
HEALTH QUESTIONNAIRE

Name Birth date

Correct answers to the tollowing questions will allow your dentist to treat you on a more individual basis, providing the care appropriate lor your particular
needs. Circle yes or no, whichever applies, in response to ffie tollowing questions. Your answers are lor our records only and will be considered
confidential.

DENTAL.
1. Are you having any discomfort at this time
2. Have you ever had any serious trouble associated with previous dental treatment?

lf so exolain?
Does dental treatment make you nervous? No- Slightly- Moderately- Extremely-
Date of last dental visit

Have you ever been treated for periodontal disease (gum disease, pyorrhea, trench mouth).?...

lf so when?

Yes

Yes

No

No

NoYes

q

1-

5.

6. How often do you brush
Brush is: Soft tr Medium I Hard tr

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

MOUTH
Bleeding, sore gums .......

Unpleasant taste/bad b;;;il........................ .. . . .

Burning tongue/|ips.....
Frequent blisters, lip/mouth..........

Swelling/lumps in mouth......

Ortho treatments (braces)...
Biting cheeks/lips.. .. ........ ..... .

Clicking/popping jaw
Ditficulty opening or closing jaw....... . .

8. Do you use the following?

Yes No
Yes No
Yes No

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Yes No
Yes No
Yes No
Yes No

Yes No
Yes No

Yes No
Yes No
Yes No

TEETH
Loose teeth
Sensitive to hot
Sensitive to cold...

lf so, when
Shifting'in bite
Change in bite

Brush
Dental floss
Fluoride rinse
Other

MEDICAL

2. My last physical examination was on

3. Are you now under the care of a physician
lf so, what is the condition being treated

4. The name and address of my physician is

NoYes

NoYes

5.

b.

Have you had any serious
lf so, what was the illness
Have you been hospitalized
lf so, what was the problem

Yes

7. Do you have or have you had any of the following diseases or problems

c. Cardiovascular disease (heart trouble, heart attack, heart murmur, coronary insufficiency, coronary occlusion,

4) Do you get short of breath when you lie down, or do you require extra pillows when you s|eep....................

No

No

Yes No
Yes No

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No


