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DENTAL CARE ASSOCIATES

720 N. Sycamore Avenue

Sioux Falls, SD 57110

(605) 338-6118

Health Questionnaire

Patient Name: Birthdate:
Correct answers to the following questions will allow your dentist to treat you on a more individual basis, providing the care appropriate for your particular needs.
Circle yes or no, whichever applies, in response to the following questions. Your answers are for our records and will be considered confidential.

Dental

1. Are you having any discomfort at this tIME? ........ccccoiiiiriiiiiiiiiienieere ettt ettt et s sae e Yes  No

2. Have you ever had any serious trouble associated with previous dental treatment? ............ccccecerveeririeeneniienenceenennens Yes No
If so, explain

3. Date of last dental visit

4. Have you ever been treated for periodontal disease (gum disease, pyorrhea, trench mouth)?...........cccooceviiiniiinennnen. Yes No
If so, when?

5. How often do you brush? Brushis: [ ] Soft [ ] Medium [ | Hard

Mouth

6. Do you or have you ever had any of the following?
Bleeding, SOre gUMS .......cceeeeeviieieerieeieieeieeeene Yes No Loose teeth ......cccocueeviinieiiiinieniceieeeee Yes No
Unpleasant taste/bad breath ............ccccoceneennne. Yes No Sensitive to hot ......cccevvevienieniniencciencnee, Yes No
Burning tongue/lips .....ccocceeveeviienieniieenieeieeee, Yes No Sensitive to COold......eovverriieriieniieniienieeieenne Yes No
Frequent blisters, lips/mouth ..............cccoceee. Yes No Sensitive to SWEELS.........eecveeeecuieeeniieeeneenne. Yes No
Swelling/lumps in mouth .........ccccoeceeviniencnnne. Yes No Sensitive to biting ......c.cccccevveviereenerreeneenne. Yes No
Ortho treatments (braces) ...........ccceevvvveeeeeecnnnenn.n. Yes No Food impaction ..........cceeceeeviievieniiienienieenne, Yes No
Biting cheeks/lips .....cccoveveviiiiiniiicniciceee, Yes No Clenching/grinding ..........ccocceeveiiniecennnne. Yes No
Clicking/popping Jaw ........cccceceeveeveereereeneeneenne Yes No If so, when Yes No
Difficulty opening or closing jaw ........cc.ceeeueeneee. Yes No Change in bite .....ccceeevevevieeniierieciienieeeee Yes  No

7. Do you use the following? [ | Brush [ | Dental floss [ | Fluoride rinse [ _] Other

8. Are you satisfied with the appearance of YOUr teeth?..........cccoeiiiiiiiiiiiiiie et Yes No

Medical

=

If so, what is the condition being treated?

I

Name and address of your physician

When was your last physical examination?

Has there been any change in your general health within the past year? ...........cccociviiiiiiiniieneee e Yes

Are you now under the care Of @ PRYSICIANT.......coiuiiiiiiiiiiieee ettt ettt sttt esbbeeabeeae Yes

Do you have or have you had any of the following diseases or problems?

Rheumatic fever or rheumatic heart diSEaSe..........c.ecuireeruiriiniiiiiniieneeere ettt Yes
CoNENital REATt QISEASE ... ..cueruieuiiitieteet ettt ettt ettt ettt et sh e e e s bt e be e bt et e ebe e beese et e ene e bt eneenseeneeseeeneas Yes
Cardiovascular disease (heart problems, heart attack, coronary insufficiency, coronary occlusion, high/low

blood pressure, arterioSCIErosiS, STTOKE, BLC. ...uiiuiiriiiriiiriieriie ettt ettt ettt st e st et et e sbeeebeenaeeeas Yes
Artificial OF replaCemMENt VAIVES ........eeouiiuiiiiiitieieetiete ettt sttt et sttt e e bt et et et e e st e bt eneesbe et e seeeneas Yes
MILTal VALV PIOLAPSE ...cvveniieiieieiiieiteteett ettt ettt ettt et et ettt b et s b et e bt et e bt et ebt e bt ebtenbeeatenaeenees Yes
PACEMAKET ...ttt ettt ettt a e bt e sae e Yes
ATLBIZY ettt ettt ettt ettt et h et e h et e a e e bt e a e et e e ateeh e et e Rt e te bt ea bt eh e e be e et et e ene e bt enee bt et e eaeenean Yes
STIUS PIODICIIIS ...ttt ettt ettt et bttt sttt e bt e s bt eab e s bt eebesb e e et e ebe et e ebeebeeaeenaeenees Yes
AStIMA OF NAY TEVET ..ottt ettt e a e et sae e Yes
Hives OF @ SKIN TASN ...eiiiiiiee ettt ettt b ettt et ettt e st et ene e bt et e seeeneas Yes
Fainting SPEIIS OF SCIZUIES ......coueiiiriiiiiriieieniieteett ettt ettt ettt et et b et s bt et s bt et ebt e bt ebtesbeeaeenaeenees Yes
DHADELES ..ttt et et e s a et h e e a et a ettt n e eae et e naeennes Yes

No

No

No
No

No
No
No
No
No
No
No
No
No
No



Y x N

m) Hepatitis, JAUNICE OF lIVET QISEASE ...c...eeruieriiriieiieetie ettt ettt ettt et e bt e bt e bt e sabeesaeesabeesabesnneennee Yes
n) Arthritis or inflammatory rheUMAtISIN ........cc.eeiiiiiiiiiiiee ettt ettt Yes
0) Atrtificial or replacement JOINtS, PrOSTRELIC. .....c..evuiriiriiiiiriitcreeect ettt st Yes
p) Digestive system - ulcers or stomach diSOrders (COIItIS) ..eouuirruimmiiriiieniiiiiirieeieerie ettt Yes
Q) KIANEY PIODICINS ....oniieiiiiiiiete ettt sttt sttt e h et e a e bt e st et en e bt en e e ebeeneesaeebesaeebeeneebeeneens Yes
T)  TUDEICUILOSIS ...uvviieiiie ettt ettt e ettt e ettt e et e e et e e e eatbeeeaseeeetbeeeesseeeeassseesseseessseesassaeensseeenssaeesssseeansseeanes Yes
s) Immune system disorders (including AIDS, HIV) .....ooouiiiiiiii et Yes
t)  Sexually tranSmitted dISEASE .........cceeieriirierieiietieie ettt et et ettt e bt et e et e et es e e bt eseeebeeneesaeebesaeenbeeneebeeneans Yes
u) Other
Have you had abnormal bleeding associated with previous extractions, SUrgery, Or trauma? .......cc.ccceceereercveenvensueennes Yes
Have you ever tested positive for the ATDS VITUS? ......cc.eeiiiiiiiiiieieeeeeee ettt ettt et ettt et saee s Yes
Do you have any blood disorder SUCh as anemia? .........c.ccoceeverieniriinierieieeieteete ettt ettt sb e Yes
Have you had surgery or x-ray treatment for a tumor, growth, or other condition?..........cccccoevvervieniieiniienienieenieeeee Yes
. Are you taking any of the following?
a)  ADNtDIOUCS OF SUA AIUZS ..cuveiiiiiiiiiiiii ettt st ettt b ettt st et saeenee Yes
b) Anticoagulants (BlOOd tRINNETS) .....c..eiiuiiiiiiiiieiieeierte ettt ettt ettt st et esabe e st e sabeesbaeebeenaeeeas Yes
c) Medicine for high DIOOA PIESSUIE .......ccuieuiiiiieiieiieiertt ettt ettt et ettt e te et e st e aeseeenbeeneebeeneens Yes
d)  COrtiSONE (SLEIOIAS) ..evviiiiiiieiitiieeetieeeie e e ettt e ettt eeetee e et e e e etaeeeetaeeeseseeeessseeessseesssesaesssaessssseessesanssesesnsseeensseeanes Yes
€)  TTANQUILIZETS ....eeentieeitteite ettt ettt sttt sh et e b e e s a bt e bt e s ab e e abeesabeeab e e bt e e b eenbtesabeesstesabeenabesaneennee Yes
£)  ANGNISTAIMINES ..oooiiiiiiiii ettt e e et e ettt e e eteeeeteeeeaeeeeeaeeeeeaseeeesseeeesseeensseeeesseeseseeeenseeeenns Yes
) ASPITII 1eeitiiiett ettt ettt h et bt et h et e b et h et h ekt bt e bt bt e eh e et he et sbe e bt ebe e beebrens Yes
h) Insulin, tolbutamide (Orinase) or similar drug for diabetes ..........coceeriieriiiiiiiiiiieeeee e Yes
1) Digitalis or drugs for heart ProbIEINS ..........cceiiiruieiiiriieie ettt sttt sttt et e e eneens Yes
J) NIIFOZLYCOIIN eveiiiiiiiieiit ettt sttt et s b bbbt a e bt e bt e e bt e st e sb e et e sbeenbesbeenbesbeebenbnens Yes

k) Other medications

1) If “yes” to any of above, state drug name, dosage and frequency

11. Are you allergic or have reacted adversely to:
Q) LOCAL ANESTNELICS .cuvviiiiiieiiiiiee ettt ettt e ettt e e e e et e e e e e eeeaaeaeeeeeeatebeeeeeeataeeeeeeaarbaeeeeentraaeeeeennraaeas Yes
b)  Penicillin Or Other ANtIDIOICS .......ooiiuiiiieiii ettt e et e e et e e et eeeeteeeeeaaeeeeaeeeeeaseeeeaseeeaeeean Yes
€)  ASPITII 1etitiiiiie ettt ettt h e a e h e a e h e e bbbt et h et eh e bt bt e sh e et e bt et sbe e beebe e besbnen Yes
d)  Codeine OF OtNET NATCOLICS ......uvviiieieeiiriieeeeiireeeeeeecite e e e eeeeteeeeeeeeettreeeeeesaaaeeeeeeesreseeeeeetsseeeseesasseeeseesaareeeeesennses Yes
e) Other
12. Do you Smoke Or USe tODACCO PIOAUCES? ....c..iruiiriieiiiniiiitinitete sttt sttt ettt ettt ettt et e et e sbeetesbeenaesbeebesbsenbesanens Yes
13. Do you have any disease, condition, or problem not listed above that you think I should know about?........................ Yes
T4, ATE YOU PIEENANET ...eiiiiiiieiieetteeit ettt et e sttt et e ettt e bt e sat e et e esh et e abe e s bt e e bt e b et sa bt e sb e e sabeesb e e eabe e bt e eabe e bt e eabeesseesateenbneeneeennee Yes

To the best of my knowledge, all of the preceding answers are true and correct. If I ever have any change in my health or change in my medication, I will inform the

dentist at the next appointment.

Signature of Patient or Parent Date Signature of Dentist Date

Date Medical Update Initial




