1609 Chapel Hill Rd., Suite B
Columbia, Missouri 65203

573-446-0700 * 573-446-2652 (fax)

HEALTH HISTORY

Patient’'s Name Date of Birth
Patient’'s Dentist Last Check-up
Patient’s Physician Last Visit

Physician’s Address

Describe your general health in a few words:

Please circle YES or NO to the following questions:

1.

(OVER)

Do you have or have you ever had any of the following:
Epilepsy....cccccevcvnnnen. YES NO Stroke......ccccvvvveeeeeeennn, YES NO
Diabetes..........cccvveeeee. YES NO Rheumatic Fever ....... YES NO
Heart Attack ............... YES NO Hepatitis...........cceeeeee YES NO
Ulcers...cooocevvineeeinnnn. YES NO Asthma........cccceeevneen. YES NO
Thyroid Disease ......... YES NO Anemia........cceeeernunnen. YES NO
Liver Disease ............. YES NO Glaucoma...........cc...... YES NO
NOTES
Are you sensitive or allergic to any mediCine?..........cccoveviiiiiiiiniiie e YES NO
If so, what?
Are you allergic to NICKEI? ... e YES NO
Have you been examined by a physician in the lastyear?...........cccoooviiiniieeennnn, YES NO
Have your tonsils and adenoids been removed?...........ccccvveeeeeei i YES NO
Has there been any change in your health in the last year?..........ccccccceveeeiiiiinnnen, YES NO
Have you eVer NAd SUMGEIY? ..ot YES NO
Have you ever been told you have heart trouble? ...........cccccceeve i YES NO
Do you get out of breath €asily? ... YES NO
. Do you have spells Of diZZINESS?.....ccocuiiii i YES NO
. Do you have high blood PreSSUre? ..........eeiieeeiiiiiiiiieie e e e YES NO
. Have you ever been told you have a heart murmur?...........ccccceeeeeiiiiiiiiineeee e, YES NO
. Do you have any blood diSOrders? ... YES NO
. Have you ever been told you have mitral valve prolapSe? .......ccccccoeecvvvvevreeeeeiinnnnns YES NO
. Do you have an artificial heart valve or jOINt? ........ccccceeveeiiiiiiiieee e YES NO
. Do you have any problems with your immune System? ........ccccceeeeviiiiiiiiieeeeeeeennnns YES NO



17. Have you ever been tested for HIV INfECHION? ........cceevvviiiiiiiiiiiiieee e YES NO
If yes, were you positive or negative?

18. Do you have asthma, hay fever or sinus problems?...........cccccceveeiiiicciieeeee e YES NO
19. Have you ever had Iung diSEASE?.......cccuviiiii e srrrr e e e YES NO
20. Have you ever had convulSIONS OF SEIZUIES? .........eeiiiiiiiiiiiiiiieeee e YES NO
21. Do you have arthritis or joint trouble? ...........coeeeiiiiii YES NO
22. Are your joints painfully SWOIIEN? ... YES NO
23. Have you ever had a toothaCh@? .............ueiiiiiiiii e YES NO

24. How often do you brush?
25. How often do you floss?

26. Do your gums bleed when you brush your teeth? ..., YES NO
27. D0ES it hUrt WheN YOU CREW? .....coiiii et e e e e e e e e YES NO
28. Do you have any problems with YOUr JaWS?.........ccceveeieiiiiiiiiiieeece e YES NO

If yes, explain:

29. Do your jaw JOINS ClICK OF POP? wevveiieeiiiiiiiie e st e e e e e e e srrrre e e e e e e YES NO
30. Do you clench or grind your teeth? ... YES NO
31. Have you ever had an injury to your face, Nneck Or jaws? ........ccccceeeevvvicinieeeeeeennnnns YES NO
If yes please explain:
32. Do you suffer from headaches, neck or backaches?............cccccciiiiic s YES NO
33. Do you have swelling or lumps in your mouth? ...........ccccoooiciiiiiie e YES NO
34. Do you have ear pain or pain in front of your ears?..........ccccovceeeeeeiiiiiiiiieeece e, YES NO
35. Do your jaws feel tired after @ Meal? .........ooooiiiiii e YES NO
36. Do you have difficulty opening or closing your mouth? ...........cccccceevviiiiiinee e, YES NO
37. Is your sleep disturbed by pain in the head or neck region? .........ccccecccvveeeeeeeinnnns YES NO
38. Are your daily activities or routine disturbed by pain in the head or neck region? .. YES NO
39. Do you consider yourself @ Nervous PEISONT .........ceeevieeiiiiiciiiireeeeeseesiineeneeeeesnanns YES NO
40. Do you often feel unhappy or depreSSed?.........coovviiiiiiiiiiie e YES NO
A0, Are YOU €aSIlY UPSEL? ...ttt ettt e e e e et e e e e e e e e e enbbaaeeeaeas YES NO
42. DO you SMOKE OF USE tODACCOT? ...vvviiiiieei i YES NO
43. WOMEN — Are YOU PregNant? .......ci e eeeeeiiii s e s eeaiiss e e s s eeataan s esseeannaanns YES NO

Below is additional room to explain any YES answers further:

List all prescription and non-prescription drugs taken or used in the past three months:

| understand that the information | provide on this form is essential to determine my dental needs and the
provision of dental treatment. | have read and | understand the above questionnaire and have answered all the
questions truthfully to the best of my ability. If there is any change in my/his/her health or change of medication, |
will inform Dr. Robinson at the next appointment.

Signature of patient, parent or guardian Date

W. Scott Robinson, D.D.S. Date



