HEALTH QUESTIONNAIRE

Today’s Date Patient’s Name Birthdate Chart # {Office use)
LR ) & o i 4 #

[~

(Name of persor completing form (if different from patient) and relationship to patient.)
Please answer the following questions to the best of your ability, realizing that true and accurate answers are important to the delivery of
quality care. All information vou provide will be kept confidential.

***PLEASE ANSWER BY CIRCLING Yes (Y) or No (N} FOR EACH INDIVIDUAL QUESTION.

i AFE YOURe00GHEAHRT .o sonsvnssnsumssmmusis sromsmsmsimsss 558 SHAA6 SHemrRassat o SRS AT Y N
2. Has there been any change in your general health in the past year? ...... Y N
3.  Date of last check up by physician:
4. Are you currently under a physician™s Care? . ... i e Y N
£ so0, what for?
Treating Physician’s name? Phone #
5. Have you had any serious iliness, operations, or hospitalizations? ...... ... Y N
if so, describe and give approximate dates
6. Have you ever had intravenous sedation or general anesthesia? ................oo Y N
Were there any adverse effeCiS? ... iu it e e Y N
1: Do yougeneraliy-tolerate-dental treatment well?us cunssemsmmsmmmsessininm srsssssusmmessss siwss sassonsss s sssms sems Y N
8. DO YGOUHAVE OR BAVE YOU EVER HAD:
A. Heart disease that was detected at birth? ... ..ot Y N
B. Rheumatic fever or Rheumatic heart disease? ........oooviveiiiiieiena.. Y N
C. Cardiovascular disease {chest pain, heart frouble, heart attack, coronary artery disease,
high blood pressure. stroke, paipitations, heart surgery, angioplasty, pacemaker)? .......... Y N
D. Lung Dissase {asthma, emphysema, chronic cough, bronchitis, pneumonia.
TB. shorfness of breathy severeCough)? e ismmimmns 555555 50t mnmmmn Sk R SRR -5 R0 00 S0 Y N
E. Neurologic Disorders (seizure, epiiepsy, fainting, dizziness, nervous disorder)? ............ Y N
F. Blood Disease (bleeding disorder, anemiz, blood transfusion,
Ao you bruise eaSily )T L. oo Y N
G, Liver Disease (jaundice, hepatitis)? ... ... e Y N
3 B G (et s oy i B E e PR Y N
. THEADEREST ..coon s i it 5 e e B 8B AdBaB55m 5105 sbon b i i s emmommmsmosss e o mipinn s i mssoie e Y N
J. Thyroid Disease (hypothyroidism, tumor)? . ... e Y N
K. Arthritis? (which joints?) Y N
L. Stomach ulcers or Intestinal problems? ... Y N
M. GIBHCOMAT ¢ ittt s omsurmiomnnns sobasmms biortions 64 455 050bn nmms amiams arn s smmmnn s ssnsmnsns oxmmmn s s s Y N
M. Frequent 6rreCuining otith SOTEST wnsuss sovmsmimsasnamns sor e e mesn 50050 55 998 SHEsEaR fais 54,008 Y N
O.  Implants/artificial joints anywhere in your body {Heart valve, hip, knee)?.. ... Y N
P. Radiation (X-Ray treatment for cancer) in head and neck region? ......ocooooiiviiiiiiiniininnns Y N
Q. Noises in jaw joint, pain near ear when chewing, do you grind or clench teeth? Y N
R SINUS Ornasal PIODICIS? wuvvsussamsmmssmrsssmmsnsas v sosvsmmans s v Esassss oo 1o s isassss Y N
S.  Any disease, drug or transplant operation that has depressed your immune
SYSTETR Lo vsmnmavssmmmsnsmnases Srsers s s R s S S s s SR SRR S R RS S B A Y N
T.  Recurrent infections of any Kind? ... e Y N
S. ARE YOU TAKING OR USING ANY OF THE FOLLOWING:
B ATHBIGHES? s oo smns s onesmies s do s s 55 5505 6 msbn ns s em s 4 fh R R ETnaEs Y N
B. Anticoagulants (bI00G thINBETS)? ... oueeeeeeee e oo Y N
C. Thyroid mediCationS?. .. .o it e YN
DL Antistamines, decOnBESIEnTE? s souspumsmmunrssme sumsasssmss s o s e TSy T AR S Y N
E. High blood pressure or heart medication? ... . ... .o Y N
B DIBTONAST suoms sumansommmmuunnin ses s i iommasoss Sos s S s 0 S S50 108,16 A S A S S Y N
G.  Tranquilizers, ANtAEPIESSANES 7 ... oottt ettt et e et et e e Y N

> Please coatinue on other side



H. Stomach or GI medications (antacids. €137 . o it e Y N
I.  Cholesterol teducing GMUGST :orvorsi svsesnsnosnsonus soves sousiusrases $45 585 HssoarmneEas s bsss SasER v moass Y N
NAspirin, ibuprofen, NSAIDS, anti-inflammatory drugs, narcotics, opioids,
Or OtREr DAIN TEHEVETST nvnummmnns vos svssssmssmess s £ovu Summssbessn sas 55 S0smhsa Seuesvaesss Fovesassss Y N
J. Weight reduction pills or diet aids (over the counter or “natural” products)? ..................... Y N
K. Vitamins, Natural remedies {ginko biloba, ephedra, ginseng, etc.) or other supplements?..... Y N
L. Marijuana, cocaine or other “recreational” dru@s? ... .oooiiii it Y N
M. Any other regular medications, pills, supplements or drugs? ....... e s Y N
= PLEASE LIST ALL CURRENT MEDICATIONS HERE =
10. ARE YOU ALLERGIC TO OR HAD A BAD REACTION FROM:
A. Local anesthetic (Novocaine-like drugs)? ... ... e Y N
B. [Penicillin, Amoxicillin, CephaloSporins? v socomvumsmssnsmiss svvssmmsnsssmmsnis sresssssmaseves ssvvss Y N
C. Other antibioties? ... e e e Y N
D.  Barbiturates, Sedatives? ... .vn e e et et e e S i mn s Y N
E. Aspirin, ibuprofen, NSAIDS, or other pain medicines? ......... ... Y N
F. Codeine or other narcotics 0r OPiCIdSs? ...t eunit ittt e e Y N
G LB s v s s st S0 e A S S A A A B s S S S S B AN W e yomisrc Y N
H. Other allergies:orreaCiOnST ...cqocmsmsmmsn. monsss fas 588 558 5@ 085 SR80 956 SRR sSREss SNTeERESE YN
Please list
11. Do you have hay fever, frequent skin rashies, €1C.7 ... ..o i e e Y N
12. Do you use alcohol? How muchperday? e Y N
13. DOTVOU STROKE? wumsmmsnmu sommemsansss s swsmssmsass S5 uessass svas S5 souimss R upianss Sy SR A oS s Eps s Y N
What product and how much per day? For how long?
4. Do you use spit tobaCCOT ... cuummrrsininsie sosssemnnsnsvmes o Forhowlong? ... Y N
15. Are you, or have you been, in a drug or alcohol TECOVETY PTOZIAM? L.iiit i it eeee Y N
i6. Do yeou have any other disease, condition or problem not listed above that you think the doctor should know about?
................................................................................................................................. Y N
17. Do you wish to taik o the doctor privately about anything? ... Y N
i8. Any additional comments?
19. WOMEN
A, Are you taking birth control pills? ... Y N
A. Are you pregnant, irying to become pregnant or anv chance you might be pregnant? ....... Y N
B, Arevou BREAST FEEDING . ..o e Y N
C: Areyoutaking hormonal replacement? oo e s oussesms s mossinmmn smesn 5 £5EERSE 53745 56 S3EVREVRASS Y N

! understand the importance of a fruthful health history and realize that incompiete information may have
an adverse effect on my treatment. To the best of my knowledge, the information above is complete and
accurate.

Date Signature of person compieting Health History

Doctor’s Initials



