MEDICAL AND DENTAL QUESTIONNAIRE

PERSONAL INFORMATION
Name Date
mo. day yr.
Mailing Address Postal Code Date of Birth
Telephone: Home Cell: Business
Person responsible for account: self, insurance, welfare, other Martial Status
Dental Insurance — YES NO Dual Coverage — YES NO Email
Insurance Company
Employer Occupation
Personal Physician Telephone
Previous
Whom may we thank for referring you? Dentist
In case of emergency notify: Name Telephone
Relationship
MEDICAL HISTORY
CIRCLE
1. Have you ever been hospitalized and Was SUFGEry PEHOMMIEAP - - e e oot ettt ence e e s ronas YES + N©,
Please specify
2 11s yolrphysiciantreatifgiVoumowZ A e s m e i e e e e R R L YES NO
Please specify
8 ihlave ypuihiedrt discasconmiimuiz-rs s Bueliit s 2 5 b S e e e e s e YES NO
4 SArcivouranKiesofienswollen? - S BiiaR i Sl sl i ie . L s rs D e e e e YES NO
5.sHaveyourhadrheumatic fever? s @i B s o e e e R S s YES NO
6: sAre Vol achvitie s limifed s T e s i e e S S e S YES NO
7= Do Yollibecome breathiessicasiyzZsmail sl e s £ L e e e e YES NO
8- Haveyouhadiabnormalbleedings s s at S R e e s s e R el R e e YES NO
9 sHave you:gained-orlostiexcessiveWelghtiFeceBly . o e e e YES ~ NO
0= Have you'everhad radiaticniorGrayithcrapydess st o v 00 e e e R e YES NO
@t stlavoivoll takenicortisoneioEsteoidSZe S aamie il e e L i e e R B S e YES = NO
425 Hoveyouranyallergie s rm s e e e el e e e e e e L YES = NO
13. Have you had an allergic reaction to any drugs or medicines €.9. PENICHIINT ......c.ccocuiieciiiiiiuniiiisciriteeisieei et see st ss e eeaneeen YES NO
Please specify
14. Are you taking any prescription or non-prescription drugs or MEdICINEST ........ccvuvcirimrereiiseuitiimiicniisisiistseisenstsssessesenssessencssssmasessestsesessccscssess YES “NO
Please specify
E52Bo ol haveiorhavelyouihatlas “Girelesstnrtie i v v o s e s e e e e YES NO
Heart trouble Epilepsy Blood Disorders
High Blood Pressure Thyroid trouble Diabetes
Kidney trouble Tuberculosis Anaemia
Liver trouble (e.g. jaundice, hepatitis) Asthma Any others - Specify.
AlD.S Venereal diseases (syphilis, gonorrhea)
RS SCVeoniaspecialidiet?s s o rte Bl ts S e i s e el e s R e S e YES = N@
BN Ae Vouclirentlimgoodthealthns St e s SRR e B e e e YES NO
g8 S Isisicreanyihingielse you thinkyeulshouldiellime?s. ot = o e o i e e R YES NO
Please Specify
FOR WOMEN ONLY
19. Are you pregnant?  If so, what month? YES: + NO©




DENTAL HISTORY

CIRCLE
1. Haveyeu'been underregllaricare by aidentist? - . o NO YES
2. Have youeverhadlocalaneesthetiofleezina)@ir s e e i i = e NO YES
3. Were thereanyicomplicalionsd = Ll S in L L L NO YES
Specify
4= Flavelolever hadianyitectliextiaeiedra = o il m e sl e e NO YES
56 VWere there any complicationsinvolved aftemardes s e LR B NOF  YES
6 Doanychyolrteethiacneie e S5 il s o R s e NO YES
7. DowourgumsblecdiWhen VolbriShZ o v i e s s s gl s sl e S L B NO YES
8. DO YOUT GUMS TEEI tENAET OF SWOIENTP «-erxss1sseeseceerseesssssnasiseses i sssss 8RR R s NO  YES
9. Dovolhaveanyiloosefeethpir e m e - R ib e e e e s s NO YES
10. Does food catch between your teeth? .............ccoooveeeeeoveeereeeeeceiseees NO YES
11. Are you dissatisfied with the appearance of you teeth?. ..................................................................................................................................... NO YES
12. Have you every had problems with you jaw joint or facial muscles (e.q. grating, popping, clicking)? .........cccccccooiiiiviiiiiiiniiniciiceiees NO  YES
137 HaveyoulhadaninjuytoyoURface Omaws? il . e L NO YES
445 HavelyoulnoticedlyoURbIe ChamgiNgd NO ¢ YES
d5EEavelyouldificuitiopenaly U MmOl L Rl N e NO YES
16 boyolihaveliieadachiesaldiese e v o o e L e e e e e NO"  YES
17. SAre yolinervols abetifgemgitoitheldentistd s St S i o NO YES
18. Describe in you own words, your present dental problem

PERMIT FOR OPERATIONS

This is to certify that |, undersigned, consent to the performing of the dental and oral surgery procedures agreed to be necessary or advisable,

including the use of local anaesthetic as indicated and | will assume responsibility for fees associated with those procedures.

Patient’s (Parent’s) Signature Date

QUESTIONNAIRE UPDATE

Please check over and update information, with a different coloured pen, to ensure that all information is correct and sign below.

1. Date Signature
2. Date Signature
3. Date Signature
4 Date Signature
5. Date Signature
& Date Signature




