HEALTH QUESTIONNAIRE

Date

Name M__F_DOB SocSec# - -
Address Email

Phone: Home Work Cell

Marital Status Occupation

Spouse’s Name Occupation

Closest Relative/Emergency Contact Phone
Primary Dental Insurance Co Secondary Dental Ins.Co
Employer Employer

Subscriber Subscriber

Subscriber ID Subsciber ID

Date of Birth Date of Birth

By whom were you referred to our office?

In the following questions, circle YES or NO, whichever applies. Your answers are part of the medical information
and are considered confidential.

1. Name of primary physician Phone No.

2. Have there been any changes in your general health in the past year?.......ccccooeveeveriennen. Yes No

3. Have you had any surgery requiring hardware/pins/screws?........cccoceeeeeeeecreeceeceesvesneesnnen. Yes No

4. Have you been hospitalized or had a serious illness within the past 5 years?..........ccccccoe.... Yes No

Explain

5. Do you have or have you had any of the following diseases or problems?.............ccccueeee.... Yes No
a. Rheumatic fever or rheumatic heart disease......c.ceoveevnecnrecnne e e Yes No
b. Congenital heart diSEase (MUIMIUF) .......cooi ottt et st v ste e e eaes Yes No
c. Cardiovascular disease (heart attack, high blood pressure, stroke).......ccoceeevevrveennnans Yes No
d. Heart Valve REPIacemMENT ...ttt et st st s st st st st e Yes No
e. Joint Replacement (hip/KNEE/ELC...) ittt et e Yes No
f. FAINtiNg SPEIIS OF SEIZUIES ..oocviiieeictietiete ettt sttt st st st st stesbesbeetesteetesreennaaes Yes No
= DT T=1 o =1 o OO Yes No
h. Hepatitis, jaundice or liver diSEase........ccevieveceiecece et e er et e Yes No
i. AIDS OF HIV SErOPOSITIVE ..cceeieeieiriieirece ettt ettt estes e aes e e e e e e e e e e see e e s nas Yes No

{PLEASE FILL OUT OTHER SIDE AND SIGN}



Jo SINUS PIrOBIEMS ...ttt et et e e e et e e e e e e st ee sae st ebeaneenas Yes No

K. KidNEY PrODIEMS ...eeceee ettt et sttt et e s te st e et v e sas st se s et enssas et saenanas Yes No
| SEOMACKH UICEIS .ttt st st s et st s s s ebe s s Yes No
6. DO YOU SIMOKE?....eiieiiie et ee ettt ettt te s te s e s et b eaestese s es et et asestesesessesaesensatestensssnssesarsasn oas Yes No
7. DO YOU ChEW tODACCOY...cc ittt ettt ettt e sat e bt e e sbe e s bee e saseesanneaeenas Yes No
8. History of abnormal bleeding associated with previous extractions or surgery.......cc.coceceevevnnes Yes No
9. Have you been treated for CaNCEI?.......oouiiiiiiiee e e Yes No
Radiation t0 head/NECK @r@aP......ueeieiiiiiceieeiiee ettt ettt e e e e s eber e e e e e e sseraeeeeeesesaees Yes No
10. Are you taking any of the following medications?..........ccoceeeiiiiiiiniieiieee e Yes No
F TR Y 1 o [ ] o ot OO TSR RTSORRON Yes No
b. Blood thinners (aNtiCOABUIANTS).......c.uciceiieeiieictiee ettt s e er e v et saesaas Yes No
C. High Blood pressure MediCations..........ocviveceneinecnneine e st e st s sesseebe s enenes Yes No
0. SEEIOIAS. ..t e b e e s e s s e s e st e Yes No
€. ASPITIN et ettt et e e e e e e e e h s e b e e s et er e e n e r e ere e et e Yes No
f. Insulin or diabetic MediCatioNS.......c.ccoiivirereeireniiiect ettt et b Yes No
8. OThErs (JiST PlEASE) .. v ettt sttt sttt sttt et e ee e et e ses e e s e ses et ses et e seneaens Yes  No
11. Do you take now, or have you ever taken medications for 0steoporosis?........ccccceevvveeeecrveeennn. Yes No

12. Are you allergic to any of the following?

3. LOCAl @NESENELIC....cueee e s e e s e Yes No
b. Penicillin or other antibiotics (SPECIfY).....ciirivrrriereieeee sttt b e Yes No
Co ValIUM ettt e e et bbb b b s s nene s Yes No
d. Codeine Or Other NArCOLICS.....ccuvieiecre e e e e s Yes No
LI ] o 11 T o PO O TS PRPRTTP Yes No
13. WOMEN: Are YOU PreBNANT?..cccciieeiiiieeeetieeeeeitteeestteeeessateeesssseeeessseeeassseeesansseeesssseesssssseeesnnns Yes No

I hereby authorize and request the performance of dental services from Barats Family Dentistry, PC, including the
performance of whatever procedures the judgment of the doctor may deem necessary during the performance of
any dental procedures that have been mutually agreed upon. Furthermore, | will be responsible for any financial

obligations incurred for dental treatment.

Signature of patient (Parent if patient is a minor)

Signature of Dentist




