MONTEVALLO FAMILY DENTISTRY
HEALTH QUESTIONNAIRE

Name Birthdate

CornctmswuothﬂollowhgquoﬂlomanMrwrdmmtbumywmammmuum,mvmmmmwmhrmw«
needs. Circle yes or no, whichever applies, in response to the following questions. Your answers are for our records only and will be considered confidential.

DENTAL
1. Are you having any discomfort at this time ... .............oiuiuieeteere e e Yes No
2. Have you ever had any serious trouble associated with previous dental treatment? . ... ................ooveoo. .. Yes No

If so, explain
3. Does dental treatment make you nervous? No_____ Slightly _______ Moderately ________ Extremely
Date of last dental visit

5. Have you ever been treated for periodontal disease (gum disease, pyorrhea, trench mouth)? .................... Yes No
If so, when?

6. How often do you brush
Brush is: Soft0 Medium[d HardO

7. Do you have or have you ever had any of the following?

MOUTH TEETH
Bleeding, soregums ................. Yes No LOOSH BN ., oy o000 micaiomyeisramisionsss Yes No
Unpleasant taste/bad breath .......... Yes No Sensitivetohot ..................... Yes No
Burning tongue/lips .................. Yes No Sensitive to cold ...l iiiicn e enens Yes No
Frequent blisters, lips/mouth .......... Yes No Sensitivetosweets ................. Yes No
Swelling/lumps in mouth . ............. Yes No Sensitive tobiting ................... Yes No
Ortho treatments (braces) ............ Yes No FOOU IMDABHON -« vove i wmnassnisn Yes No
Biting cheeks/lips ................... Yes No Clenching/grinding .................. Yes No
Clicking/popping jaw . ................ Yes No If so, when
Difficulty opening or closing jaw . ...... Yes No Shifting In DO . <o i i iis same Yes No

8. Do you use the following? Changa in:bite oy vviu s vt i Yes No
OOUII oiccnimomm o om0 S R B R B I s e SR, Yes No
OIRMENORE: .., ..00000mmm o ninmwmns s o s A S50 R R S B O e A s i e A Yes No
i R o g S N R R A Yes No
Other

MEDICAL

1. Has there been any change in your general health within the past Year .......................oooooeorooi .. Yes No

2. My last physical examination was on

8. /ANS YOU Tow Under the Care of BEPRYIISINN i+« v caien it s i ST St e S S s e e Yes No

If so, what is the condition being treated
4. The name and address of my physician is

5. Have you had any serious iliness within the past five (O YO oo o S AR N S s e Yes No
If so, what was the iliness
6. Have you been hospitalized or had an operation within the past five (O)YOBIS s i e S R T Yes No

If so, what was the problem
7. Do you have or have you had any of the following diseases or problems

a. Rheumatic fever or rheumatic heart diSBASE ... ...................cooereeoore Yes No
D. Congenital NBart diSEASE . ... .............couuieunerreetnre e e e e e Yes No
c. Cardiovascular disease (heart trouble, heart attack, coronary insufficiency, coronary occlusion, high/low blood
pressure, arteriosclerosis, Stroke, @C.) .. ......iuiiuitiit ittt ettt e Yes No
1) 00, YOU BING: DI 1) ORI VUPON BR00RION 55 545 056 4 aniains s do i oo s B b s T A S 0 e P Yes No
2) Are you ever short of breath after mild @XereiSe .. ...............ee'enesoreneno Yes No
3) Do your ankles swell .........., A R M Y N T NN R AR e R R B A S e Yes No
4) Do you get short of breath when you lie down, or do you require extra pillows when you sleep ............ Yes No
g ATIOIEl OF TRDIRORMBRE VEIVEE. & i o' 4 305 iw S0 s b bl S N e e sle g+ o e P Yes No
0 PROBIMRIIY -« o0 B i S B S R 4 S O B v e B e S T A SR SR Yes No
o I S G Yes No
O SINUS tOUDIE ... e e e e e Yes No
Gl e L R i R S AR Yes No
B AR B e G RR  R  RRR C RE E  r St Yes No
1 CRNBEEDOBE OF SOITUNBE s acos i iih i s S S SRR AR e A o A S e W R o = TR s Yes No
e T PN o D R Yes No
1) Do you have to urinate (pass water) more than six times a RIBY «invvc cas i ie T e e S G e e Yes No
2) Are you thirsty much of the tiMe .. ..., ... ... .. ittt Yes No
3) Does your mouth frequently become o DS N SR 0 01600 5.5 n 0 o0 000010 0 4000 0108 48 o Rl S e v Yes No



I Hepatitis, Jaundice of lIver BiSBASE . . .. .. .. ...\ttt st e s e e et e e Yas No
m.hrthhtisormﬂammammrhﬂumansm R VPO SRR | 1 No
n. Artificial or replacement joints, prosthetic ... .. .. Y S L o S || No
o. Digestive system—Ulcers or stomach disorders :-::nlltls:l ................................................ Yes Mo
P. Kldneytrnubla Yes No
q. Tuberculosis ....... ik e sl e SN mintin s e ol o A cgctenm o R Mo
. Pemlsmmcoughorcoughupbm R =1 Na
&. Immune System disorders {including AIDS Hw ARC} ................................................. Yes Na
L VerarsalcHeBOBRAl oo ciom i i s G e, £ i ik e ks R LR B, B R B BB R H m Yos Mo
u. Other
8. Have you had abnormal bleeding associated with previous extractions, surgery, or trauma ... .. ................. Yes Na
B, D0 WOl BIUISE BB . .. ... e e e e ey Yes Na
b. Have you ever required & Blood ransiUSIOn .. ... .t e e Yas No
If so, explain the circumstances & when
9. Have you ever testad positive for the AlDS VirUS . . e e e Yas Mo

10. Do you have any blood diSorder BUCH 88 BNBMIE ... ... ettt et et e ae e et ee et rneneeennn Yas Mo

11. Have you had surgery or x-ray treatment for a tumor, growth, or othercondition . ............. 0 iiirrerrnnan. Yas MNo

12. Are you taking any of the following:
B, ARtBIONES OF BUE OrUgs . . . Yas Mo
b. Anticoagulants (blood thinmers) ... .. ... e e e Yos No
€. Medicine for high blood Bressure .. ... .. ... e Yes Mo
O, COMIBONE (SIBMOIAB) ... .....'urtireinsirienen e nsnrsnssssssssssnesenrseasrsessosesnnsessnenenns Yes No
L 1 T Yes Mo
B PN IAIRIIIRE & v s ot i s i s o e B 8 R R L S T o e e Yes Mo
IS PRI 455 sty mistoab i T T A AT 3 e S i e b i oA it b s M o Yas Mo
h. Insulin, tolbutamide (Orinase) or similar drug for diabetes . ... ... ... ... ..ot ereiernianas Yes No
i. Digitalis or drugs for Reart troublE .. oL e e Yeas No
I L 1T Yes Mo
k. Other medications
L. If "Yes™ to any of the above, state drug name, dosage and frequency

13. Are you allergic or have you reacted adversaly to:
B, LoCAl AN BCS ... . . .t Yes MNo
B Peniillin or OtEr AN oS . . i i e e e e e e Yes Mo
G: EOHAIEIRS! .o vnomr sy T R R S e T e A i e Ul e o apnamaaa Yes No
d. Barbiturates, sedatives, or SlBPING PUIS ... .. . ittt ettt a ettt e e anans Yas Mo
B PNIINTTNN] e o s ecine i R M oM Y i i R o e i b ot Yeas Mo
o OdinE .. e e Yes No
g. Codeing or other narcotics Yas No
h. Other

T4. DO you U2 BNy 0DBoE0 PrOOUCIE .. ... u it it inarnneserssas e nnnas st s r a8 s e E e e ey Yes  No
If so, how much per day and what

15. Do you use any Bleohol Broducts . ... .. i i e e a e r e e e e Yas No
If so, how much per day/week/month and what

16. Do you use any caffeinated products (coffee, taa, choColate, BIC.) .. ..o vt s e e enens TR | Mo
It 80, how much per day and what

17. Do you have any disease, condition, or problem not listed above that you think | should know about ............. Yas No
It so, explain

18. Are you employed in any situation which exposes you regularly to x-rays or other ionizing radiation .............. Yas No

19. Are you wearing contact lenses ......... ... .. . iiiiiiiiiinian, H B RN R e Yas No

20. Are you experiencing stress Of Pressure in your work of BEROME ... ... .u'ee s s n e eneatatinteerennenanss Yas No

WOMEN

21, Are you Pragnant . ..o in e e i e i e s aa ee hee mee g AT K 0 8BRS fes No

22. Do you have PMS or problems associated with your menstrual period . ...ttt oene e e Yes Mo

23. Ara you taking birth control or NormOne Ry « ..ttt it i ittt it o e e e e e Yes Mo

Remarks:

To the best of my knowledge, all of the preceding answers are true and correct. If | ever have any change in my health or change in my

medication, | will inform the dentist at the next appointmaent.

Signature of Patient Date Signature of Dentist Date



