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Dental Implants m Periodontal Microsurgery m Cosmetic Periodontics m Supportive Perio Therapy m Oral Medicine m Reconstructive Periodontics

HEALTH QUESTIONNAIRE
PATIENT'S NAME

GENERAL PHYSICIAN Your HMO I.D. #
DR. ADDRESS Ciry PHONE
YOUuRr AGE HEIGHT WEIGHT MO/YEAR OF YOUR LAST MEDICAL EXAMINATION

How wouLD YOU DESCRIBE YOUR PRESENT HEALTH (CIRCLE ONE):  EXCELLENT GOOD FAIR POOR  DON'T KNOW
YES NO 222
0O O O  HAS THERE BEEN ANY CHANGE IN YOUR GENERAL HEALTH IN THE PAST YEAR?
O 0ag HAVE YOU HAD A SERIOUS ILLNESS, OPERATION OR HOSPITALIZATION DURING THE PAST FIVE YEARS?
IF YES, PLEASE DESCRIBE

O o0oa3d ARE YOU TAKING OR HAVE YOU RECENTLY TAKEN ANY OF THE FOLLOWING:
PRESCRIPTION MEDICATIONS:

OVER THE COUNTER, NATURAL OR HERBAL PREPARATIONS:

00 09d AsPIRIN? DOSAGE COUMADIN? (PROTIME)

O o00ad HAVE YOU EVER TAKEN PONDIMIN (FENDLURAMINE), PHEN-FEN (PHENTERMINE) OR REDUX (DEXPHENFLURAMINE) FOR WEIGHT REDUCTION?
O o0 a HAs YOUR M.D. TOLD YOU TO TAKE ANTIBIOTICS PRIOR TO HAVING ANY TYPE OF DENTAL PROCEDUREZ Rx?

O o0oad ARE YOU ALLERGIC TO ANY MEDICATIONS OR DRUGS, LATEX, IODINE?

0O 0ag HAVE YOU EVER HAD ADVERSE REACTION TO ANY DRUGS, ANESTHETICS, SEDATIVES, NARCOTICS, ASPIRIN, IBUPROFEN (MOTRIN)?

O o0 a HAVE YOU EVER HAD EXCESSIVE BLEEDING THAT REQUIRED SPECIAL TREATMENT?

O o0 3d HAVE YOU BEEN DIAGNOSED AS HAVING ANY IMMUNIODEFICIENCY, ARC or AIDS?

0 O O  ARE YOU TAKING ANY MEDICATION FOR OSTEOPOROSIS OR OSTEOPENIA? Rx?

O o0 a Is THERE A HISTORY OF DIABETES IN YOUR FAMILY?

0O o0oa3d ARE YOU REQUIRED, DUE TO HEALTH, TO RESTRICT YOUR WORK OR ACTIVITY IN ANY WAY?

O o0 a ARE YOU ON A SPECIAL OR RESTRICTED DIET OF ANY KIND?

A Do YOu USE ANY KIND OF TOBACCO? IF SO HOW MUCH: PER DAY, WEEK, MONTH
000 Do YOU USE ANY KIND OF ALCOHOL? IF SO HOW MUCH: PER DAY, WEEK, MONTH
O 0o a DO YOU HAVE ANY HISTORY OF SUBSTANCE ABUSE OR DO YOU CURRENTLY USE RECREATIONAL DRUGS?

FOR WOMEN, CHECK ALL THAT ARE APPROPRIATE: (J 1 AM PREGNANT ~ (J I AM NURSING [ | AM TAKING BIRTH CONTROL PILLS

CHECK ALL OF THE FOLLOWING THAT YOU MAY HAVE HAD IN THE PAST OR THAT CURRENTLY APPLY TO YOU:

3 CcHEST PAIN UPON EXERTION  (J Heratims JA OB OC (J HISTORY OF CANCER T STROKE

J SHORTNESS OF BREATH O JAUNDICE T HEADACHES

0 HIGH BLOOD PRESSURE 0 RECEIVED BLOOD TRANSFUSION (J ASTHMA J MIGRAINES

0 LOW BLOOD PRESSURE J IMPAIRED LIVER FUNCTION (J BRONCHITIS O EPILEPSY

(J HEART VALVE PROSTHESIS (J KIDNEY DISEASE J EMPHYSEMA O SEIzZures

J MITRAL VALVE PROLAPSE J IMPAIRED KIDNEY FUNCTION (J SINUS TROUBLES T3 MENTAL HEALTH PROBLEMS
J CONGENITAL HEART LESION J ESOPHYGEAL REFLUX (J PERSISTENT COUGH

0 RHEUMATIC FEVER J HIATAL HERNIA J TUBERCULOSIS O cLAucoma

0 HEART MURMUR O G.I. ULCERS TJ WEAR CONTACT LENSES

J DAMAGED HEART VALVE (J ANOREXIA OR BULIMIA (J JOINT REPLACEMENT SURGERY () SEVERELY IMPAIRED VISION
J HEART ARRHYTHMIA (J EATING DISORDER (J ARTHRITIS

J TACHYCARDIA J DIABETES J CONNECTIVE TISSUE DISORDER (J RECURRENT INFECTIONS
J HEART SURGERY J RADIATION THERAPY T CHRONIC FATIGUE

J CARDIAC PACEMAKER O CHEMOTHERAPY J NEUROLOGICAL DISORDERS T3 RECENT WEIGHT LOSS

Do you have any disease, problem or condition not listed above? Please explain:

Signature of patient or legal guardian Date Reviewed by 01/12

(Over)
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DeNTAL QUESTIONNAIRE

YOUR DENTIST'S NAME FOR HOW LONG:

HOW FREQUENTLY HAVE YOU HAD YOUR TEETH CLEANED DURING THE PAST 5 YEARS:
CILESS THAN ONCE A YEAR  TJONCEA YEAR  OJTWICE A YEAR  [ITHREE TIMES A YEAR  CIFOUR TIMES A YEAR

MO/ YEAR OF YOUR LAST DENTAL EXAM MO/ YEAR OF YOUR LAST DENTAL X~RAYS

ARE YOU PRESENTLY SATISFIED WITH THE CONDITION OF YOUR MOUTH AND TEETH{CIRCLE ONE):
CIVERY SATISFIED CISATISFIED QiT's o.K. CISOMEWHAT DISSATISFIED CIVERY DISSATISFIED

YES NO
O O Do YOU PRESENTLY HAVE ANY PAIN, DISCOMFORT OR IMPAIRED FUNCTION RELATED TO YOUR MOUTH?
IF YES, PLEASE DESCRIBE?

0 O ARE YOU CURRENTLY AWARE OF ANY INFECTION IN YOUR MOUTH?
IF YES, PLEASE DESCRIBE:

ARE YOU CURRENTLY TAKING ANY ANTIBIOITICS FOR INFECTION?  IF SO, WHAT:

DO YOUR GUMS EVER BLEED? [F SO, WHEN:

DO YOU HAVE A PROBLEM WITH BAD BREATH OR HAVE ANY FRIENDS OR FAMILY MADE YOU AWARE OF THIS?

ARE YOU INTERESTED IN REPLACING LOST TEETH?

DO YOU EVER HAVE ACHES OR PAINS IN YOUR JAW JOINTS, EARS, FACE, NECK OR HEAD?

ARE ANY OF YOUR TEETH TENDER WHEN YOU CHEW HARD FOODS?

ARE ANY OF YOUR TEETH MORE SENSITIVE TO: COLD, HOT, SWEETS, CERTAIN FOODS OR DRINKS?

ARE ANY PARTICULAR TEETH VERY SENSITIVE OR PAINFUL? WHEN?

ARE YOU CONCERNED ABOUT GUM RECESSION AROUND ANY OF YOUR TEETH?

ARE YOU CONCERNED ABOUT THE APPEARANCE OF YOUR TEETH OR MOUTH?

HAVE YOU EVER HAD ORTHODONTIC TREATMENT? CIWITH BRACES CIWITH REMOVABLE APPLIANCES
WHEN DID YOU GO THROUGH ORTHODONTIC CARE?

O HAVE YOU EVER RECEIVED PERIODONTAL TREATMENT? TISCALING/ROOT PLANING  LAGUM SURGERY
WHEN DID YOU GO THROUGH PERIODONTAL CARE?

CoCcCococcCcaoc

cocococggcccCccoccag
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CHECK ANY OF THE FOLLOWING THAT DESCRIBE YOU OR MAKES DENTAL TREATMENT EASIER FOR YOU:
| TOLERATE MOST DENTAL CARE REASONABLY WELL AND USUALLY REQUIRE MINIMAL U5t OF ANESTHESIA

| APRPECIATE THE USE OF LOCAL ANESTHETIC - IT ALLOWS ME TO TOLERATE MOST DEN TAL CARE REASONABLY WELL
| TOLERATE SHOTS IN MY MOUTH WHEN THEY ARE GIVEN WELL

| LIKE THE BENEFITS OF NITROUS OXIDE (LAUGHING GAS)

| PREFER TO BE SEDATED FOR ANY SURGICAL TREATMENT

| PREFER TO BE SEDATED #OR ANY LENGTHY SURGICAL CARE

| HAVE A HARD TIME SITTING IN THE DENTAL CHAIR FOR MORE THAN AN HOUR

I HAVE A HARD TIME SITTING IN THE DENTAL CHAIR VERY LONG DUE TO A NECK, BACK, SPINE PROBLEM

| HAVE DIFFICULTY WHEN TILTED BACK IN THE DENTAL CHAIR (DIZZINESS, BREATHING DIFFICULTY,

cooocgQoooocQg

WHAT ARE YOUR GOALS OR PRIORITIES FOR THE HEALTH, FUNCTION AND APPEARANCE OF YOUR TEETH & MOUTH:
(RATE EACH ITEM FROM 170 5 WITH 1 BEING YOUR LOWEST PRIORITY AND 5 YOUR HIGHEST - YOU CAN USE THE SAME NUMBER MORE THAN

ONCE)

—_BE ABLE TO CHEW FOOD AND EAT WHAT | ENJOY —_AVOID REMOVABLE BRIDGEWORK
—PRESERVE MY TEETH & AVOID DENTURES ——_FOR MY MOUTH TO LOOK NICE WHEN | SMILE
____BE FREE OF INFECTION —_MAKE MY TEETH LOOK GOOD

____BE FREE OF MOUTH PAIN & TENDERNESS —_HAVE A HEALTHY AND HASSLE-FREE MOUTH

Signature of patient or legal guardian Date Reviewed by (Ovoe”r1)2



