&/& BoOSTON PERIODONTICS

= = & DENTAL IMPLANTS

74//“?@ Mare L. Nevins, D.M.D., M.M.Sc., PC.
BPDI Health Questionnaire

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

Date of Birth [ Single [ Married [ Divorced [ 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 identificatiol
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.

YES NO
AT YOU IN GOOM NBAMNT ...ttt ettt b st b e b et e e b e b e Rt e e b e b e Rt e e s e e e R e e s et e s e e e et esene s enns o o
Have there been any changes in your general RBAINT............cov it s e bt o O
Have you gained or lost weight in recent months? If so, how much? o o
Have you had any serious illnesses or operations? O O
Please explain:
Date of last physical exam? o O
Are you under the Care 0f @ PRYSICIANT .........cvouiiieieeecee ettt eebe s be st ese st eseste s ete s eae st eneseeseaean O O
If yes, for what?
Are you presently taking any drugs or MEAICALIONS? .........c.cceiiiiiieceeeeeee et r e s e be e eae e O O
List:
Are you taking or have you ever taken bisphosphonate mediCationS? .............cccoiveiieii i e o O
Have you had any of the following conditions?
[ Heart disease 1 Nervous disorders ] Diabetes
] Rheumatic fever ] Ulcers [ Hepatitis
1 Abnormal blood pressure ] Epilepsy 1 Jaundice or liver involvement
[ Stroke ] Fainting spells [ Tuberculosis or lung disease
1 Congenital heart disease 1 Asthma/Hay fever 1 AIDS, ARC or HIV+
1 Anemia [ Sinus trouble 1 Thyroid condition
[ Blood disorders ] Arthritis [ Venereal disease
] Heart murmur ] Glaucoma [ Mitral valve prolapse

Are you unable to take any of the following drugs?

[] Local anesthesia (“Novocaine”) [ Codeine
1 Penicillin 1 Demerol
1 Other Antibiotics 1 Other Drugs

[ Aspirin (please list)




YES NO

Have you ever had abnormal bleeding following dental extractions, SUrgery, Or @ CUL? ..........ccceeveieeecce e O O
Have you ever had radiation treatment for @ tumor or SKin dISEASE? ..........ccovrvririeirirrccre e O O
Has any blood relative eVer NAd QIADEIES? ........c.cvviiiiececee ettt ettt e et e et st ene st s e O O
Do you have frequent SEVEIE NBAAACHES? ..........oci i e e b et s b e b e s b e st e s besbesbesbesbesresbenrens 0 o
Do you have chronic sores or boils of any Kind 0N YOUF SKIN? ...........ccciiiiieicees e n e snens 0 o
Do you get short of breath after climbing one flight Of STAIFS? .........ceoii oo 0 O
Do your ankles SWEIl dUMNG thE BAY? ......viviveeerreeies ettt sttt e s e e et b e st b enenestea, O O
Do you get pains in your Chest OF OVEr YOUF NBAIM? .......c.oov ettt sesaese e e O O
Have you been eXpoSEad 10 The HIV VIFUS? ........ouiiieiieicececeecee ettt sttt st st ae et se et e s tebe st eaesbene st e e ebeseenis O O
DO YOU NAVE NIGNT SWEALS? ......eviiiiiiiie ettt sttt et et et et et et et et et et e e et et et entese s entensensenseneeneenes 0o o
Have you eVer USEd INTrAVENOUS AIUGS? .......o.ciriieeieeieeesie etttk b et e bt e bt etk e e ee bt e b et bt eb et et 0 O
Do you have SWOIIEN IYMPN NOUES? ........cvceeeeeceeee ettt sttt s et e s b ebe st eseebe et e e ebessesesbeneebennesennens 0o o
Have you ever had @ blood tranSTUSION?..........covieeeece ettt b e s et b e et e s e e e s nsenens O O
DO YOU SMOKE? ... etee ettt ea e e If yes, how much? O O
D0 you drink @ICONOI? ........cocveeiieieiecee e If yes, how much? O O
WOMEN ONLY YES NO
AT YOU PIEONANT? ....eeeiieeieteeete ettt ettt ae st e et ese et e e ebe e ebe st ese st e seebessebe s ebe st eRe s eseebeseese s ese s esestene et essese s esessenestenessennasin O O
Are you takKing Dirth CONTIOI PIlIS?.........c.eoiirieiie ettt et st e et s et e st et s e ne b enene s 0o d
Have YOU reaChEd MENOPAUSE? ........ccivrvrveueriireeeeseesieeeseeseseeseseseseesesesessesesesessesesesessssesesesssesesessssnsesessssasesessnsasesesessnsesenensnsesenens 0o O
Are YOU TAKING NOTMONES? ...ttt ettt b et ae et e e et et b e st ebe st ese et e st et e s ebestebe st ene et ene et e e ebeseeresteneaee O O
DENTAL HISTORY YES NO
Please describe your present dental problem?

Have you ever had abnormal bleeding following dental extractions, SUFGEry OF @ CUL? ...........cevievreeirersiercne e O O
Have you ever had a serious problem associated with previous dental treatment? ... O O
Are you having any diSCOMTOIT OF PAINT ......c.coviiiiiiiiiecec ettt ettt se et e e e b et e e et e s et e s et et et e s ensensensensenaensenes 0 o

If yes, where?

Are your teeth sensitive 10 COId, NOT, OF SWEBIS? ......eeeieeeeeeeeeeeeee ettt se e ene e neeneeneens, o 0O
D0 you ClIenCh OF GriNG YOUF TBEINT ...ttt bbb b e se st eb e sesbebeneneeas O O
Do your jaws ache when you awaken in the MOMING? .......ovceirreeirs e e e s s e s O O
Have you noticed any 100Se 0F SIftING TEEINT .......vcviieeceeeeee e b e sttt et et saenesbenesbeneas O O
Do you feel that you CheW SALISTACTONIY? ..........eceiieicice ettt b e e be s b e s besbesbesbesbesbesbesbestestenrens 0 o
When you chew, do you have cracking, popping, or pain in the jaw JOINIS? .........ccceiciiciiiie e 0 o
Are you satisfied with the appearance of YOUr tBEINT ............co i e e e O O
Have you had orthodontic therapy (DFACES)? ........cveveeriririeeeieee ettt s e ss st ebe e s s esenenenennas O O
DO YOUT GUMS DIBBUT ...ttt se s e s sese et e s e sene e s e s ese e eseseRe e e e e s e s e e neesesene st nsesenenensnnans O O
Have you noticed any mouth 0dor 0F DAA TASIE? ........c..oeiiiieiiicecce ettt sttt b e sa b st ne b enesbenebens O O
Do you ever have fever blisters or cold SOreS 0N YOUT lIPS? .....cveoviiuiciecececesteste ettt st re b s be s be s besbe s b e s besbesbesbeenas 0 o
Have you had prior periodontal TNEIAPY? ........cveiiieieiceeeeeee ettt ettt e et beebeebeebeebeebeebeebeebeebeebeereereereenens O o
Patient’s Signature Date

Doctor’s Signature Date



