Blood Pressure | Date l:is ce HEALTH QUESTIONNAIRE

Year 1 e
Year 2 Name Date of Birth Acct #
Year 3

"These questions are for your benefit and assure that treatment will take into consideration your past and present health status. Some questions may seem
unrelsted to your dental concern, but they are all associated with proper oral health care. Piease answer cach question and mark YES or NO as appropriate

MEDICAL HISTORY =ik ' Yes No
1. Are you in good heaith? e O
2. ArE YOU NOW UNGET e CATE OF 8 PHYSICIANT v srsecmmesserecesssemsssssssmsasassiss s sessomes st msss s s s ssssassssss s sesass s s g a

If so, what is the condition being treated?
Physician name / phone # / address

3. Have you ever had any SEriOUS IIMESS OF OPETALONT .....ccrcsurecserereecesisssirsessmsssssstssssstsssissoboS41R4FERrebmsH8 s 8RR P15 05441458505 5001 QQ
If so, what illness or operation?

4, Have you ever been hospitalized? Creeemessensausenssanssase R e resmeenReaS AR RRS 4L PSS . SO Q
if 50, what was the problem? :

5. Are you taking medicine? UYes [QNo or any recreational drugs (marijuana, COCAINE, 1.} wwrmmercrrssusrssssssarerios Q
If 50, what? What dosage?

6. Are you sensitive or allergic to any drugs? O Penicillin U Tetracycline (0 Sulfa Drogs L) Aspirin ) Codeine Q3 Q

Other: If other, what drug(s)?
7. Do you have, or have you had, any of the following:

Yes No Yes No Yes No Yes No Yes No
O QO Heant Murmur Q3 QO Joint Replacement O Q) Epilepsy or Seizures 0 QO Anemia 0 O Liver Disease
0 0 High Blood Pressure 3 [ Allergies or Hives Q I Heart Ailments or Attack Q O Uleers O Q Sinus Trouble
Q 1 Radiation Therapy 2 [ Cortisone Medicine () (0 Hepatitis or Jaundice Q O Glauscoma £ [ Blood Disease
0 O Rheumatic Fever () [) Excessive Bleeding O {1 Fainting Spells or Seizures 3 O Arthritis J () DrugAddiction
Q O Tuberculosis (T.8) & I AIDS Related Complex 1 (I Chemotherapy (Cancer, Leukemia) Q O Emphysema O () Kidney Disease
0O O Cardiac Pacemaker O () Pain in Jaw Joints O O Venereal Disease (Syphilis, Gonorrhea) O O ColdSores O O ALDS.
3 0 Nervous Disorders Q[ Respiratory Disease (0 [ Anificial Prosthesis Q O BruiseBasity O (O Asthma
Q0 Thyroid Disease QO O Meatal Disorder O O Angina Pectoris 0 Q Head Injuries {J { Hemophilia
3 O TumorsorGrowths 1 1 Psychiatric Treatment 3 () Congenital Heart Lesions 0 2 Diabetes O O Stoke
Q QO Blood Transfusion % g Cerebral Palsy e 3 (3 Heert Surgery (Valve Replacementy 3 £ Prosthetic Joints Yes No
8. Do you have any disease, condition or probiem not listed that you think we should know about? remen e rassbe bratbote bt etast s annas aaQ
If so, whet?
9, Do you smoke? If yes, how much per day‘? ....................... Qg
10. (Women) Is there a possibility you may be Pregnant?........eceremusesssmassessmsans- cessrennesssese A s e ave s aQ
11. (Women) Do you have any problems associated with your menstrual period? ertxeesvesaase s atames e AR e R AR LSRR L bR e a Qa
12. (Women) Do you take birth control pills? ... ' reerseraeeshesebasthesass e en e resas anQ
DENTAL HISTORY :
1. Have you ever had a local anesthetic (Novocaine, etc.)? eearaeerosmtesaeee st aeeene s rebosee s meebm e rbee b bR baRA SRt 8 pomR oA SR np et e R L0
2. Have you ever had any unfavorable reaction from a local anesthetic? beettssssese AR AR e ASRRTAR RS AR RS RRE TR TSRS a3
3. Have you had any serious trouble associated with any previous dental trealmcnt" .......................................... aQa
If so, explain
4, How long since your last full mouth x-rays?
5. How long since your last dental treatment?
6. Is any current dental problem the result of an accidem? QJYES QnNo WHEN?
7. Does dental treatment make you nervous? Qi No {J Stightly 3 Moderately (3 Extremely

To the best of my knowledge, al! of the preceding answers are true and correct. If I ever have any change in my health or if my medications change, [ will,
without fail, inform the doctor at my next appointment.

Patient Signature: Date: DDS Signature: Date:
Year 2 Change in Health: ' ( Nore
Patient Signature Date: DDS Signature: Date:
Year 3 Change in Health: "I None
Patient Sigpature: . Date: ' DDS Signature; Date:

DDS NOTES




