o i oo Yes No
o W el e gl el T LW o o T ————————————————— e Yes No
0. Digestive system—Ulcers or Stomach diSOIAETS (CONTIS)......oooooeeoeeeeeeeeeeeeeeeeeeeeeeeeeeeeeoeeeeeeeeeeeee Yes No
p. Kidney trouble.... SISO W - NP I . W T—— . WO —— W — W W WO—— W— Yes NoO
Cfc:  TUHDBIICUIOBIS ... .pvsesonseessmassssossnsssssesososssossssssosssosesososmsomse s o5 S S A Yes No
I, Persistent COUGN OF COUGN UP DIOOM..........ooeeeeoeeeeeee oo ssesesseeseeses e e e et e e ettt et e e Yes NO
s. Immune System disorders (INCIUAING AIDS, HIN, AR C ) oo Yes NO
R e = e L T s Yes NoO
u. Other
8. Have you had abnormal bleeding associated with previous extractions, SUrgery OF traUM@T .o Yes No
B DO YOU DIEHSE BRSUY ... o.nooeeosrossmesmmssrssssssasssssisssomssspossss s omesssstssSestise st sstess e oo asig i S—— W - - Yes No
b. Have you ever required @ DIOOM TTANSTUSION ... ..o et Yes No
f so, explain the circumstances & when
9. Have you ever tested POSIIVE TOF TNE AIDS VITUST ......ooooeeoeeeeeeeeeeeoeeoeoeoeeeeeeeese e seeee e e e et e e e e Yes No

10. Do you have any blood disorder SUCHh @S @NEIMIAT ..o S e S v Yes No

11. Have you had surgery or x-ray treatment for a tumor, growth, or other CONAIONT ..o Yes No

12. Are you taking any of the following:
A. ANTDIOTICS OF SUITE UIUDGS ..o e oo eeseee e eee e et eee e eeeeeee e e ettt et e ettt e Yes No
oAV q|{[oloT=Ta Wl ETg i { o] foleTe Riatal Tt <) BN Yes No
c. Medicine for high Dlood PreSSUIE ...ttt et oo s Yes No
O COHSONE (STOTDICIRY oo S e S G e eon ottt 1At Attt £t £ttt Yes No
R T R N VU SO L W N o5 TN NN S S Jme—— Yes No
B TR ERVEREENITNITOR: ..o ccmsosresssoisonsvsessssinssiosessesonsseos v s A e e e S A Yes No
01 SFNETEIIIINN ..1csecmvemessisseoos s34 S s Yes No
h. Insulin, tolbutamide (Orinase) or SiMilar Arug TOF QIADEIES ... oo e Yes No
. DIgItalis OF ArUGS fOF NEATT TTOUDIE ..o ee s tes s e e s e85ttt e et e ettt Yes No
Ji: INEIFOGIVICBTIN ..........ooonsmrscossossssmossessmssossasesposssmstssossasssos s sfsrsmsspepotomtsssee 8655554443880 4360t A28 BT S Yes No
SRR e R T e o Yes No
. 1 *Yes” to any of the above, state drug name, dosage and frequency

13. Are you allergic or have you reacted adversely to:
B LGB BIIBSIIBUGE ..........ocsucceommrmmoimmssmssnsssissoessssisssssesssssissssesessseesoesssos6ssasorse 360355335508 S i Yes No
oI e alTeil 1 Ta ol o3t aT=T o= Ta il o1 o)A o= OO, Yes No
s e D L Yes No
0. Barbiluraies, Sedatives; OF Slo I DIIS i i it smmmsmomsreessroseoessmes s 1o tet1SS1AES e ettt et ettt e et sttt Yes No
R L O Yes No
B IR mnon oo st s e O s s o oS i Yes No
J. COUBINEG OF OLNEI NAICOLICS ...t ses s e e e e e e e e Yes No
n. Other

14. Lo you use any 10DB0CE PIOCUOIS <o i s i s a5 seres st smeseese o212ttt £ttt ettt e et e e s Yes No
f so, how much per day and what

15. DO YOU USE @NY @ICONOI PIOGUCES ...t eee e e eseese e e e e e e e eeeeeeeeeeeeeeeeeeeeeeeee e Yes No
f so, how much per day/week/month and what

16. Do you use any caffeinated products (COMEe, 188, CROCOIAIE, ©1C. ) oo oo Yes No
f so, 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
f so, explain

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

T8 Are YOU WEANNG COMMACT IBNSES i i iiiiimmimimiiimsissiimimmssmessessssomemsstrsstesssetasessersestetsssseeeessamesssessstssseessssesesspees sestsseresasessomemsesteesosestos e esop et Yes No

20. Are you experiencing Stress or Pressure in YOUr WOTK OF @t NOMIE oo Yes No

WOMEN

R o L1 [ S Yes No

21. Do you have PMS or problems associated with your MenStrUGL PEIOQ ... ... oo Yes No

22. Are you taking birth CONrol OF NOIMIONE TREIAPY ... e ee e eesee e e e Yes No

Remarks:

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

Signature of Patient Date Signature of Dentist Date




