HEALTH QUESTIONNAIRE |

Name Birthdate

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 diSCOMTOrt @t thiS tIME ........cciiiiiiiiiieiee e ettt b e s b e e e e e b e s bt s he e b e sbesae e s e nae s e e No
2. Have you ever had any serious trouble associated with previous dental treatMent? ...........cccoceieiirerie s No

If so, explain
3. Does dental treatment make you nervous? No Slightly Moderately Extremely Extremelv

Date of last dental visit
5. Have you ever been treated for periodontal disease (gum disease, pyorrhea, trench mouth)? ...........ccccoceiiiiiiii e No
If so, when?
6. How often do you brush

Brush is: Medium
7. Do you have or have you ever had any of the following?

MOUTH TEETH

Bleeding, SOre QUMS ......cc.vvrveerereeereeresneesieeen No LOOSE tEELN vttt No
Unpleasant taste/bad breath ... Sensitive to hot No
Burning tongue/lips ........cccooeeveiienenieesneen, Sensitive to Cold ......ooveiiiiiiee e No
Frequent blisters, lips/mouth .............c.ccuee.e. Sensitive t0 SWEELS ......cccvveeverieiereee e No
Swelling/lumps in mouth Sensitive to biting

Ortho treatments (braces) ........ccceeeveeriernene FoOod impaction .........ccccceveeieneeiienie e

Biting cheeks/lipS ........ccovvvrireriininie e, Clenching/grinding .........ccocceveveienieeiee e, No
Clicking/popping jaw .........ccccce.ee. If so, when

Difficulty opening or closing jaw Shifting in bite No
Change in bite No
8. Do you use the following?
BIUSI ettt ettt et et ettt et et eebeete b eteebeeteaee eheteaeebeeteateAeebeebeatete et eeaseteebeteseeheebenteseebe et eheebesbenseteetesteneeteetensenis No
DENEAI IOSS ... ettt b et b e h et bt s e e bt e a e eh £ e R e e h e oAb e SR £ 2R e e SR £ oA R e SR £ SRt SR £ SRR e eRe e ARt eRe e EeeRe e R b e ehe b e nRe e b e eRe e b e nneenes No
L [ To] o [ T TSSO RTUSU P PRTURTRPT
Other No
MEDICAL
1. Has there been any change in your general health within the Past YEAI ... e No
2. My last physical examination was on
3. Are you now under the Care Of @ PRYSICIAN ......cc.oouiiiiiiiieiiet ettt ettt b e e b e s bt et et e sbe bbb e e et e sb e e e et e sbeeneeneesbeeanens 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) YEAIS ..ot sieene e No
If so, what was the illness
6. Have you been hospitalized or had an operation within the past five (5) YEArS ...t 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 NEAIM TISEASE ........cccueiuiiiiieiiiiree ettt b e ae e b e be e bt sae e st eaeesbesbe e b e saeeneeninen No
o T @70 o =T a1 v= U o L= T 1S ST ] OSSR No
c. Cardiovascular disease (heart trouble, heart attack, coronary insufficiency, coronary occlusion, high/low blood pressure,
ArtErIOSCIEIOSIS, SITOKE, BIC.) ..iuiiitiiiiitiiie ettt bttt b e e e bt e ae e e bt e s b e eh e e s e eh e e se e eR e e ab e eh e e seeeb e et e ebe et see e s e ebeenbenaeenes No
1) Do you have pain in ChESt UPON EXEITION .......couiiiiieiiieiesti ettt ettt ettt b e e e bt e e e st e e e e sbe s e e sbeseesbeensesbeannesneennas No
2) Are you ever short of breath after Mild EXEICISE ... No
3) DO YOUT ANKIES SWEII .....cuvuviieveictiiiees ettt ettt se st s e e s st s e s et b e b e b e s e s e s e bt e b e s esasese e e s st s s et se s s s et b et esesesesenens No
4) Do you get short of breath when you lie down, or do you require extra pillows when you sleep ... No
d. Artificial or replacement valves No
e. Pacemaker .......cccccocovveereeuereerennn, No
L Y[ OO No
G. SINUS TTOUDIE ..ottt ettt e s e e es s e s et s e et ee e essen et e e eesensan s s s e et st et et s s en et No
. ASINMA OF NAY FEVET ...ttt e e eee e e ee e eeee s eeeeeesees s eee e e s eeneseeseeneeeeseenesseenesseseeneseeseeneseeseenennneen No
1. HIVES OF @ SKIN TASH ...ttt ettt bbb bbbt et b et et b bbb s s se b et et s e e st b e sebe bbbt e st e bt es s e st seee No
j.  Fainting spells or seizures ... et No
LS I = o 1= PR RSR No
1) Do you have to urinate (pass water) more than SiX tIMES @ AAY .........ccciriiirieii e No
2) Are you thirsty much of the time No

3) Does your mouth freqUENtly DECOME GIY .....oouiiiiiiieeee ettt b e bt et st et sae e e b e e b sae e s No



. Have you had abnormal bleeding associated with previous extractions, surgery, or trauma

I, Hepatitis, JAUNAICE OF IVET QISEASE .......oieiitiiieitieee ettt et b e et e b e s bt e bt e e e s b e bt e 2aeeeeeebeeae et e sbeeb e e s e nbees bt eneenneee No
m. Arthritis or inflammatory rREUMALISIM .........iiiiie e et e s e st e et e e aeess e e e seeeste e seesseesseesnseenneeennenns No
n. Artificial or replacement JOINES, PrOSTNETIC .......ccuiiiiiiiiieie ettt ettt she et s be e b e saeb e s bt eae e e e sbesbeennenbesneenes No
0. Digestive system—Ulcers or stomach diSOrders (CONLIS) ......coouiiiriiiiriiiriiiii ettt e b b enreen No
Do KIANEY TTOUBIE ... se e se e e s en st se s en e ere e s ee e s en s ee e s s enens No
Or TUBBICUIOSIS ..veoveoeerveeeeeeeeeeeeee e se e eee s s e s e s e eese e ee e s se e s ee s ee s e esee s ee s e e s ee s e s e e en e en e seen s neeersensenn e enesnes No
r.  Persistent cough Or COUGN UP DIOOM ..ottt b e e e be e e e b e sbe e st e b e sbeene e enee e e No
s. Immune System disorders (iNCluding AIDS, HIV, ARC) ...ttt bbb e e b bt neeenne e No
T VENEIEAI QISBASE ......ocuiiiiiii bbb No
u. Other

. DO YOU DIUISE CASIIY ...cueieiiiieiiiti ettt b e b e
b. Have you ever required a blood transfusion
If so, explain the circumstances & when

9. Have you ever tested positive for the AIDS virus

10. Do you have any blood disorder such as anemia

11. Have you had surgery or x-ray treatment for a tumor, growth, or other Condition ..............cccoiiiiiiiiii i No

12. Are you taking any of the following:
8. ANLIDIOLICS OF SUIFA AIUGS ....eeiiieiiiteiee ettt b et b e et bt et e she et eh e e e e eheeab e SRt e e e ehe e b e ehe et eaeenbeebe e besneeneennnan
b. Anticoagulants (blood thinners) .....
c. Medicine for high blood pressure ..
(o IR o g o] o o (S (=T o 1[0 ) I T TP PRSP TUPORUUPRPRRUON
(=T I =10 (o [N 1 [4=] £ TR PP U PR UPUPPTURPPRPRON
LR N 0111 g 11 =T o T 1= TSROSO RPN
(o TR X o 1 o E TSP STU U PTUROUTPR PPN
h. Insulin, tolbutamide (Orinase) or similar drug for dIADELES ..o e No
i.  Digitalis Or drugs fOr NEAIT tTOUDIE .........c.eoiiiiiieee ettt h et b et she e st s he e be s be et e e aeenbesbeenbesnnbesnnenreans No
J TR N L oo 1Y/ od=T o o T OSSR TT PRSP No
k. Other medications,
I.  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 ANESINELCS ....veuiuiueiiiriresie ittt ettt e e bbb bbb 44 e bbb b e b b s s e R e £ £ £ e A e e £ £ e b e bbb bbbt bbb No
b.  PeniCillin Or Other @NTIDIOTICS ..........oiiiii et e e e e e e s e e e e e e e ene No
(o101 7= | (8 o TP P SRRSO No
d. Barbiturates, sedatives, Or SIEEPING PIlIS .....c.oiiiiiiiiii et ettt nb e e b n e ne e e No
€. ASPINN 1o e No
f. lodine ...cccoeveiiecieee, No
g. Codeine or other narcotics No
h. Other

14. DO YOU USE ANY LODACCO PIOTUCES .....veiuiiitieiiitieiieite et et site sttt e te sttt eseesbesie st e e se e b e eaeeebeehe e bt eaeeeEeae e eb e e heeab e eae e nbeeheeebeemb e st eneesbeesnenbeennas No
If so, how much per day and what

15. DO YOU USE @NY AlCONOI PIOGUCES .......eeiuieiieieitieie sttt ettt b st b e b e e bt e ae e e b e e h e e eb e e ae e st e ae e eb e e he e ab e emeesbeese e s b e embbeembesbeeneeabeennas No
If so, how much per day/week/month and what

16. Do you use any caffeinated products (coffee, tea, ChOCOIALE, BIC.) .......coiiiiiiiiie e 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 ............cccccoiiiiiiiiene No
If so, explain

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

19. Are yOou WEANNQG CONTACE IBNSES ..ottt ee et e e s e e e et s b e s e e s e e se e e e e e e s eeeseseeseeeesnese e e e e eneeaeaneas No

20. Are you experiencing stress or pressure in your Work or at NOME ... No

WOMEN

B2 N {0 TN I o =T [ =T o | PRSP

22. Do you have PMS or problems associated with your menstrual period

23. Are you taking birth control O NOrMONE TNEIAPY ......ooueiuiiiiiii it b bbb b e b et e et e saeeeesbeebesae e s

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



	Name: 
	Birthdate: 
	Date: 
	Discomfort: [No]
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