HEALTH QUESTIONNAIRE

Your Full Name: Mr., Ms., Mrs., Miss, Dr.

§\\V/% NEVINS DENTAL CENTE

Date of Birth o Single 0 Married o Divorced o0 Widowed
Home Address Home Phone

City State Zip
Employed by Occupation

Business Address Business Phone

City State Zip
Social Security # Dental Insurance

Email Cell Phone

Family Dentist’s Name How long?

Physician’s Name How long?

Whom may we thank for referring you to our office?

Please answer the following accurately and completely. The diagnosis and treatment of your condition depends on the identification of every
possible contributing factor. Although some of the questions may seem unrelated to your periodontal condition, they are all associated with

proper management of your oral health.

MEDICAL HISTORY YES  NO

Are YOU iN 00D NEAITNT ...eeiiee ettt h et e h et e b et e sb e e e bt e e be e e bt e e ebe e e bt e e nteene e e nnee s 0o o

Have there been any changes in your general halth? ... e e saae e, o o

Have you gained or lost weight in recent months? If so, how much?

Have you had any serious illNeSses Or OPEratioNS? ........coiiiiiriiiiiierie ettt ettt e st e st e saneesnb e e saneen, 0o o
Please explain:

Date of last physical exam?

Are you under the care 0f @ PRYSICIANT ........coccuiveveieieeeeeceete ettt et s ettt s s esasa ettt s s s s s setesesesesennanaesesena, 0o O
If so, for what?

Are you presently taking any drugs or MediCatiONS? .......uiiiiiiieeiiiiie et e e e e et e e s aee e e e ne e e e s raeeeennnee s, o o
List:

Are you taking or have you ever taken bisphosphonate medications? ........coceiviiiiiiiiiiieniie e O O

Have you had any of the following conditions?

[J Heart disease [J Nervous disorders
[J Rheumatic fever [J Ulcers

[ Abnormal blood pressure [ Epilepsy

[] Stroke [ Fainting spells

[ Congenital heart disease 1 Asthma/Hay fever
O Anemia [ Sinus trouble

[J Blood disorders [ Arthritis

[0 Heart murmur 0 Glaucoma

Are you unable to take any of the following drugs?

[ Local anesthesia (“Novocaine”) [ Codeine

O Penicillin ] Demerol

[J Other Antibiotics [J Other Drugs:
[ Aspirin

(list)

Diabetes

Hepatitis

Jaundice or liver involvement
Tuberculosis or lung disease
AIDS, ARC or HIV+

Thyroid condition

Venereal disease

[ Mitral valve prolapse

Oooooood




Have you ever had abnormal bleeding following dental extractions, surgery, or a Cut?......c.cccceeeecieeencieeesnieeennne
Have you ever had radiation treatment for a tumor or skin diSEaSE?.........ceeiciiiieciiii i e
Has any blood relative ever had di@bheteS? ......cc.uiii ittt e et e e eae e e e s e e e e e sreeeennes
Do you have frequent severe headaChes? ..ot st e
Do you have chronic sores or boils of any kind on your SKin? ...........cc.oooiiiiiiiie e
Do you get short of breath after climbing on flight of Stairs?.......ccoociiiiiiie e
So your ankles SWell dUFNG the day? .......ei ittt e sae e e sabeesanee e
Do you get pains in your Chest OVEr YOUT NEAIT?.......uuiiiii e e e e e e e e r e e e e e e e aaraeeeas
Have you been exposed t0 the HIV VIFUS?.......coiiie ettt ettt e e st e e e et e e e s aaa e e e sataeeennsraeeennnes
DO YOU have NIGNT SWEAES? ...ttt ettt et b et e ae e bt e s ae e e bt e e b e e e bt e e saee e bt e e saneeanees
Have you ever USed iNtraVeNOUS AIUSS?.....uuii i eiiiiiieee e eeccitte e e e e st e e e e e e e stte e e e e e e eesasbaaeeeaeeesanssaaeeeeeessassrreneeas
Do you have swollen [lymMpPh NOGES? .......ei it e e et e et a e e e st e e e e tb e e e saseeeesbaeeenasaeeennnneas
Have you ever had @ blood tranSfUSIONT ..........eiiiiiiiiieie ettt st st st e e e

Do you smoke? How much?

Do you drink alcohol? How much?

WOMEN ONLY

AATE YOU PIEEBNANTT ...ttt ettt ettt ettt ettt et e ettt e bt e ettt e bt e e bt e s bt e eabe e e bt e eabeeeab e e eab e e s abeeeabeesabeeeabeesabeesabeesaneesabeesneennne
Are you taking DIrth CONTIOI? ... e et e e e e e e e e e e e s e ebaba e e e e e e senatabaeeeeessennnrees
Have YOU reached MENOPAUSE? ......ccciiii ettt ettt et e e ettt e e e te e e e st e e e e sbseeeeseaeessteeeaastaeeeassaeeansseeeanssaeeennnnes

Are YOU TaKiNG NOMMONES? ...ttt ettt ettt e s bt e e b et e sae e s bt e e bt e e b et e sbeesbeeebeesbeeenneenane

DENTAL HISTORY

What is your present dental problem?

Have you ever had a serious problem associated with previous dental treatment? .........ccccccveeeviiieiicieeeccieeee

If so, where?

Are your teeth sensitive 0 COld, NOt, OF SWEETS? .......ooiiiiii et e e e e e e e etr e e e e aae e e eareeeas
DO you Clench or grind YOUT TEETNT ... ..uvii et e e et e et e e et e e e e tb e e e snaeeessseeeennsaeeesnnnnas
Do your jaws ache when you awaken in the MOrning? ..o
Have you noticed any 100s€e or Shifting tEETNT ......coi i et e e et e e e re e e e eanes
Do you feel that you chew satisfactorily?........cooiiie i e e et e e e e e e e e naes
When you chew, do you have cracking, popping, or pain in the jaw JointS?........cceiiiiieiiiiiniei e
Are you satisfied with the appearance of YoUr tEETNT .......ccocuiii i e
Have you had orthodontic therapy (Draces)? ... ettt e et e e be e e e e e baeeneeeabaeeneeennes
DO YOUE BUMS DIEEA?. ...ttt e b e et b e st e bt e sttt e bt e ettt s bbesabeesbnesanees
Have you noticed any mouth 0dor 0r Bad aste? .........eiiiiiiii it e e e et e e e ta e e e eanes
Do you ever have blisters or cold SOres 0N YOUE lIPS?....ciiiuiiiiiiiieeeeiie e eree et e s e e e e e seae e e saaeeessnreeeenees

Have you had prior periodontal therapy? ........oo o st
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Patient’s Signature Date

Doctor’s Signature Date



