Time 4:02 PM YWest Michigan Dental Professionals Date 1/30/2018
flew HH 2018
Patient Name: Birth Date: Date Created:
Patient Questionaire ~
&re you under a medical doctor's care for any condition? TiYes (iNo ifyes Q ‘
List 2l surgeries you have had with the date: iYes TiNo Ifyes | ~
List all medications you tzke daily: iTives Mo if yes ; 7
Have you had artifidal joint replacement or heart surgery? “iYes 1Mo if yes { ‘
Do you use controlled substances? “iYes iNo Fyes | j
Do you use tobacco? “iYes )Mo
Have you been told vou snore/stop breathing during sleep? Tives iNo
%
Have you ever had a sleep study done? “i¥es 7 No
Women: Are you taking oral contraceptives? iYes ¢ No
Women: Are you pregnant? “iYes i 'Mo
Are you allergic to any of the following?
Codeine Tives TiMe Latex i Yes 7 +No
Local Anesthetics :Yes i_iMNo Aspirin TiYes iNe
Amoxicillin iYes Mo Penigilin iiYes (Mo
Sulfa : “iYes No Other iYes ©_iNo
Medical Conditions
Do you have, or have you had, any of the following?
7 Acid Reflux "I Cortisone Medidne T Hepatits A TRadiation Trestments
FlapHp [ IDepression [HepatitieBor C "Recent Weight Loss
[Tl ADSHIV [T Ipiabetes FlHerpes [IrRenal Dialysis
[] Alzheimer's Disease ~Iprug Addiction High Blood Pressure [|Rheumatic Fever
[Tl Anemia " 1Easiy Winded [T High Cholesteral [Iscarlet Fever
jangina | Emphysema [ THives/Rash ] scoliosis
7 artiwitis {lEndometriosis [ Hypoglycemiz [seizure
] artificial Heart Valve {Iepilepsy s "I shingles
" Artifidal Joint { I Excessive Bleeding {1 Irrequiar Heartbeat [ Sickle Cell Disease
| Asthma [ lexcessive Thirst [ lKidney Problems [ISinus Trouble
{"igite Guard [ IFainting Spells/Dizziness FlLeukemia {"Isleep Apnea
[I8ioed Clots TIFrequent Cough lLiver Disease [l pina Bifida
["IBlnod Disease [TIFrequent Diarrhea [ liow Blood Pressure | stomachfintestinal Disease
["}Blood Transfusion [TIFrequent Headaches [7ILung Disease [Istroke
Breathing Problems ™| Geniital Herpes ["Lyme Disease {7} swelling of Limbs
ieruise Easily M alaucama [T Imitral Valve Prolapse I Thyroid Disease
" icancer { IGout [TItuitipie Sclerosis [ I Tuberculosis {TB}
[Tl chemotherapy [ IHay Fever [ 1Qsteoparosis [T TumorsfGrowths
{"IChestPains [Heart AttackFailure {FIPain in Jaw Joints [Tulcers
i Cold Sores [ Heart Murmur ["}Parkinson's Disease "] venereal Disease
["ICongenital Heart Disorder [ IHeart Pacemaker [T Psoriasis [Mvertigo
1 Convulsions [T Hemophilia [T psychiatric Care [T vellow Jaundice
Do you have, or have you had, any other iliness or condition “iv¥es Mo ifyes | J'
not listed? : - :
Signature

Signature of Patient, Parent or Guardian



