Cosmetic, Implant, and General Dentistry

Medical History Questionnaire

For the following questions, check YES or NO, whichever applies. You answers are for our records only, and will be confidential.

DATE:

NAME:

Sex:

Birthdate:

THESE FACTS HAVE A DIRECT BEARING ON YOUR DENTAL HEALTH

Height: Weight: Race:

General Medical History:

1.

2
3.
4

Are you in good general health? ... e s e e s — YES —' NO

.
Has there been ANY changes in your general health in the past year? .......cccovceve e ceveeeeeeee. — Yes —' No

| | | |
My last physical exam was on, approximate date: ..........ccoevmrerirssseses e s s see e == Y€S = NO
(| (|
Are you PRESENTLY under a physician’s €Care? ..........ccoovvvevmriensrse s v e e e sevses e sesssssseneenee. == Y€S = NO
PV ' DR 174 o F= Y o0 s Lo s (o o
b. Physician Name and address: .......ccooeriiiir ettt e e e e re s e e e e e s e e reen e e e e e e eera e srenes

Have you had any serious illnesses or 0perations? ........ccueoe e eoeiveerrensesseeens e s e s e srenn e

A IEYES, PIEasE LISt ittt s et et e s e e e re e h ke b s e s e s e see e s e ek e et e e b
...................................................................................................... e

Have you ever been hospitalized in the past 5 years? ... e e e e e e — Yes — No
=T 4 D 7= 110 ) o

Cardiovascular System:

7. Do you have or have you had any of the following: Please check:
g Heart trouble g Heart attack ':| Coronary insufficiency = Mitral Valve Prolapse
= Stroke = Damaged heart valves = Congenital heart disease
8. Rheumatic heart disease, heart MUIMIUI? ......uuiueiueieiiiir e ee s ees e s s s s s ssear e seseve e esssrbe sreres sars '—| Yes '—| No
9.  Chest Pain after EXEITIONT ...ciiviiriceii ittt s s e et e s e es e e e s e et st neeen = Yes = No
10. Shortness of breath after mild eXerciSe? ..o e e e e e e e e e = Yes = No
11. DO yOU ANKIES SWEIL? ..ot ettt e e s e e e e e e e mee e ree e Eren e nn e = Yes = No
12. Do you use extra PilloWs t0 SIEEP7 ... it et e e e e e e e s = Yes = No
13. Do you have a cardiac Pacemaker? ..........cooecoeirerrieies e e ereerr e e e e e srens e srees e srera e smers e e = Yes = No
14. Do you have any blood pressure problems? ... e ereir e e e s e e e een e = Yes = No

- ... =
a. IfYES, —' High — Low

Nick

changing lives one smile at a time

W: www.DrNickSeddon.com « E



Central Nervous System:
15. Do you have or have you ever had:

i

b.
C.

d.

D00 =] 01372 TR — Yes

| |
Fainting SPellS? ...t e e e e e s e e nrnn e e = Y €S
(.
Y=Y 17§ = P PRP — Yes
(.
Emotional diStUIDANCES? ....cieii it et e et e st s b ereb s e sre e s en b — Yes

16. Do you follow any treatment for a NErvous diSEASe? .......c..ccevereieirreree e s e e ereree e e — Yes

Respiratory System:

17.
18.
19.
20.
21.

Do you have a persistent cough or cold? .......c.ccoeoeiviriiin i e e = V€S

Do you have or have you ever had tuberculosis? .........ccccuiriiir v e e enes. == V€S

Is there ANY history of tuberculosis in your family? ..........ccco i e — Yes

Do you have sinusitis or sinus trouble? ... ir e e s s e s = V€S

Do you have emphysema, chronic bronchitis, asthma? ..........ccco v — Yes

Digestive System:

22. Do you have ANY Stomach UICEIS? ......ooeiiiiie et e e e e e e eeer s e eer s s s e een e — Yes
23. Do you have or have you ever had:

a.
b.
C.
d.

e.

f.

Acid reflux (GERD)7 oottt et st ssr e st v e s s e s sassesssssessssnsssssesssnnessnesens == Y €S
HEPALIIS? oot e e e e e e e e e e e e e s e ssnrenne e rennnne = Y €
21005 o o <SSR € -1
LIVET dISEASE? ..ceeeeiee e et e s s e e s s s s e e sae e een e e e nenn e srenr e srenn e srennens = Y €S
Have you ever vomited blood? ..........cciiiiiireirierer et e e s v s e s = Y €S

Do you have ANY diarrhea? ...t e srrse e = Y €S

Endocrine System:

24. DO yOU have dIiaDetes? ... ..o oottt e e e e ere e e e s rer s e eer s e eer s e en s e enn e — Yes

a.

1 —
If YES, is it '— Controlled “~ Uncontrolled

25. Does anyone in your family have diabetes? .........ccooo i e == YES

26. Do you urinate more than six times per day? ......c.c.ccccovrceeireerinernmeenneenner s eeeress s s eees e e sserenens. == Y €S

27. Are you thirsty very often or do you have a dry mouth? ..........cccco oo — Yes

28. Do you have hypo or hyperthyroidiSm ..o e s e e e e e e — Yes

Hematogenous System:

29.
30.
31.
32.
33.
34.

Do you have anemia, sickle-cell disease, blood diSOrder? ..........ccovrieiin v e e — Yes

Is there ANY family history of blood diSorders? ... ireireie e e = YES

Are you hemMOPhiliC? ... e et e e e s s e s e e e eneenes = Y €S

Have you had abnormal bleeding after any surgery or trauma? .........c.coocecesserseeenssessevenssessseneseneens == Y€S

Have you ever had a blood transfusion? ..........cccco oo e s e s s — Yes

Immunodeficiency Problem? ..o e e e e e e e e s e e e e s — Yes

Allergies:
35. Are you allergic to or have you had reacted adversely to:

a.

| |
| o o= Y B 0o 1T o o 1= o (ol AT T — Yes



b. Antibiotics, penicillin, SUlfa drugS? ... s s e s e s e eseseeens. == Y €5 — No
c. Barbiturates, sedatives, or sleeping pillS? ..o e e ’—| Yes ’—| No
(o TR V) 0 ) o RO SPS O STSTUPRN = Yes = No
LT oY b33 - PRSPPI = Yes = No
f. Codeine or 0ther NArCOLICS? ....cviieiir e e e e e e e e e s e rer s e sren s e = Yes = No

| I
o U = PP — Yes — No

h.  Others? Please SPECITY ..o et e e e s e e e e et e e e e re s e e e ees e e eeas e e eees s srenms se s sperns ses srenns
36. Do you have asthma, hayfever, or seasonal allergies? .........ccccceevn e evvn v e seseeenes. == Y€S = NoO

37. Do you have or have you ever had hives or a skin rash? .........ccccceevieiir e = Yes = No

Urinary System:
38. Do you have or have you ever had:

A KIANEY troUDIE? ...t e e e e e e e s e e e e e e e — Yes — No
(. (.
| 0 1 £ (Y TR — Yes — No

| I )
C.  Syphilis, g0NOIThea? ... e e == YES = NO

Bones and Joints:
39. Do you have or have you ever had:

A ATERTIEIS? o e e e et e s e e e ner e = Yes = No

b. Inflammatory rheumatiSm? ..........ccoco i e e e e e e = Yes = No

(o =70 U= 0 0¥ (=T ot (o) o U AN = Yes = No

Lo IO 013 - T0 0100 0 1) 1Y TP RO S PSP = Yes = No
| | | |

e. Artificial joint replacement? ..o e e s — Yes — No
40. Have you received or are you currently receiving intravenous medication known as

bisphosphonates such as Zomata IV (zoledronic acid) or Aridia IM (pamidronate) ........ccceoeu. — Yes — No
41. Have you received or are you currently receiving oral medication known as
bisphosphonates for osteoporosis or another medical condition such as Fosamax

(alendronate), Actonal (risedronate), or Boniva (ibandronate sodium) ......ccouvrinevrcrccersivininns. = Yes  — No
42. If YES for either 40 or 41:

a. Have you noticed any changes in your mouth or jaws?........ccccee e vvine e cveinesvvveenee. = Ye€s = No
b. Have you had any jaw pain or toothache? ..........cccoviiiiii e = YES = NoO

c. Have you noticed any foul smell, swelling, or discharge? .......ccccoeceiriivie v cievvene. — Yes  — No

Other:
43. Do you have or have you ever had:

a.  Tumor or MaligNanCY? .....ceuvioeerririmeeerrieree s e s s s s s s s e sees e e sser e sesssnsnnensee == Y€S == NO
(. (.
b. Chemotherapy or radiation therapy? ........coceeveveiinser s re e sesseeneee. == Y€S = NoO

| | | |
44. Do you have or have you ever had ANY condition, disease, or problem not listed above? ....... — Yes — No

- O DT o] U= =) q 0] = Vo O O PP PR O TPP

| | | |
45. Are you regularly exposed to x-rays or any other radiation or toxic substances? ............cceeeve. — Yes — No

| | | |
46. Do you have glaucoma? ........cooiiirneene e e s e s s e rer s e nen s e enn s e sner e ennnreenene. == Y€S == NO

== =
a. IfYES, '— Wide — Close
47. Are you wearing or do you wear contact Ienses? .........ccccoeveirineeecreine e svenne e srenne s e esnneeneens. == Y€S = NO

48. Do you drink alcohol? ... et e e e e e e s s s e nnr e e s e s = Y €S == NO
a. IfYES, hOW MUCH QN NOW OFEEINT 1eeii it sttt e st s s s e eesa s be sre s seas e £esabeses sas sbe e sassmbe bees ssaebssas eessmemsen sassuns
ST Do RN {010 D 0] o T o of o RSO



a. IfYES, what kind (cigarettes, oral), how much, and how often? ..........ccoooirio i e e e

Medications:

50.

Are you taking any of the following medications:
a. Anticoagulants, blood-thinning agents? ... iricrerine s s evenene. == Y€S = NO
b. Medicine for high blood Pressue? ... e eeenes. == YES = NO
C. TranQUILIZEIS? .o ittt et st et st s e e s s s stsns e seer e snnsss s sesssnssnssnsresnsnennnens == V€S == NO

Lo TR (oY | o L= TP PRPUPRTRRRRRRTR <1 — No

®

ASPITINT e e e e e s eer e e e e e e e s e serenn e snnessnnnnne e nnnnens = V€S == NO

-

Codeine or 0ther NArCOtiCS? ..o e et e s e s s eebesen sbe snensnranene == Y €S — No
N =) o) (o KX OO UPURTTTPTRTIE <1 — No

8
h. Other? .. TR TPPRL ¢ TS \ o}
i. IfYES please explam

Medication List:
Name/Type of Drug Dosage How many times per day?

Women:

51.
52.
53.
54,
55.

AT YOU PreGNANTY ..eiieis it s s e e e e e e e she s e srs b rena sh£eas saerers e e s — Yes — No

| | | |
AT@ YOU NUTISITIE? ot eritiee e st re st e s e e e sre e e e es e she s e sae e en e enees se s rn e sae s an e saeern e san — Yes — No

| | | |
Do you have any problems associated with you menstrual period? .........cccccocmvcisivcirieeeeee. — Yes  — No

| | | |
Are you taking oral cONtraceptives? ......cooverconee e eneseene e s er e e s ere e e e seessenessensneenee. == Y€S == NO

| | | |
Are you undergoing hormonal therapy? ..o cevroe e e e e e e e s e e e — Yes — No

Dental History:

1.

No Utk W

What is your chief dental complaint? ...
Are you experiencing any pain or dlscomfort at thls t1me7
Are you satisfied with the appearance of your teeth? ..o e
Are you able to eat and chew foods satisSfactorily? ...
Do you have headaches, ear aches, or Neck Pain? .......ccccevieinin e e e
Do you frequently experience Sinus Problems? .........coccoerieiir e ceereens e s e e e e s
Have you had ANY serious trouble associated with ANY previous dental treatment? ............
T O DAY o) (o= L= q 0] = Vo OSSOSO PRPOPR

To the best of my knowledge the in formation in this form is accurate.

Signature of patient or guardian Date

Signature of witness Date

Dr. Nick Seddon Date




