HEALTH QUESTIONNAIRE NN —mail Address

Name

Cell Phone Birth Date

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 ime..............ooo 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
Date of last dental visit
5. Have you ever been treated for periodontal disease (gum disease, pyorrhea, trench mouth)? ... Yes No
If so, when?
6. How often do you brush?
Brushis:  Soft []  Medium [] Hard []
7. Do you have or have you ever had any of the following?

»

MOUTH TEETH
Bleeding, sore gums............cccceeeeeneennn Yes No Loose teeth .......coovviiiiiiiii Yes No
Unpleasant taste/bad breath ............... Yes No Sensitive to hot...........ccooooiiii Yes No
Burning tongue/lips...........ccccovuevinnnnnne. Yes No Sensitive to cold ............ccociviiiiiiiiiis Yes No
Frequent blisters, lips/mouth ............... Yes No Sensitive to sweets ..o Yes No
Swelling/lumps in mouth...................... Yes No Sensitive to bitiNg.:..:-ssrmvsasssmammnisssiossses Yes No
Ortho treatments (braces) ................... Yes No Food impaction:: .. isssammmmmamesssssmssssssmss Yes No
Biting cheeks/lips............cccoceiimncennen Yes No Clenching/grinding ... Yes No
Clicking/popping jaw..........cccceevieennnn Yes No If so, when Yes No
Difficulty opening or closing jaw .......... Yes No Shifting in bite: v iarssmm s i isvivsiensanns Yes No

8. Do you use the following? Change in bite ........cccoceviiiiiiiiiiii Yes No
BIUSKH ..oevevvveeocseaseesssressumss sarassnesnsons smns nsssnmned $85FAas EEFAFREHES S8 TTH RS H 4 SR8 FEE SR EHE FAO A E AT g e s ¥aa 4850 ¥4 R St b m s s S TR Rt £ 88000808 Yes No
[91=Tn 1= LK o o= T Ty SRR U RSP SPPr - Yes No
FIUOTIAR FITYSE. ... oneeeeommomsn e smne s sne s sEE i85S SR S50 4 54R 88§ 4 oH 543 454 FE VB A S E A0S S SR+ s 00 s 5o oW To bt e wunaas aswse s mnain e sasmans s atsER Smn s s S S EESFFTHES Yes No
Other

MEDICAL

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

2. My last physical examination was on

3. Are you now under the care of @ PRYSICIAN ..........ooiiiiiiii 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 (5) Years ... Yes No
If so, what was the problem
6. Have you been hospitalized or had an operation within the past five (5) years ... 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 NEAr dISEASE ..........oeiiiiiiiiii e Yes No
D. CONGENItAl NEAM QISEASE ...t Yes No
c. Cardiovascular disease (heart trouble, heart attack, coronary insufficiency, coronary occlusion,
High/low blood pressure, arteriosclerosis, Stroke, B1C.) . ... Yes No
1) Do you have pain in Chest UPON @XEIHION ..ottt Yes No
2) Are you ever short of breath after mild @XerciSe ... Yes No
3) DO YOUT @NKIES SWEIL. ... Yes No
4) Do you get short of breath when you lie down, or do you require extra pillows when you sleep ............cccoooeiiiiienns Yes No
d. Artificial OF FEPIACEMENT VAIVES ....... .ottt Yes No
. P ACEIMAKET . ... oot h et eE e E LT Yes No
f. Mitral valve prolapse OF NEAM MUMMILI ... ..o it Yes No
G SHNUS TOUDIE. ...t Yes No
h. ASthma, hay fEVET OF @IIEIGIES .........cuiiiiiii e Yes No
T HIVES OF @ SKIM TASI oottt e e ettt e e b e e e s tb et e bt e e as e e s e e s e aae s e eab e e e asss e e e es e e e e e s s e e e ehL e e s b b e s e e b s s s e b b e s s s st sttt Yes No
j. Fainting SPEIIS OF SEIZUMES ..........uvuiuiuemntresesstet sttt e Yes No
(PR 1T 1= = L= TRUT T T U TP P P PP PP PP P PP S PP P PP PP TIPPPLTIPPITLIILY Yes No
1) Do you have to urinate (pass water) more than six times a o - | e Yes No
2) Are you thirsty MUCH Of the M .........c.iiii Yes No
3) Does your mouth frequeNntly DECOME ArY...... ..o Yes No



I, Hepatitis, JaUNICE OF IVET QISEASE .......cciuiiiiiiii ittt e et e e et e eab e e e ehb e e eab b e e eba e e e e be e e s eibneenns Yes No
m. Arthritis or inflammatory TeUMALISM..........ooo et Yes No
n. Artificial or replacement JOINtS, PrOSTNELIC .........ooiiiiiie e Yes No
0. Digestive system—Ulcers or stomach disorders (COlItIS) .............oooiiiiiiiiii e Yes No
P Kidne Yt O D o e et e S e e e Yes No
(o TR NV o= o1 (o1 [ PSP U PSR RRPPPPPPPRPIN Yes No
r.  Persistent cough or cough Up DIOOM ..o e Yes No
s. Immune System disorders (including AIDS, HIV, ARC) ......ooiiiiiiioee et e e anae e Yes No
L © {3 Y PRSP P PP P PP Yes No
8. Have you had abnormal bleeding associated with previous extractions, surgery, or trauma..............ccccoooviiiiiiiiiieecie e, Yes No
. DO YOU DIUISE ASIIY ..ottt et e e et e e et e e et e e e et e e e e et e e et e e e et e e et e et e et e e et ee Yes No
b. Have you ever required @ blood tranSfUSION .............cccoiiiiiiiii e Yes No
If so, explain the circumstances & when
9. Have you ever had an organ franSPIant ..o Yes No
10. Do you have any blood disorder SUCh:as ANeMUA.. . ...q i saisiisisiiisimasssamsesssviassesse s sdsisssss ssssissis s is daissesnss s sasatsasavsasson Yes No
11. Have you had surgery or x-ray treatment for a tumor, growth, or other condition..............cccccciiiiii Yes No
12. Are you taking any of the following:
= T N a1 ] o] o] ([t o AU 1 7= W [ (VT TR RRP R Yes No
b. Anticoagulants (DIOOd thiNNEIS) ...........veiiiiiii et e e e e et e e e et e e e aaaeeen Yes No
c. Medicine for high BlOOd PrESSUIE..........ccovviiiiiie e Yes No
(o B 0oLy (1o [ () (=T (o] o =) I SRR SRR PRRRRUPRRORt Yes No
€. TTANGUINIZETS ...ttt ettt e et a2 et e e et et e e e et e et e ettt e et e et e et e e Yes No
fo ANBINISTAMINES ...ttt e e e st e et e e a e et e st e e et st e e et et e et e eat e e tt e nteeente e Yes No
(o TR o {41 OSSO P SRR RPUR SRR Yes No
h. Insulin or similar drugs for di@DEES .........couiiiiiiiiii e Yes No
i. Digitalis or drugs for heart troUDIE.......... ..o ettt Yes No
R e o] L= (o R @ L] (<o oo L] < e Yes No
K:  NITOOIVCBEIN ccxcvvronssvvsinsasses v smssvmmssssses sosssvas ot v sssasvnssnn oA ey S5 S 00 6 S B A AR SR T S TR s S sR e Yes No
I.  Other medications

m. If “Yes” to any of the above, state drug name, dosage and frequency
13. Are you allergic or have you reacted adversely to:

A, LOCAI @NESTNELICS ...ttt ettt ettt ettt Yes No
b. Penicillin or 0ther @ntiDIOtICS ............oiiiiiii et Yes No
C. SUA ATUGS. ...t ettt e a e et e et ettt ettt ettt Yes No
d. Barbiturates, sedatives, or SIEEPING PillS .......cc.ooiiiiiiii e Yes No
B AABPITIN :uciamnssisivsmsvass i suissssto s 645785 185353 485 noms s 2nsenmess 2908 R0 esR AL £ 008 EE S 2AP 21002 2100 2o o R R RO S M ATE R S v S A Sl i 8 2 £ i e s Yes No
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g Codeine o Other NATCONES - ..ci.visisuimuismsssiumsmassissioainmmessimessssssssss s vassss s695355545i5niss i ansnsrssasanannassnsossesssnonsessessronassnsesnset Yes No
h. Other

14 Dotyouiuse:any toDacco PrOAUCES e raronmsrimmmarss s s e i ST R R T T R R e Y o R eR i Yes No
If so, how much per day and what

15. Do you use any @lCONOI PrOAUCES ...........oiiiiiiiiiieie et Yes No
If so, how much per day/week/month and what

16. Do you use any caffeinated products (coffee, tea, chocolate, €1C.)..........c..oooviiiiiiiiii e Yes No
If 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...................cccccoov..... Yes No

If so, explain

18. Are you employed in any situation which exposes you regularly to x-rays or other ionizing radiation.................cccc.cocveev..n.. Yes No
19. Are you Wearing CONTACE IENSES .........ooiiiiiiiie oo e e Yes No
20. Are you experiencing stress or pressure in your WOrk OF @t NOME .............ooiii oo Yes No
WOMEN

21, ATCIYOUIPIOONANL : - c.vivurosserisnsssst s shasiss 5565 Esshons densnnnsensnsensnsansastansessnsrassssssssessssastonsntssesresssnssrsasesssests s tossassseshesontusessssentone suostos Yes No
22. Do you have PMS or problems associated with your menstrual Period...................cooocoiiiiiiiieieeeeeeeeeeeeeeeeee e, Yes No
23. Are you taking birth control Or ROrMONE tEIAPY ..........ooviuiiiieiiceeeeeeeeeee ettt e, Yes 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



