e'» Pawliuk  HEALTH HISTORY QUESTIONNAIRE
¥ Dental

Patient Name Date

Date of Birth

Address City

Postal Code

Phone Number (check which is preferred)
(1 Home
] Work
(] Cell

Email

For appointment reminders which do you prefer? [] Text [] Email [ ] Phone Call

Primary Physician:

Name Phone #

Address City

Postal Code

Name of Medical Specialist and their specialty:

Phone #

Address City
Postal Code

Emergency Contact: Relationship:
Phone #(home) Phone #(cell)

Person responsible for account:
Dental Insurance: [ ]Yes [ ]No

Name of Insurance Company.

Group Policy Number
Cert/ID Number




10.

II.

Are you being treated for any medical
condition at the present or have you been
treated within the last year?

Has there been any change in your general
health in the past year?

When was your last medical checkup?

Do you have any conditions that could affect
your immune system e.g. leukemia, HIV
infection +/- tested, lupus?

Are you undergoing any therapies that could
affect your immune system e.g. radiotherapy
or chemotherapy?

Are you currently taking any steroids or
cortisone?

Do your ankles, feet or hands swell?

Are you allergic to any medications?

Are you allergic to any of the following:

Are you allergic to any foods?

Do you have any other allergies that we
should be aware of?

[ ]JYes [ |No [ ]NotSure
Please explain:

[ 1Yes [ INo [ ]Not Sure
Please explain:

[ ]Yes [ ]No [ ]NotSure
[J]Yes [JNo []NotSure
[ ]Yes [ ] No []NotSure
[J]Yes []No []NotSure
[ ]Yes [ ]No [ ]NotSure

List medications:

[ ] Latex

[ Rubber
[ ] Metal

[ ]No

[ ] Not Sure

[ ]Yes [ ]No

Please explain:

[ ] Not Sure

[ 1Yes [ ]No

Please explain:

[ ] Not Sure




12.

13.

14.

I5.

16.

17.

18.

Have you ever had any peculiar or adverse
reactions to any medicines or injections?

Are you taking or have you ever taken
osteoporosis medications (e.g. Fosamax,
Actonel)?

Are you currently taking any
prescription medications?

Have you been advised against taking
any medications?

Are you taking any non-prescription drugs?

Do you take any recreational drugs on a
regular basis?

Are you taking any herbal supplements of any

kind?

[ ]Yes [ ]No

Please explain:

[ ] Not Sure

[ ]Tam currently taking
[]I was previously taking but am no longer

[ ]No
[ Not Sure

[ ]Yes
[ ]Yes and I brought a list

[ |No
[ ] Not Sure

Provide details:

[ ]Yes [ ]No

Provide details:

[ ]Not Sure

[ ]Yes
[ ]Yes and I brought a list

[ INo
[ ] Not Sure

Provide details including frequency:

[]JYes [ JNo [ ]Not Sure

Provide details including frequency:

[ ]Yes
[ ] Yes and I brought a list

[ ]No
[ ] Not Sure

Provide details including frequency:




19. Do you have Diabetes?

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

21. Do you have a history of any
immuno-compromising disease or condition?

22. Do you have or have you had any conditions
or diseases not previously listed that we
should be aware of?

23. Are there any diseases or medical problems
that run in your family?

24. Do you have a bleeding problem or
bleeding disorder?

[T have Type 1 Diabetes
[ 1T have Type 2 Diabetes

[ INo
[ | Not Sure

If so - How is it controlled?

[ ] Diet
[ ] Medication

[J Arthritis/Rheumatism

[]Lung disease/Emphysema

[JAsthma [] Malignant hyperthermia
[]Cancer [J Mitral valve prolapse
[IChest pain, angina [] Pacemaker

[ICrohn’s [] Rheumatic/Scarlet fever
[ Drug/alcohol dependency [ Seizures (Epilepsy)
[JFainting or dizzy spells (] Shortness of breath
[]Glaucoma [ Sickle cell disease
[JHead/neck injuries (] Sinus trouble

[JHeart attack [[] Stomach ulcers
[IHeart murmur [ Stroke

[JHepatitis A [ Thyroid disease
[IHepatitis B [[] Tuberculosis
[IHepatitis C [1Herpes
[JHyperglycemia ] Psychiatric/mental disorders
[IHypoglycemia []Hay Fever

[1Jaundice [1Joint Replacement
[JKidney disease ] None of the above
[ILiver disease

[JYes [ JNo [ ]NotSure

Please explain:

[ 1Yes [ INo [ ]NotSure

Please explain:

[ ] Cancer
[ ] Diabetes
[ ] Heart Disease

[ ] Malignant Hyperthermia

[ ]Other
[ ] Not sure
[ 1No

Please explain:

[]Yes [ ]No

[ ] Not Sure



25.

26.

27.

28.

29.

30.

31

32.

33.

34.

35.

36.

37

38.

39.

40.

Do you have or have you ever had a
replacement or repair of a heart
valve or stent?

Do you have or have you ever had an
infection of the heart (e.g. infective
endocarditis)?

Have you had a transplant (heart,
lungs, organs)?

Do you have a heart condition from birth (e.g.

congenital heart disease/lesions)?

Do you have or have you ever had any heart
or blood pressure problems?

Do you have a prosthetic or artificial joint?

Have you ever been hospitalized for any
illnesses or operations?

Have you ever had any injury or surgery to
your face or jaws?

Do you smoke or chew tobacco products?
Are you nervous during dental treatment?

Is there anything else about your health we
should be made aware of?

Do you wish to speak to the doctor privately
about any problem or medical condition?

Has the child patient recently had any of
the following?

Are there any immunizations that the child is
not up to date with?

For women only: Are you breastfeeding?

For women only: Are you pregnant?

[lYes [ |[No [ ]NotSure
[lYes [ INo [ ]NotSure
[lYes [ INo [ ]NotSure
[ 1Yes [ INo [ ]NotSure
[ ]Yes [ INo [ ]NotSure
[lYes [ INo [ ]NotSure
[]Yes [ ]No [ ]NotSure
Please explain:

[ ]Yes [ INo [ |NotSure
[ ]Yes [ INo [ |NotSure
[ ]Yes [ INo [ |NotSure
[ ]Yes [ INo [ ]NotSure
Please explain:

[]Yes [ I|No [ ]NotSure
[ Chicken pox

[ ] Measles

[ ] Mumps

(] Strep throat

[] Tonsilitis

[] None of the above/Not applicable
[ ]Yes [ ]No/NotApplicable [ ]Not Sure
[ ]Yes [ ] No/Not Applicable

[ ]Yes [ ]No/NotApplicable [ ]Not Sure
What is your expected delivery date?




e » Pawliuk DENTAL HISTORY QUESTIONNAIRE
¥ Dental

Are you experiencing any dental problems? []Yes []No

Date of your last Dental Visit:
Dental Cleaning:
When were X-rays taken last?

1. Have you been seeing a dentist regularly? [ ]Yes [JNo
2. Are there any growths or sore spots in your mouth? [1Yes [No
3. Have you noticed any loose teeth, or have any of your teeth shifted? [1Yes [No
4. Does food get caught between your teeth? [ ]Yes [ ]No
5. Are any of your teeth sensitive to heat, cold, sweets or pressure? [1Yes [No
6. Have you been advised to take antibiotics before a dental appointment? [ ]Yes []No
7. Do you use dental floss, proxabrush, or stimudents? [ lYes [ INo

If yes, how often?

8. How often do you brush your teeth?

Do you feel that you have bad breath? [ ]Yes [ ]No

9. Have you ever had one of the following?
Periodontal treatment? (treatment of the gums) [ ]Yes [ ]No
Orthodontic treatment? (to straighten or realign teeth) [ ]Yes [INo
A bite plate or any other appliance? []Yes [ ]No
Your bite adjusted or teeth ground? []Yes [ |No
Oral surgery? (surgery in or about the mouth/jaw joint, or implant surgery in []Yes [|No

one or both of your jaw joints?)

10. JAW PROBLEMS - Do you have any of the following?

Popping/clicking in your jaw joints? [JYes [INo
Pain in your jaw joints, around your ear, or side of your face? [ ]Yes []No
Difficulty in opening or closing? []Yes [ ]No
Pain when teeth are clenched? [1Yes [ |No
Pain/difficulty in chewing? [ ]Yes [ ]No
11. Do you have any of the following habits?
Clenching or grinding your teeth while awake or asleep? [ ]Yes []No
Biting your cheeks or lips regularly? []Yes []No
Breathing through your mouth while awake or asleep? []Yes [ ]No
Hold foreign objects with your teeth (pencils, nails, pipes, pins, fingernails)? [1Yes [ |No



12. Do you have any emotional concerns about having dental treatment? [JYes [INo

13. Are you happy with the appearance of your teeth? [ ]Yes [ INo

If no, what would you like to see changed?

14. Have you ever had an upsetting experience in a dental office, or any complications [ ]Yes [ INo
during or following dental treatment, or do you have any questions or concerns?

General Release

I, the undersigned, certify that I have provided an accurate and complete personal and medical - dental
history and have not knowingly omitted any information. I have had the opportunity to ask questions and
receive answers to any questions regarding my medical - dental history. Should there be any change in
either my health status or any other information I have provided, I will advise this dental office.

I authorize the dentist to preform diagnostic procedures as may be required to determine necessary
treatment. I understand that information provided from or to my medical doctor or another health

care provider may be necessary. I have been advised of the privacy policy of the office and that personal
information will be collected, used and disclosed within the guidelines of the policy. I understand that
responsibility for payment of the dental services for myself and my dependents is mine, and I assume
responsibility for fees associated with these services.

Print Name of Guardian

Signature [ ]Patient [l Parent [] Guardian)

Reviewed by Treating Dentist

Date




	Text Field 122: 
	Text Field 123: 
	Text Field 124: 
	Text Field 125: 
	Text Field 126: 
	Text Field 127: 
	Text Field 128: 
	Text Field 129: 
	Text Field 130: 
	Text Field 131: 
	Check Box 341: Off
	Check Box 342: Off
	Check Box 343: Off
	Text Field 132: 
	Text Field 133: 
	Text Field 134: 
	Text Field 135: 
	Text Field 136: 
	Text Field 137: 
	Text Field 138: 
	Text Field 139: 
	Text Field 140: 
	Text Field 141: 
	Text Field 142: 
	Text Field 143: 
	Text Field 144: 
	Text Field 145: 
	Check Box 344: Off
	Check Box 345: Off
	Text Field 146: 
	Text Field 200: 
	Text Field 147: 
	Text Field 148: 
	Check Box 510: Off
	Check Box 511: Off
	Check Box 512: Off
	Check Box 346: Off
	Check Box 347: Off
	Check Box 348: Off
	Text Field 155: 
	Text Field 156: 
	Check Box 349: Off
	Check Box 350: Off
	Check Box 351: Off
	Text Field 157: 
	Text Field 158: 
	Check Box 352: Off
	Check Box 353: Off
	Check Box 354: Off
	Check Box 355: Off
	Check Box 356: Off
	Check Box 357: Off
	Check Box 358: Off
	Check Box 359: Off
	Check Box 360: Off
	Check Box 361: Off
	Check Box 362: Off
	Check Box 363: Off
	Text Field 159: 
	Check Box 364: Off
	Check Box 365: Off
	Check Box 366: Off
	Text Field 160: 
	Text Field 161: 
	Check Box 367: Off
	Check Box 368: Off
	Check Box 370: Off
	Check Box 369: Off
	Check Box 371: Off
	Check Box 372: Off
	Check Box 373: Off
	Check Box 374: Off
	Text Field 162: 
	Text Field 163: 
	Check Box 375: Off
	Check Box 376: Off
	Check Box 377: Off
	Text Field 164: 
	Text Field 165: 
	Check Box 378: Off
	Check Box 379: Off
	Check Box 380: Off
	Text Field 166: 
	Text Field 167: 
	Check Box 381: Off
	Check Box 382: Off
	Check Box 383: Off
	Check Box 384: Off
	Check Box 385: Off
	Check Box 386: Off
	Check Box 387: Off
	Check Box 388: Off
	Text Field 168: 
	Text Field 169: 
	Text Field 170: 
	Check Box 389: Off
	Check Box 390: Off
	Check Box 391: Off
	Text Field 171: 
	Text Field 172: 
	Check Box 392: Off
	Check Box 393: Off
	Check Box 394: Off
	Check Box 395: Off
	Text Field 173: 
	Text Field 174: 
	Check Box 396: Off
	Check Box 397: Off
	Check Box 398: Off
	Text Field 175: 
	Text Field 176: 
	Check Box 399: Off
	Check Box 400: Off
	Check Box 401: Off
	Check Box 402: Off
	Text Field 177: 
	Text Field 178: 
	Check Box 404: Off
	Check Box 405: Off
	Check Box 407: Off
	Check Box 406: Off
	Check Box 408: Off
	Check Box 403: Off
	Check Box 409: Off
	Check Box 4010: Off
	Check Box 4011: Off
	Check Box 4012: Off
	Check Box 4013: Off
	Check Box 4014: Off
	Check Box 4015: Off
	Check Box 4016: Off
	Check Box 4017: Off
	Check Box 4018: Off
	Check Box 4019: Off
	Check Box 4020: Off
	Check Box 4021: Off
	Check Box 4022: Off
	Check Box 4023: Off
	Check Box 4024: Off
	Check Box 4025: Off
	Check Box 4026: Off
	Check Box 4027: Off
	Check Box 4028: Off
	Check Box 4029: Off
	Check Box 4030: Off
	Check Box 4031: Off
	Check Box 4032: Off
	Check Box 4033: Off
	Check Box 4034: Off
	Check Box 4035: Off
	Check Box 4036: Off
	Check Box 4037: Off
	Check Box 4038: Off
	Check Box 4039: Off
	Check Box 4040: Off
	Check Box 4041: Off
	Check Box 4042: Off
	Check Box 4043: Off
	Check Box 4044: Off
	Check Box 410: Off
	Check Box 411: Off
	Check Box 412: Off
	Text Field 179: 
	Text Field 180: 
	Check Box 413: Off
	Check Box 414: Off
	Check Box 415: Off
	Text Field 181: 
	Text Field 182: 
	Check Box 416: Off
	Check Box 417: Off
	Check Box 418: Off
	Check Box 419: Off
	Check Box 420: Off
	Check Box 421: Off
	Check Box 422: Off
	Text Field 183: 
	Text Field 184: 
	Check Box 423: Off
	Check Box 424: Off
	Check Box 425: Off
	Check Box 426: Off
	Check Box 429: Off
	Check Box 432: Off
	Check Box 435: Off
	Check Box 438: Off
	Check Box 441: Off
	Check Box 427: Off
	Check Box 430: Off
	Check Box 433: Off
	Check Box 436: Off
	Check Box 439: Off
	Check Box 442: Off
	Check Box 428: Off
	Check Box 431: Off
	Check Box 434: Off
	Check Box 437: Off
	Check Box 440: Off
	Check Box 443: Off
	Check Box 444: Off
	Check Box 445: Off
	Check Box 446: Off
	Text Field 185: 
	Text Field 186: 
	Check Box 447: Off
	Check Box 450: Off
	Check Box 453: Off
	Check Box 448: Off
	Check Box 451: Off
	Check Box 454: Off
	Check Box 449: Off
	Check Box 452: Off
	Check Box 455: Off
	Check Box 456: Off
	Check Box 457: Off
	Check Box 458: Off
	Text Field 187: 
	Text Field 188: 
	Check Box 459: Off
	Check Box 460: Off
	Check Box 461: Off
	Check Box 462: Off
	Check Box 463: Off
	Check Box 464: Off
	Check Box 465: Off
	Check Box 466: Off
	Check Box 467: Off
	Check Box 468: Off
	Check Box 473: Off
	Check Box 471: Off
	Check Box 469: Off
	Check Box 474: Off
	Check Box 472: Off
	Check Box 470: Off
	Check Box 475: Off
	Text Field 189: 
	Check Box 476: Off
	Check Box 477: Off
	Text Field 190: 
	Text Field 191: 
	Text Field 192: 
	Check Box 478: Off
	Check Box 480: Off
	Check Box 482: Off
	Check Box 484: Off
	Check Box 486: Off
	Check Box 488: Off
	Check Box 490: Off
	Check Box 479: Off
	Check Box 481: Off
	Check Box 483: Off
	Check Box 485: Off
	Check Box 487: Off
	Check Box 489: Off
	Check Box 491: Off
	Text Field 193: 
	Text Field 194: 
	Check Box 492: Off
	Check Box 494: Off
	Check Box 496: Off
	Check Box 498: Off
	Check Box 500: Off
	Check Box 502: Off
	Check Box 504: Off
	Check Box 506: Off
	Check Box 508: Off
	Check Box 5010: Off
	Check Box 5012: Off
	Check Box 5014: Off
	Check Box 5016: Off
	Check Box 5018: Off
	Check Box 5020: Off
	Check Box 493: Off
	Check Box 495: Off
	Check Box 497: Off
	Check Box 499: Off
	Check Box 501: Off
	Check Box 503: Off
	Check Box 505: Off
	Check Box 507: Off
	Check Box 509: Off
	Check Box 5011: Off
	Check Box 5013: Off
	Check Box 5015: Off
	Check Box 5017: Off
	Check Box 5019: Off
	Check Box 5021: Off
	Check Box 5022: Off
	Check Box 5024: Off
	Check Box 5023: Off
	Check Box 5025: Off
	Text Field 195: 
	Text Field 196: 
	Text Field 198: 
	Text Field 199: 
	Check Box 5026: Off
	Check Box 5027: Off
	Check Box 5028: Off
	Check Box 5029: Off
	Check Box 5030: Off


