Jason R Nelsen, DDS – 704-392-8199
Health Questionnaire

Patient Name_______________________________ Birthdate_____________________

Spouse’s Name________________________Children’s names__________________________
What is your main concern with your teeth?_________________________________________
If you could change anything about your teeth what would it be?_________________________

____________________________________________________________________________

Do you have or have you had any of the following oral conditions?


Do you have or have you had any of the following medical conditions?
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Poorly functioning teeth


Sensitive Teeth


Sores/lumps


Tobacco use


Teeth crowding








Inability to floss between teeth


Jaw get stuck open or closed


Mouth Breathing


Pain when opening mouth


Pain in the jaw, face


Pain around ear





Bad Breath


Bleeding gums


Clenching or grinding


Discolored teeth


Dry mouth


Food wedging between teeth								





Are you currently under a physician’s care?  If yes, describe_______________________________


Does patient have any drug allergies?  If yes, list medications______________________________


_______________________________________________________________________________


Is patient allergic to latex, metal or vinyl?______________________________________________


Is patient taking any medication? If yes, list medication___________________________________


_______________________________________________________________________________


Are you required to take medication prior to dental treatment?____________________________





Female patients – could patient possibly be pregnant at the present time?____________________


Female patients – are you currently taking birth control medication?_________________________








Patient or Parent Signature (if patient is under 18 years)





______________________________________________Date:_______________________________








Abnormal bleeding


Anemia


Anxiety


Asthma


Chest pain


Diabetes _____


Dizziness


Epilepsy


Frequent Cold Sores 


Hepatitis___








Heart Attack


Heart Problem


High Blood Pressure


HIV Positive


Joint Replacement____


Kidney Disease


Liver Disease


Low Blood Pressure


Mitral Valve Prolapse





Penicillin Allergy


Pacemaker-Date_____


Pregnant-Due ______


Rheumatic Fever


Shortness of Breath


Sinus Problems


Stomach Ulcer


Stroke


Thyroid Disorder


Tuberculosis			








