DENTAL HEALTH ASSOCIATES HEALTH FORM

5

_L( . Date:
ll

Name: Home Phone: ( )

Last First Middle Ce” Phone: ( )
Address: Business Phone: ( )
City: State: Zip: Date of Birth: / /
E"Ma”: Month Date Year
Occupation: Employer: S.S.#: / /
Name of spouse: Business Phone:( )
Occupation: Employer: SS#: / /
Dental Insurance Company #1
Dental Insurance Co.: Business Phone: ( )
Group #: This dental Insurance is provided through: Insured’s Name:
Insured's S.S.#: / / Insured’s Birthdate: : / / Insured’s Employer:

Month Date Year

Dental Insurance Company #2

Dental Insurance Co.: Business Phone: ( )
Group #: This dental Insurance is provided through: Insured’s Name:
Insured’s S.S.#: / / Insured’s Birthdate: : / / Insured's Employer:

Month Date Yea

In case of emergency, who should we contact other than spouse?

Name: Relationship: Phone:

Referred by:

For the following questions, circie yes or no, whichever applies. Your answers are for our records only and will be considered confidential.

Please note that during your initial visit you will be asked some questions about your responses to this questionnaire and there may be

additional questions concerning your health.

1. Are YOU N QOOA NBAIN <. ..o ettt yes no
2. Has there been any changes in your general health within the past Year? ...............ccocoovioiioiiee e, yes no
3. My last physical exam was on: / /
4. Are you now under the €are of @ PRYSICIANT ..........c.ccviviiiiiieeee ettt e s e s s yes no
If so, what is the condition being treated?
5. The name and address of your physician(s) is: Phone: ( )
6. Have you had any serious illness, operation, or been hospitalized in the past 5 years? ..........ccccooveveieeieciecicicceeeen, yes no
If so, what was the illness:
7. Are you taking any medicine(s) including non-prescription MediCine? ...........coooio oo, yes no
If so, what medicine(s) are you taking?
8. Doyou have or have you had any of the following diseases?
a. Damaged heart valves or artificial heart valves, including heart murmur, rheumatic heart disease, rheumatic fever,
OF MITFAI VAIVE PIOIAPSE? ...ttt ettt ettt et b e et et e eaese b essese s e st et e senne e yes no
b. Cardiovascular disease (heart trouble, heart attack, angina, coronary insufficiency, coronary occlusion,
high blood pressure, arterioSCIEr0SIS, STTOKE) .........o.oeiiiieeee ettt et yes no
1. Doyou have chest pain UPON BXEIHON? ... . e yes no
2. Are you ever short of breath after mild exercise or when 1aying dOWN? ............c.ccooiivieieieieieeeee e yes no
3. DOYOUFANKIES SWEII? ..ottt ettt ettt e yes no
4. Doyou have @ CardiaC PACEMAKEI? .. .........oiviieieeee ettt yes no
Co AIIBIQY .ottt ettt ettt en et e et ens yes no
o S T TV TSR (o1 V] o 2RO PP ROR PP yes no
€. ASTRMA OF DAY TBVET ....oeeee ettt ettt ettt yes no
T, FAINtING SPEIIS OF SBIZUTES .. ..ottt ettt eaeen yes no
D A T S Forms o o o e e o s o T R S LS et S e i S yes no
h. Hepatitis, JaUNAICE OF VBT QISBASE ..........ov oottt e ennea yes no
I AIDS OF HIVINFECHION ...ttt s e ene e yes no
Jo THYTOIA PIODIBIMIS ... e ettt et yes no
k. Respiratory problems, emphysema, DroNCRILIS, BTC ............coiiii i yes no
. Arthritis, painful swollen joints, or prosthetic joint replacement ..............c.oo oo yes no
M. StOMACh UICET OF RYPEIACIILY .....o.oiviieieee ettt ettt ettt et e eae e yes no



n. Kidney: problems OF TENAL QIAIVSIS ..........cccovereorrorseesessassasasstsasssasosisionssasesisbosisasssssss oo sisssseissonsostonsasssst sustenssissnesssns yes no
0. TUDBTCUIOSIS . ..o rsusenesessmssssnmsiassmsnsassessssscsseans sesssssssessestnssensnessasasossssentsansssussans sntassnsans snaeonssnyhysns seadsSUsHinsssissssssnsrasnatsns yes no
p. Persistent cough or cough that produces blo0d ..........c.eoieeieiiieee e s yes no
q.. Persistent:swollen GIanadS ININECK ........-.....o.eioermessiosncnesassvisenssessss st sastons eadiemtisisesess st e sens st susmsatibinans st sbotassnsaboss ssansne yes no
I. [LOW DIOOM PIBSSUIR .....cccoceeviuiresmennsnencsusonssessassorsensnnsamsusamssasssasassssnsensasmsssstonssosstinsbns ibssseiREssoResEsEEsE T T aeR s SRS e aRs R R A yes no
S, Sexually tranSMITIEA QISBASE ....cvcveiereetee ettt sttt ettt a s e s s e e yes no
tEDileDSYI0 Ot erNe O 0 G 1S e e O U e e 2o yes no
. Problems Withimentalilealti . .......cc..cooe o e e fin it snsatsntisersnssmant soes ovs Faseu st R85 o SRR E R s SGhs sb e cabatasbass sbpsasseanamanan yes no
T O T o e e R e S iy B o ooy yes no
9. Have you had any abnormal DIBEAING? ........c.vveeieeeeece et sa e e yes no
A Have ol everireauiredia D)oo A S S0 2 L e e e yes no
10. Do you have any:blood disorders 'such as aNemMia? ... cusiiainsiisisesinvmesatsenius sntstseessssanasnsasshrmsnssnamascnssansscsorsvasacs yes no
11. Have you ever had any treatment for a tUmor 0r @ QroWtN? ... e yes no
12. Are ycu allergic or have you had a reaction to:
R oo 1L Lo e e e T e Pt ey e o yes no
D, PeniCillin OF OtNEr @NtIDIOTICS ....ccveeeeeeeeee ettt rae s be e es e st s e sb e s e es e e b sa e b e b e s e b e s e enenn e e e s ases yes no
¢. Barbiturates;isedatives, 0r'SIeEpING PIllS. .. covcsriiamamnsinssianissisis srsiaitotsssstinnssisesmonsssnsissssussasonssonsassanassonesasnssmsnsasnse yes no
] Py e U e e A R e e B e yes no
€., COUBING OF OB NATCOTICS -...eoooioiisisiiereuesessaneessesassessnsssssascsssnsasssntsmentssesssssnestnessassssssssesssst sasarontssessamsissesasonssnsnesnssas yes no
T {11 e yes no
13. Have you had any serious trouble associated with previous dental treatment? ... yes no
If so, explain:
14. Do you have any disease, condition, or problem listed above that you think we should know about? ............ccccccceiennns yes no
If so, explain:
15. Are YoU WeAriNg CONLACE IBNSES? ........ocveueeeeeeeereerereetensassessrasssssesassesessesisssmssisiassnsisassesesssnssassansasssansssssassassssssusnsassssassssssans yes no
16. Are you wearing removal dental @PPHANCES? ......c.ceeeurieeireeeeeeeririet et st yes no
17. Do you smoke or use any other tobacco ProdUCES? ... e s yes no
Women:
T8, ATE VOU PIBANANE? ...........coeeeneeeisoresesesnesesssronsassasassssssssss st sessTasmts FeoEss oms TS s EeH AR e ans Y e an e S obars R S sus e stabensucensocasannone yes no
19, AT YOU NUISING? .....eeeeerrereeresseeensaesesssssssesesesssesssasesescssssesesessessssestsbsssassasssesssssstnssnsssasasestassessstssstotsstatstssstsessasessens sunts yes no
20. Are you taking birth CONTIOI PIllS 2 ......eeieeeeeee e s yes no

FOR OFFICE USE ONLY- PLEASE DO NOT FILL OUT
Dental History:

1. Chief dental complaint :
2. How long has it been since you last visited a dental office? Last x-rays?
3. What was done for you at that time?
4. Why did you leave your last dentist?
5. Do any of your teeth ache, or are any sensitive to heat, cold or pressure?
6. Do you grind your teeth or clench your jaw?
7. Do you have frequent headaches?
8. Are you aware of any sores or growths in your mouth?
9. Have you ever had any complications during or following dental treatment?
10. How important are your natural teethtoyou?1 2 3 4 5 6 7 8 9 10
NOT IMPORTANT VERY IMPORTANT
11. How do you feel aboutyoursmile? 1 2 3 4 5 6 7 8 9 10
UNHAPPY HAPPY
12. Are your teeth WHIte BNOUGNT ...t h bbb yes no
13. Are you concerned about bad Dreath?..........c.couiiiiiciece yes no
14. Do you snore or have you been diagnosed with SIEED @PNEAT .....c.orieriieriie e yes no

| certify that | have read and understand the above. | have acknowledge that my question, if any about the inquiries set forth above have
been answered to my satisfaction. | will not hold my dentist, or any other member of his/her staff, responsible for errors or omissions
that | have made in completion of this form.

Signature of Patient: Date:

Signature of Doctor: Witness:






