HEALTH QUESTIONNAIRE |5

Name Birthdate

Correct answers to the following questions will allow your dentist to treat you on a more individual basis, providing the care appro-
priate 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 @t this lMe ........ooiiiiiiii s Yes No

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

3. Does dental treatment make you nervous No_ Slightly Moderately Extremely

4. Date of your 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
Brush is: SoftQ Medium Q Hard O

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

MOUTH TEETH
Bleeding; Sore Quimis v anssmsssvae s Yes No Loose Teeth....oovvceecveiiiicicciiees Yes No
Unpleasant taste/bad breath...........cccccceeens Yes No Sensitive IO NG s s Yes No
Burning tongue/lips .......oovveeeecniesiecee Yes No gensitive toeold s aunmninsas Yes No
Frequent blisters, lips/mouth.......ccccecvvin. Yes No Sensitive to sweets .......ccccccviii Yes No
Swelling/lumps in Mouth .......cccviviiiiiinnnns Yes No Sensitive to biting.....ccoocevvieeninne, Yes No
Ortho treatments (braces) .......cccccoecvieiiinnnne Yes No Food impaction .......ccccccvviviiennnn Yes No
Biting chieksllips......cu s Yes No Clenching/grinding ..........cccceeuvnnee. Yes No
Clicking/popping JawW .....coceeceeeeenieeeearieae Yes No If so, when
Difficulty opening or closing jaw?.................. Yes No Shifting in bite «.cuiansnnins Yes No
Change in bite......ccccocvniiviieniinnnn. Yes No
8. Do you use the following
BB s s e nemenna s s s s msisnmes s e e o A R o o e S e e e e s Yes No
DIEDRA TIOSS 0 vs reessnnisssnsruasonsersssnmssnnnes smssnnsssnmss rasssssaiasssesssnysonsssessrsesessvmsssss 41681 LHSLSEHAE 100 HIRS £ 00E SRS SRS R RSB RR R 00 S0 ma R RS RERS 41 WA A A A SRR AR A Yes No
[ [8To g o (=3 T OO TSRO Yes No
Other
MEDICAL
1. Has there been any change in your general health within the past year ..........cccccooiiiic Yes No
2. Are you now under the care of @ PhYSICIAN.........oooiiiii Yes No

If so, what is the condition being treated
3. The name and address of my physician is

4. Have you had any serious illness within the past (5) YEars..........cccoviiiiii e Yes No
If so, what was the illness
5. Have you been hospitalized or had an operation within the last (5) Years ... Yes No

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

a. Rheumatic fever or rheumMatic NEAM QISEBASE .......iiiieiiiie ittt st bb e bt a e bas s Yes No
By OGO MRl O AR S BASE csiussvernsusminimississhos e swsoms s D583 5585k 05 0 ks 857 S B A s PP B S s S 3 Yes No
c. Cardiovascular disease (heart trouble, heart attack, coronary insufficiency, coronary occlusion,

high/low blood pressure (arteriosclerosis, stroke, B10.) .....uuiiiuimiimininmiivmiisiiimrimaiim it Yes No
¢ ATICTAl Or (O A B I VEAIVES v s o vy o o R s A S R B s e Yes No
€. | PHCEINIAKE ..o cmnesssmmsssnnsns snssmssnnssnsansst nessnbssnsr s mmss A TR S e o O PV P A T I e O i Yes No
L 1=T o 1 OSSOSO OO OO OO PP Yes No
Lo TR ST W T (o TH o = RSSOt Yes No
N ASTNME OF DAY FEVET ..ottt et eet ettt e ettt e bt e at e e et e b e es b e b e e bbb e e bt e bt e s b s e e s i st bean Yes No
i FAINHNG SPBIIS OF SBIZUIS cxoaucurismvussss s sosiimvme s v 5w o0 ST os o sS4 G558 440 0E 5 S Fw a4 § 450 S48 T E 06U PO RS HH AT me Vo PO RO U T w68 v Yes No
Joo  DIEBIBEIS o o o s s T T T S U L VS A 3 A 43 E BT e i Yes No
k. Hepatitis; jaundice or lIVer tliSSESe .o ammsmss i ass s ivems sms sre s sa ass aaes S s e v e s P e B Yes No
I Affificialior replacement jaints, prostheliC. .....commnams i s R e B s RS Yes No

(over)
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M TUPETCUIOSIS v G s R s R s s

n. Persistent cough or COUGN UP DIOOM. ........ciiiiiiiiiiie ettt s e srse e sbe e e e rssa e ssseesaseeesnseeeanseasnsneeersneennsanennsens
0: Immune System:disorders: (neluaingAIDS; IHIV BRG] currcrussvsmimsmmiovessissnss s coe s vsse s saes s s s v s sss sy
[ NOERER DI SORSE: vysvrumsvrms v oo w vy s v e ST AT ST YR s oV VA B S S TR e s S B s T
g. Other

7. Have you had abnormal bleeding associated with previous extractions, surgery or trauma.........cccooevevcnmniresninsennn,
a. Have you ever raquired a blood transfUSION. ... siesimioniossiss aissivesstasssss e evsvbdeiaisnss vasibinissessmsssiiness
If so, explain the circumstances & when

8. Have you ever tested positive fOr the AlDS VITUS .......c..viiieiiiiiirmnsisieenisisessssssssieessssssssssessesssnnssssessssssasesssesssssssassssessenss

9. Do you have any blood disorder SUCH @S @NEIMIA.........ueieeiiriiiiniiiiesee e sr e a s nr e sabeeee s sbeebeeaeas

10. Have you had surgery or x-ray treatment for a tumor, growth, or other condition..........cccoceviviericvesiiss e,
11. Are you taking any of the following:

A AT O G O S S i it innvin ioninssansiomnrsns samnsan maesm s am RS S 42 0§ £ 097 B0 RS 4R AL AR RS AP AE PSS AT SRR PRS0

b. Anticoagulants (DIOOA thINNEIS) ..ccuiiiiiiiii ettt b e e eat et e b e e ene e st eesseeeasesabeeaseeennesas

¢: ‘Medicinedor high Dlond ProSsURS: . vasys vovrv ooy s i s 0 5 e o s S S S sV SRR VTGN

o ST s oinnsvmmrn s v v van a e o oV a s o v b S Vo T e B L Py e T s B G e D e B B T i

. Digitalis or drugs fOr NEAM tTOUDIE .........cuiiiiiiieee ettt ettt eae s e e em s eseesesneesesserassesasensenan

N T (geT e |7 eT=T o OO OSSR

g. Other medications

~ o Q

h. If "yes" to any of the above, state drug name, dosage and frequency

12. Are you allergic or have you reacted adversely to:
A, LOCAI BNESTNELICS ....viiiiiiii e s s Rt a bR s r s ne s

o L) o] T T I T
(o N (o To 1 T= OO U U OO U S PEO ST URRRRORRRRTN
(=R 0o To [T [ No o] (a L= gl a T=TgeTo 1 (o= T OO OO SOOI
f. Other

13. Doyou useany tobacco Products.....cu s nmmammimainasamnimmmmnaami s s R e
If so, how much per day and what

14. Do you have any disease, condition, or problem not listed above that you think | should know about..........c.cccceeerunne.
If so, explain

WOMEN
15, AATE YOU PIBONMANT . cetiiieiiiti ettt ste st e bttt e bbbt b e s taereessebaesessansessentanse s erees s et e b eeasebeer s e s e ente b eenseheestaabeemtesassrsernsebebesentesats
16. Are you taking birth control or ROIMONE thEFAPY .......cccciiiiiieiciciiiiecii e ersre s e esressssrnssrebesssesnesasassssresesessessen
Remarks:

No
No
No
No

No
No

No
No
No

No
No
No
No
No
No

No
No
No
No
No

No

No

No
No

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

Initial Date Initial Date
Initial Date Initial Date
Initial Date Initial Date



