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Since tha causa of parlodontal disease is a combination of many lactors, sndis vary complex, itis necesesry to Investigate any possible
conliibuting influences. The success of treatmant depends upon the control of alf causailve factors.
Although meny of these questions may not directly involve your parlodontal condition, they sie sll related to the successiul

management of your case.

Ploase snswar sll the questions to the best of your sbillty. Your responses are for our records only and will be kept conlidenilal.

PRESENT HEALTH:

1. How would you describs your present health?
2. Are you now under the cara of a physician?

..........................................................

3. Name and address of your physiclan

fhone R
Date of last physical exam
4.  What medicatlons sre you presently taking?
PAST MEDICAL HISTORY: Do you have any artificial joints? ...............c.ooaa.
6. Have you had any serfous Hiness or oparBllon? ... ..... .. .iiiiuriiiirienrasmsnarasctomieramerranesnins
Il so, what end when?
6. Have you ever had any allergles? ... ... . oo ittt iatatatsanaseniosen et ararariroan e,
i so, what and whan?
CARDIOVASCULAR:
7. Have you aver had sny heart trouble? O murmurs? D o i e,
8. las your blood pressure ever been too hight O too lowd D L. i
9. Have you evers had rheumatic fever? (0 rhoumatic heartdisease? 11 .. ... ... ....cciiiinna.....
10, Are you subject to fainting spells? (1 dizzinass? chestpains? {1 ........................
Pl Hove you over had 8 B110KET .. ... .. ... uresenee e eaean s s seaacnanansssneenansossnoseunseraannnsnnsns
8LOOD:
12, Have you ever had abnormal bleading preblame aftar s cul? O toothoomtrmetlon? DOV Ll
13. Do you brulse essily? D bleadeaslly? O ........itiiriniiernnneenecentnrassocrerccrenccnaaneins
ENDOCRINE:
T4, Do you hava digbetes? ... ... ... . iitiieeieeeeeee s aaaaae s ta et e et e e,
16, Have you aver received trastmaent for sny andocrine or glanduler disorder? ................... ... ...
NERVOUS:

.........................................................

18. Do you sulfer frequent or severs headachas?

17. Heve you ever had severe paing of head or face?
18.
19. Have you ever had epilepsy or convulsions?

......................................................

Do you conslder yoursall excessively nervous? ...............ciiiiiivianinnnns rreae e aa s

..........................................................

............................................................

20. Have you ever had 8 nervaus breakdown?

ARESPIRATORY:
21. Do you aver bacome short of bresih?
22. Do you have asthma?
23. Have you had tubsrculosls or 8 persistant cough?
24, Do you smoke?

................................................................

------------------------------------------------------------------------------

.....................................................

------------------------------------------------------------------------------------

il s0, what and how much?
G.LAND Q.U

26. Have you ever had MepatltIs? ... ... .....ieruneeneraeesnsnnseasene e seemtaaataaaaseanananaeannnnas
Have you ever had stomach or duodenal ulcers?.........

------------------
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OTHER: Have you been tested for the AIDS virus?
Are you sensltlve to aspirin, penlcililn, novocaln, codeine or sny other drugl i

P N N Y R R RN A R R

Ares you on any spaclel dlet? ....

tHava you sny kidney or lives proble..s? ............. tettemesananea tenneteereavaeaenn teeeeneins

.............

Are you HIV positive....

1iave you evar had syphillie, gonorrhes, or other venereal disease?

e s

79.
30. 1lava you aver recelvad X-ray or radloactive lsotope trestment? .................. PP e
31. Heve you ever had s lumor orcancer? ... ....cvciiieannnn vessusaes Geemansnenes e eaeee e
32. Have you aver had local anesthesis? O general anesthesla? (1 nltrous oxlde (laughlng gas)? O ...
33 ODoyovhavesthritis? ... ............... Nereraseesaerras eeanean revmeeeenen eesemssncerean e
34. Do you have any impalrmant or disorder of your syes, ears, nose of thwoet? .........coviiieeninnnain.
" 35. Doyou have recurrent herpes? ........... tesareneseeune veiessessranranans Geteasansarernnns R
FEMALES:
36. Are you now pregnant or are you anticipating pregnancy within the nextyesr? ..........cooevnnnnns ceae
37. Hiave you undergons, or are you presently undergoing MENOPEUSOY ..o inieenernanrsoacasnarronnnns
38. Are you laking birth control medication? ......... tasesseseventeserraarasanarans teteeeaiianaaaann -
PRESENT DENTAL HEALTH:
1. Namae and address of your denlist
Phone
Data of your last visil
2 Doyourgumsbleed? ............... tettsesenaaeene teemescataneenns faeaeeenees e bamaeeiaaaeaas
If s0, when?
3 Avo you awnre of 8 bad 1aste or odor Inyourmouth? ............ teecamreaers venreerenannn eveiaaaeean
4. Doos your Jaw evar click or cause pain on opening or closing? ....... Casaeeen Ceerveaeaaes e
&. llnve you noticed any shift In your teeth orblte? .............. veeeens . e eam e
6. Do you ever have paln in your jaw? [ Inyourear? D ... ....oiiiiiiitn ew e
7. Have you aver noticed yourself clanching your testh? O grindingyour festh? 1 ..................
if so whan?
8. Is any area of your mouth sore {o pressures or Ireltants? . ........... F . eeaaean et
i so, where #nd to whal?
9 Amayouinpainnow? ............ tebssasaneranann T e retessaraa s
Where?
10. When were your last full mouth X-rays?
11. When did you Inst have your taeth cleaned?
Where?
12. What oral hygiene aids do you use?
llow oftan?
13. What do you conslder most important?

' mresarvalion of naturel teeth D trradication of infectlon U esihetics {)
slimination of pain O avoldance of removables dentures O function {1
othar

PAST DENTAL HISTORY:

14, Heve you ever had an acuts sore mouth or gumbolis? .. ... ciiiiiiiariiiniinnraininiiiie e,

15.  Did you ever wear bracos for straightening your testh? ........... vereareraaes eeeesatasaan -

16. Hava you svar been Instructed In care of your gums or preventlon of decey? .........coooovienercrennn.

17. Move you ever had previous periodontsl or gum trestments? ......... R cereraan Cerearieaaeaany
If so, whon? Where?

18 Have you evar had & tooth removed? ........... Cerrenaeerans erereanan J e eeveaeeae e
If s0, when? Why?

19 Have you ever had any serlous problems associated with previous dental treatmant? ...l

THANK YOU FOR YOUR COOPERATION.

If so, explain
Do you hava any diseasa, condition, or problem not listed sbove that you think | should know about?

if so, please explain
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