MEDICAL AND DENTAL QUESTIONNAIRE

PERSONAL INFORMATION
Full Name:

Name you prefer our office to call you:

Home Address: Street

Town Postal Code

Home Telephone #: Business Telephone #:
Email: Cell Phone #:
Employer:

Occupation:

Date of Birth:  Month Day Year

Marital Status:

Height: Weight:

In case of emergency notify:

Person responsible for account: self, insurance, welfare, other
Name of insurance company:

Referred by:

Relationship (e.g. mother, husband, etc.)

Full Address:

Telephone: Home Business

DENTAL HISTORY

Previous Dentist:

Address:

Telephone #:
Date last examined by your dentist:

Reason for visit: regular checkup, emergency visit, other

ol

L HN

11.
12.
13.

Circle

Are you happy with YOur SIILE? ..o YES NO
Is there anything you would like to change about your smile? ..o YES NO
Please specify

Have you ever had local anesthetic (freezing)? .ocoiiiaiiuiyin i s s i s eassssvess YES NO
Were there any comMPlICALIONS woiviursiiims st s i s s PR o LA S AN S s ad s esnsemsennannass YES NO
Please specify

Have you ever had any teeth eXtracted? ..ottt R YES NO
Were there any complications involved afterwards? ........ R R S SR R e R S YES NO
Do.youtteeth-8che? oo v s e T e e e e YES NO
Do your gums bleed when you brush? cocmiimmmnmminmi it i i s s i it iasesnsens YES NO
Do your gums feel tender or SWOILENT ........ooiiiiiiic YES NO
Do you have any 100Se LEERT ....uiiiiiiiiiiicii ettt ettt e e neenae b ns YES NO
Does food.catch:between your teeth? ...t s YES NO
Are you nervous about going tothe dentist? . ineommnnnaninnnn s sy YES NO

Describe, in your own words, your present dental problem.




Personal Physician:

Address: ) =
Telephone #:
Date last examined by your physician: Circle
1. Isyour physician treating YOW NOWT s sesmsssrsassss s dyai s cnea s v ivss s asss 3 S S s a3 S e g YES NO
Please specify - _—
2. Have you ever been hospitalized and was surgery performed? ..o YES NO
Please specify
3. Have you had a history of congenital heart diSease?...........cocorieiiiriririeeiie e YES NO
4. ATSYOUEANKIES SWOMBILT iivsswvvvmvmnnivevsvesss s sissvns aorses s s v s b S Fa P TV TV TS TSRO R 3T STa AR AT T YES NO
5. Have you had infective endocarditis or prosthetic cardiac valves?, ... YES NO
6. Have you had hepatitis? .......cccooovviiviiiiiiiiineneiens .. YES NO
7. Have you ever been tested positive for AIDS or HIV?... .. YES NO
8. Are your activities HMItEAT .......ccooeiiiiie e e e e e e e YES NO
9. Doiyoubecome breathless asily 2. ..o i imsissinessinimessissasnins ssostusisessssnsssesassnsssarsise sssosaonssnssbos sosssssssvssaen YES NO
10: Have:youhad-abnormal bleeding? ....nvmmmmmmmminmmanmmisinmma it mnd i s YES NO
11. Haveyou gained ot lost'excessiveweightitecently? covivvnsnmmrmnnnss e s YES NO
12; Have youeverhad tadiation or X-ray thefapy? wuenemmmunrsssrnanm s e st YES NO
13.  Have you taken cortisone or steroids? ..........coccoevvcieiicciiicnicn YES NO
14.  Have you any allergies? (e.g. rubber gloves, balloons, latex) .........cccccoeeeinnnee eetebeebet et bt bt baananan YES NO
15.  Have you had an allergic reaction to any drugs or medicines? (e.g. penicillin) .... .. YES NO
Please specify e -
16.  Are you taking any prescription or non-prescription drugs or mediCines? .........c.ccocveeuievinernrcrrececneereeneenees YES NO
Please specify ___ N
17. Do you have or have you had? Circle
Heart Trouble Epilepsy Blood Disorders Stroke
High Blood Pressure Thyroid Trouble Diabetes Nervous Disorders
Kidney Trouble Tuberculosis Anemia Convulsions
Liver Trouble (e.g. jaundice) Asthma Venereal Diseases Cancer
(syphilis, gonorrhea)
Any others, please specify _ i
18. Have you eVEE TANLEAY ..........coonenrsmarsresmssnessasnesssasssssnssnmsasss nansas bbb AT A LT R FA AL AI A i mamesesansanabnss YES NO
19, Are you on a SPeCial diet? ... e s YES NO
20.  Are you currently in good health? .. YES NO
2. DoyoursmoKe? .occmimmmmmmississiiis i s i YES NO
Amount perday . -
22. Istthere anything else voui think you should tell Me? «cnnnmnsnmnnaninsrnnmnnnnnanamnesmnmanms YES NO
23.  Blood Pressure / 24. Pulse
FOR WOMEN ONLY
25. Areyou pregnant? If o, What month? assmmmmmsmmmmmnismsmsn i et s saess s e ieiasisian st YES NO
ASA -
OFFICE POLICY

MEDICAL HISTORY

Your appointment time will be reserved especially for you. If you are unable to keep the appointment we will require 48 hours

notice, otherwise, it will be necessary to charge for time lost.

Office policy is that services rendered in this office are the financial responsibility of the patient. We cannot accept direct
payment from your insurance company, although we will be pleased to fill out the necessary forms so that you may be properly

reimbursed. Please discuss arrangements for payment with the doctor or receptionist.

PATIENT CONSENT and APPROVAL

I, the undersigned, certify that all of the above medical and dental information is true to my knowledge and I have not omitted
any pertinent information and consent to the performing of dental and oral surgery procedures agreed to be necessary or advisable,
including the use of local anaesthetic and nitrous oxide as indicated. I will assume responsibility for fees associated with these

procedures.

Signature Date _

(Guardians may consent and sign for children)



