SMISEK FAMILY DENTISTRY MEDICAL QUESTIONAIRE

NAME (Last, First, MI): ___________________________________________________

BIRTHDATE: ____________________ SOC. SEC. #: ___________________________

PHONE #: ______________________ EMAIL: ________________________________

ADDRESS: (Street) _______________________________________________________


        (City, State, Zip) _______________________________________________

OCCUPATION/EMPLOYER: _________________________ PHONE: _____________

PERSON RESPONSIBLE FINANCIALLY (Name, Relationship, Soc. Sec #, and date of birth): __________________________________________________________________

BILLING ADDRESS (If different than above): _________________________________

METHOD OF PAYMENT (Insurance, Time payments, As work proceeds. Circle one and describe on the space following): _________________________________________

HOW YOU CHOSE OUR OFFICE: __________________________________________

REASON FOR VISIT: ____________________________________________________

Have you been under the care of a physician during the past two years? ______________

Have you experienced any heavy bleeding requiring special treatment? ______________

Have you been in the hospital during the past two years? __________________________

Have you ever had a bad experience at the dentist office? _________________________

ARE YOU ALLERGIC TO:

PENICILLIN ___________ CODEINE _________ LOCAL ANESTHETICS _________

SULFA ________ JEWLERY ________ OTHER _________

ARE YOU TAKING ANY MEDICATIONS AT PRESENT? (If yes, please describe)

________________________________________________________________________

ARE YOU TAKING ANY BLOOD THINNERS OR COUMADIN? (If yes, please describe) ________________________________________________________________

NAME AND PHONE OF YOUR PHYSICIAN: ________________________________

HAVE YOU HAD OR DO YOU HAVE ANY OF THE FOLLOWING CONDITIONS?

___ Rheumatic Fever                ___ Other cardiovascular problems    ___ Thyroid Problems

___ Heart Murmur

   Describe: _______________         ___ Anemia

___ Congenital Heart Disease  ___ Leukemia                                      ___ Liver Disease/Jaundice

___ Heart surgery/angioplasty  ___ Hemophilia/Bleeding Disorders  ___ Hepatitis A or B

___ Infective Endocarditis        ___ Aids/HIV Infection                      ___ Diabetes

___ Mitral Valve Prolapse        ___  Blood Transfusion Date ____     ___ Kidney/Dialysis/Trans

___ Pacemaker/Artificial Valve ___ Allergies                                     ___ Cancer

___ High Blood Pressure          ___ Asthma/Hay Fever                       ___ Emphysema

___ Stroke                                 ___ Hives or Skin Rash                      ___ Tuberculosis

___ Heart Attack/Failure          ___ Arthritis/Rheumatism                   ___ Stomach Ulcers

___ Angina                               ___ Orthopedic Pins, Rods, Screws    ___ Prosthetic/Implants

___ Heart Transplant                ___ Joint Replacement                        ___ Venereal/Gen. Herpes

___ Glaucoma                          ___ Epilepsy                                        ___ Scarlet Fever

___ Fainting/Dizzy Spells        ___ Alcoholism                                   ___ Psychiatric Treatment

___ Chemical Dependency      ___ Woman only: Are you pregnant? ___ Tobacco? Type ______ 





     If pregnant, due date: ________
Amount/day ________










How long used ______

Please list any other conditions not listed above: ________________________________________

DENTAL INFORMATION (PLEASE ANSWER YES OR NO)

Are you satisfied with the appearance of your teeth? ______________________________

Is it important for you to keep your teeth? _______________________________________

Is there anything about your dental treatment that bothers you? ______________________ 

Does food tend to get caught between your teeth? _________________________________

Do your gums bleed when you brush or floss? ___________________________________

Have you noticed any loosening of teeth? _______________________________________

Do you have any problems with your jaw joints? (i.e. clicking, etc.) __________________

Have you had any orthodontic treatment, oral surgery, gum treatment? ________________

Are you having gum pain at this time? _________________________________________

Date of last dental treatment: __________________

Date of last dental cleaning:   __________________

To the best of my knowledge, the above information is complete and correct.

SIGNATURE: _________________________________________  DATE: ____________

MEDICAL/DENTAL HEALTH UPDATE (Please note any changes since your last visit)

DATE


CHANGE IN HEALTH STATUS

SIGNATURE

_______

_______________________________
___________________

_______

_______________________________
___________________

_______

_______________________________
___________________

_______

_______________________________          ___________________

_______

_______________________________
___________________



