~HEALTH QUESTIONNAIRE.

These questions are for your benefit and assure that treatment will take into consideration your past and present health status.
Some questions may seem unrelated to your dental condition, but they are all associated with proper oral health care.

Please ahswer each question.
MEDICAL HISTORY

1. Are you IN-g00d hEAIh7 ... e ettt er s e aedes s et en s YES NO
2. Date of:last physical examination :
3." Are you now under the care of a physuman’? ............................ et eer e emeiadenan e e bt e et raetebes rnea s e e eat s RR s Eneen s ek sheeshr sa e s sn e s re et an .YES NO
4. “Have you ever had a serious iliNess or OPEration? ...l s s YES NO
If so, what iliness or operation?
5. Have you ever been hospitalized?............ocoeveminiiniiinnn iaetereesusereriesteseEeeesteenresfansteesansetsessuteostaninneiaaateeeeeasintetshertgeesenisies YES NO
If so, what was the problem? S
6. Are you taking any mediCation?........co.iuiiini it et et OO SO OO PR S FOTRURRRORO YES NO
If so, what? = - i :
7. Are you allergic 10 @ny ArUgS2....... e oo riaiiani i ie s it et sr e ese e s s e e e e s e e e e YES NO
Please circle: Aspmn Codeine Penrcrllm Tetracyclin ~ Sulfa Drugs - Other i e
8. ArE YOU AHEIGIC IO LALEXY........cvuoerserseeceseetec e bbb a0 YES NO
9. - Do you or have you taken any medication to treat OSIEOPOIOSIS?............ccciiiiinnirinin st et e s YES .NO
10. Have you had or do you have any of the following? (Please Circle) - ~ Pain in the Jaw Joints.......o.oooioo, YES ' NO
Anemia........ccooeuvreireeivciss i, YES NO  Chicken POX.....cccourrnniiinienn. YES NO ' Respiratory Disease......... ....YES NO
HEIPES ..ot YES NO Sinus Trouble.................. RN YES NO ' gijckle Celi Disease........... .. YES NO
StroKe. . oiveierere ittt YES NO = Blood Disease............ccoiiivnins YES NO  Tyberculosis (T.B.)........... T YES UNO
UIGEIS. ..ocovovieveceresseniriees et YES NO Drug Addiction.........ocouieereecnnnnic YES  NO ' Epilepsy or Seizures...........ccccc..c. YES NO
Diabetes........c..c.ioveencesiieeneenas YES NO  Kidney Disease...........ocooni YES NO  Arificial Prosthesis.............. i, YES NO
GlAUCOMA........ivreeierreseeienens YES NO  Stomach Ulcers................. o YES  NO - pgychiatric Treatment.............. ..YES NO
Arthritis..........cooeeeeiis dvreerieens YES NO - Angina Pectoris............c...ioiiee YES NO - Congenital Heart Lesions.............. YES NO
EmpPhySema...........ccoeemeensiinns YES NO Mental Disorder.......................... YES  NO - Difficulty in Swallowing............ ..2:YES' NO
Hay Fever..........ocveiiiienecnianis YES NO Rheumatic Fever...................... YES. NO - Heart Aliments or Attack................ YES ~ NO
TONSHIIS....voeevivieiieissiniv e YES NO- Thyroid Disease.............cccrnnen. YES - NO . X-Ray or Cobalt Treatment...........YES: NO
Cold Sores........ccccevveeeiiiravisivinn- YES NO - Cerebral Palsy........cccccevuriiiinnns YES NO  Fainting Spells or Seizures........... ‘YES NO
Hemophilia.......cccc.ocvvruerrurceneiains YES NO  Blood Transfusion................c.... YES ' NO - Chemotherapy (Cancer,Leukemia) YES NO
Rheumatism........cc.cccoviviininni s YES NO Joint Replacement ...................... YES NO Radiation Treatment of any klnd YES NO
Heart MUrmur.........o.oiiiienini YES: NO: Nervous Disorders..........cccccvivinin YES NO Hepatms or JaUndice___,. ________________ YES- ‘NO
Weight loss medication such as Tumors or Growths.............o. YES ‘NO ' venereal Disease v
Fen-Phen Pondlmen or ReduX YES NO A"ergies or Hives ....................... YES NO (Syphlms gonorrhea) ________________ YES NO
Bruise Easily.........cc.oooiiceeiecionie YES NO Cortisone Medication.................. YES NO  Acquired Inmune Deficiency
Head ‘Injuries.............oliii YES NO Excessive Bleeding................... YES NO Syndrome (AIDS)......c.co.coiinnnnin. YES NO.
Heart Failure.........coocovecceiciin YES NO  Asthma.........co e YES NO  TMJ (Temporomandibular Joint).... YES NO
Liver Disease...........covcevsiiveninns YES NO  High Blood Pressure.................YES "NO  Other ,
Scarlet Fever................. ST YES - NO . AIDS Related Complex............... YES NO :
11. Doyouweara cardiat PACEMEAKEI?........ ..t iiuiieiriiins s siiesiersesies s it ssasarebes s arer e see st e s s ot e bbb s st s s YES NO
12. Have YOU hAd MEAM SUIGEIY?......ccciii ettt viessssincssessissie e srves s aressrsessses s e sassesss smse s s sse s 8 vES e nn s ane st e arin e foab e s ena st sese ddnan e st reeenseee YES - NO
13. -Do you have any disease, condition or problem not listed that you think | should know about?........ovii YES NO
FOR WOMEN ONLY : ‘ T -
1. ATE YOU PreGNANTT. ... ottt e ereereeeeseesareeneeteree s arae e e en spnned YES NO
2. Do you take birth Control PillS?......ccceiim i it i e es e S S USSP ORL PO YES - NO-
Dental Information
1. . Have you ever had a local anesthetic (Lidocaine, Carbocaine, ete)?............ooiiiiiii el il e YES. NO
2. Have you ever had any unfavorable reaction from a local anesthetic?................iviciniinim e YES: NO
3. Have you had: any serious trouble associated with any previous dental treatment” ....................... wiveiarenien rrierreeeiiieeee s ennetd YES . NO
If 'so; explain-
4. Does dental treatment make you NEIVOUS?. .o iiineennierid forndnes e et R S U U SO SRR RS YES NO

To the best of my knowledge; all of the preceding answers -are true and correct If -ever have any change in my health or-if my medicatrons

change | W|II without fail, inform the doctor at my next appomtment Year 3
t Date Signature
Year 2 ' Year4
Date Signature : Date - ‘ Srgnature

compllcatlons of the procedures, anethestics.and/or drugs.
All_services are rendered and accepted under the terms and condltlons prmted on the reverse hereof

“Date

CONSENT FOR TREATMENT: | hereby grant authonty to the dentist(s) i in charge of the care of the patient whose.name appears on thls E
.Health History form, to administer such anesthetics, analgesics, sedatives, nitrous oxide sedation and intravenous sedation; and to perform
“such operations as my be deemed necessary or advisable in the diagnosis and treatment of this patient. | have beén informed of all possible

1 Authonzation must be signed by the patnent or by the nearest relative i in the case of a minoror when the patientis physically or mentally mcompetent

Relationship to the patient:_ *




