Health Questionnaire for Dental Evaluation and Treatment

First Name Middle Initial Last Name

What shall we call you? Your Date of Birth Gender Female Male
Street Address

City State VAl

Home Phone Work phone Cell Phone

Which phone do you prefer we contact you on? QHome WWork UCell

Email address

How would you like appointment reminders sent ? JEmail Phone UText message
Marital Status USingle Married UPartner for insurance USeparated Divorced JWidowed

Spouse / Partner full name

Whom shall we contact in a medical emergency? Emergency contact phone
Your Employer

Job description

How were you referred?
UAcquaintance  Name:
WDoctor Name:

Uinternet Newspaper Yellow pages

Your Chief Complaint

Describe the problem that you are most concerned about.

‘What result would you like from treatment here?

Medical History

Your primary care provider, with contact information:

Are you currently seeing physicians or alternative providers for treatment? UWYes UNo
If yes, list all providers and reasons for treatment.

Are you taking any medications, including over-the-counter and nutritional supplements? WYes WNo
If yes, list the medications and supplements.

Have you ever had a reaction or side effect to the following?
UNo adverse reactions WLocal anesthetic UMetal WdFood ULatex rubber Medications
UOther - What?

Female:
Are you pregnant? WYes WNo Your due date
Have you gone through menopause? WYes WNo
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Do you have or have you had any of the following?
WNo diseases or disorders WMultiple chemical sensitivities

WSnoring, even a little UAsthma
WDaytime sleepiness WTuberculosis
UMultiple nighttime awakenings ~ WEmphysema

URestless leg syndrome
UGastric reflux

WChronic obstructive pulmonary disease (COPD)
USeizure disorders

UTooth grinding while sleeping UCancer

WHigh blood pressure ULeukemia

WLow blood pressure URadiation therapy

Vascular disease UArthritis

Heart disease WOsteoporosis

UJAnemia UBisphosphonate therapy (Fosamax, Boniva, etc.)
UHayfever QJoint replacement

UAny other disease or disorder What:

Dental History

Your general dentist, with contact information.

How long ago was your last appointment with your dentist or dental hygienist?

Are you currently having dental, periodontal, or orthodontic treatment? Yes UNo

If yes, list all practitioners, and reasons for treatment.

List any dental specialists you have seen in the past 5 years.

If you have had any bad experiences undergoing dental treatment, please tell us about them.

How do you feel about your smile?

USurgery

UGlaucoma

WDiabetes

UThyroid disease
UKidney disease

ULiver disease

UOrgan transplant
UHIV/AIDS

USexually transmitted disease
UUnexplained weight loss
UFibromalgia

Tell us if there is anything we can do to make your appointment more comfortable. We will be happy to discuss these with you.

WNitrous oxide (laughing gas)

WSpecial back, leg, or head support

UTENS electrical stimulation

UAnti-anxiety medication
WPersonal music system
WCalming microelectrical stimulation

WAnything else? What?

How often do you brush your teeth? How often do you floss your teeth?

Do you use any of these other methods of cleaning teeth? Check all that apply.
OWaterPik ~ URubber tip stimulator WTongue scraper or brush
WToothpicks WInterproximal brushes WAnything else - What?

UFloss holders

Do your teeth or gums ever hurt?
dYes  WNo USometimes
Do your gums bleed, for any reason at all, ever?
QYes WNo USometimes
Are your teeth sensitive? Choose all causes that apply.
UNot sensitive UAir UHeat UCold USweets WClenching UChewing  UBrushiong Flossing
Do you have any jaw problems? Check all that apply.
I have no jaw problems UDifficulty speaking
WDifficulty opening or closing UDifficulty chewing
WPain in a jaw joint UClicking in a jaw joint
UPain in jaw muscles UPain in face

UDifficulty swallowing

UGrinding noises in a jaw joint

Today's date:

Please type or write your name to confirm your signature:
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