LETHBRIDGE PERIODONTAL ASSOCIATES

HEALTH HISTORY
Name
Hsight Weight Dateof Birth______
DAY MONTH YEAR

Home Address City PostalCode ____
Telephone: Cell Home Business
Marital Status (Please circle): Single Married Divorced. Name of Spouse DateofBirth____

. DAY MONTH YEAR
Patient’s occupation Firm
Spouse’s occupation Firm
Patient's A.H.C. # Email

Patient’s dentist

How long have you been a patient of your present dentist?

Name of Dental Insurance Company (if any): Name Giroup, Cert
Dual Plan/Spouse Plan: Name Group Cert
Date of last physical examination Findings

**-k**'k**********************************
Periodontal disease may be caused by a combinaticn of several factors and the following questions are designed to help us
identify them, The success of therapy is dependent upon this. Therefore, although some of the following guestions may seem
unrelated to your periodontal condition, they are all associated with proper management of your oral health and are confidential.

*******'k***********************'k********

CIRCLE ONE
*DK - Don't Know

1. Are you now or have you ever been under the care of a physician for a certain CONAIIONT <eeeetrisrisirrinssiemsresssmsrasaesssrasian s pasanssnananssnss Yes No DK

2. Do you have or suspect you have Acquired immune Deficiency SYNAIOME? 1ococcrvsrrersrsees st emsis st s 0000 Yes No DK

3. Are you taking or have you taken any drugs within the past year?...... i Yes No DK

(example: tranquilizers, steroids, aspirin) List

4, Do you have any In dwelling medical devices {hip or knee replacement, heart valve or pacemaker, B1C.}7 v s Yes No DK
5. Do you have or have you ever had any of the following conditions:

Asthma Yes No DK Lupus Yaz Neo DK

Rheumatic Fever Yes No DK Tendency to faint Yes No DK

Heart Murmur Yes No DK Epilepsy Yes No DK

Heart problems Yes No DK Diabeies Yes No DK

Heart attack Yes No DK Seizures or convulsions Yes No DK

High blood pressure Yes No DK Jaundice ‘ Yes No DK

Heart surgery Yes No DK Hepatitis (liver disease) Yes No DK

Stroke Yes No DK Thyroid or Parathyroid disorder Yes No DK

Scarlet fever Yes No DK Kidney problems Yes No DK

Anaemia ' Yes No DK Arthritis or Rheurnatism Yes No DK

Abnormal blood count Yes No DK Ulcers Yes No DK

Hay fever Yes No DK Tuberculosis Yes No DK

Hives or skin rash Yes No DK Emphysema Yes No DK

Tumor or growth Yes No DK Herpes Yes MNo DK

Frequent headaches Yes No DK Glaucoma Yes No DK

Sinusitis Yes No DK Prostate disorders Yes No DK

Radiation therapy Yes Mo DK {Ovar)




6. Has your general health changed in the Past YEAIT ... .. i b s Yes No DK
7. Has your welght changed in the PaSt YEAI? .......eeeiisisssessssssssmmmsmasssssssssssssssssssssss s ieeveeeeaseaseas s seaares e sneeseraessestesbearesi Yes No DK
8. Have you ever had ény setious liinesses or major operations? ... Yes No DK
9. Have you had abnormal bleeding associated with previous tooth extraction, surgery, or trauma?.......... Yes No DK
10, DO YOU NBAI SIOWIYT 1rerererrrmuvassetsiiesrsnsssisisrs s esness st s b st sesm s s e e a0 £ IRAERARERER£E4ELELLLELss nns Yos No DK
11. Have you ever had any allergies (food, dust, drugs, fur, 18X, B1C.)7.. v ireesee e s Yos No DK
12. Are you allergic or have you had an adverse reaction to any of the following:
Dental anaesthetics (novocaine, etc) Yes No DK Aspirin Yes Mo DK
Penicillin or other antibiotics ‘ Yes No DK Codeine Yes No DK
Barbiturates (sleeping pills) Yoes No DK Other drugs Yes No DK
Peanut Allergy Yes No DK
13. Have you ever been warned against taking any drug of MadiCINE? ... Yes No DK
14, Have you ever had an asthmatic BHACKT ........ceeoew ot sren s e ess s SRS P st s Yes No DK
15. Are you ever short of breath or have chest pains after mild BXertioN? ..o Yes No DK
16. DO YOUF AMKIES SWEIT ......oevveseiosiesiisioseseesseeessas s ss e vras s s 0 oo e Ea R AR RS PR LS LS Yes No DK
17. Are you thirsty much of the time?.................. .................................................................................................................................. Yes No DK
18, Has anyone in your family ever had diabetes? Whao? T O RTOTTUOOSOPON Yes No DK
19. Do you have a persistent cough or do you cough UP DlOOAT et s . Yes No DK
20. DO YOU CONSIHST YOUTSEIE 8 NBEVOUS PBISONT ...ovuieerirrrmeraiassssssecsrerssnerseesseeas e orer et 1448 SRR 4R 980T b 11008 Yes No DK
21. Have you ever received psychiatric cara? PsyChotherapy? ... et s s Yes No DK
22. Have you ever had surgery or treatment for a tumor or growth of your head, Mouth or PS? w..eeii s Yes No DK
23. Do you smoke or have you ever smoked or used other I0DaCEO PrOTUCES? ...t e Yes No DK
if yes, how long? Date quit?
24, Do you often consume more than two alcoholic Grinks PEr day? ... s Yes No DK
DENTAL HISTORY
25, What is your reason for coming fo this office?
26. Are you experiencing pain from your mouth at this time? Lately? ... s Yes No DK
27. Have you had any swollen arsas of the QUMST ... b e Yes No DK
28. HavVe YOUT QUMS BEEN FECEAUINGY? ...ccv...otiiriiesersarass et b e a1 e L Yes No DK
29. Have your guMS been DIEaTING? WWHEMP ... .ot er s s has R LA LS PR bbb Yes No DK
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DENTAL HISTORY

Have you noticed bad mouth odors or tastes? .........ocooeeeciecinnii e

Have you, In the past, ever had periodontal{gum) treatments? When and by whom?

When did you last have your teeth cleaned?

How often have you had your testh cleaned in the last ten years?

Have your front teeth separated, creating spaces between them I&ely?..........cue s
Have you NOtEEH ANY [0088 18BN 1. i civessirmn s easssesins et st a8 bR Eme
Does 00t Catch BEIWEEN YOUF TEETNT 1...uv i cericesssiasssssrrses e d s ir e s s bbb S AL LS
Have you ever been told that you have periodontal disease or PYOITNBAT Lovovcerrrrinnriirerrrrmeee st sisss i s e
Do you clench or grind your tseth during the day or RIG? ...
Do you bite your lip, fongue or cheek?.............. TR S
Do you fael that your teeth COme tOgEtNEr BVEMIYT ..ot e
Are you conscious of sore teath, loose teeth, or HIGR FHINGST vt vreeaiscsistisirme s e e b
How often do you brush your teeth 1, 2, 3, or more times a day?

Do you use a hard, medium, or soft tooth brush? (PLEASE CIRCLE)

What home care aids are you currently using?
e.g. dental floss, stimudents, water pik, rubber tip, proxy brush, mouthwash or alectric toothbrush (PLEASE CIRCLE)

Waould you be tremendousiy disturbed If you had to lose your teath and wear false teeth? ...
Would you be willing to spend several minuies per day clearing your teBth? .........ceee i s
Are you satisfied with the BpPearance of YOUF tEEIT .. e
Have you ever had OrtNOCONC HEBHTIONT (DIACEE)T crr.crirsrmserssreansssrsrins s arss s s e S AL R AT
Do you breathe primarily tRrOUGR YOUT MOUENT .....vuuusrerieesessrsssmmmsssssise s e s s s e

Have you ever had an extremely frightening experience WItH ENHSINY? 1ovureeeeirinirecrirree e s b s e

FOR WOMEN ONLY

Ars you pregnant at the present time? Expected dug date.....cco..commnrmmminecsns s

Date of last menstrual period

HAVE YOU TERCIE METIODAUSET wuuuiriusreeeessisbsssisssssssseasases e g1 LR S e
Have you had & hySterectomy of OVANBCIOMYT ... s s b S s b e
Are you taking female hormones (oral contraceptives, BEL) 1rreereserrr et et ee bbb g SRR

Do you know that certain medications (e.g. antibiotics) may inhibit the effectiveness of oral contraceptives? ...
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| herehy give consent to have a periodontal (dental) axamination and or relief of pain treatment. This treatment may include use of various medications such
as: local anaesthetics {freszing), antibiotics, analgesics (pain killers), and others as required.

DATE: SIGNED

Parent or Guardian if Under Legal Age



