Dailey Orthodontics
G. Curtis Dailey, D.D.S.

Health History Questionnaire

Patient’'s Name: Sex: MOFO Birthdate:
Address: Phone:
Please bring any Insurance forms or information you may have to your next appointment. Thank you.
INSTRUCTIONS:

1. Please complete the data requested above.
2. Please answer every question requested below, indicating a O NO if not applicable.

3.1fyou answer O YES, please check off any “specifics” of the problem and "Please Explain. . ." any specifics along with any medication and it's dosage
for the problem, if applicable.

4. Please sign and date the back page bottom, and bring this form with you to your appointment.

MEDICAL HISTORY for (Name):

What is the name of your family physician? Date of your last visit to this physician:

Are there any Medical Specialists you see regulary? Specialty:

When was the last time you had a complete physical exam? Date __________ Examining doctor's name:

What is your approximate height: feet, inches. Whatis your approximate weight: pounds. Body Frame Size: SmallOMediumO LargeO
History of: Specifics of Problems if YES Please Explain...Also indicate any Medication (& dosage)
Head/Neck NO O YES O Headaches: MigraineD SinusO EyesQl TemplesO

Problems? Back of headd Painful Scalpd Neck PainO)

Lumps in NeckO Tired/Sore Neck MusclesO

Neural NO O YES O Epilepsyd SeizuresO Numbness/TinglingD
Problems? Othera

Eye NO O YES O PainO BloodshotO Blurred VisionO
Problems?

Pressure on EyeballsO Light Sensitivitys
WateryQ Drooping EyelidsO

Ear NO O YES O PainO CloggedO Hissingd RingingO DizzinessO)
Problems? NauseaO Loss of Hearing VolumeD Loss of Balanced
Nose/Sinus NO O YES O O0Obstructiond StuffinessD Runny Nosed

Problems?

Throat NO O YES O Sore ThroatO Swallowing DifficultiesD

Problems?

Lump in Throatd LaryngitisO Voice FluctuationsO
Tongue PainOJ Persistent Coughing/Clearing ThroatO

Breathing NO O YES O AsthmaO WheezingO Shortness of BreathD
Problems? Chronic Cough Cough up Blood/SputumD

Back, Shoulder, NO O YES [ Aching ShouldersO or StiffnessO Lack of Mobilitys

g:;ft;z:::? Upperd LowerDd Back Pain Numbness in ArmsOl
Cramps in Legs: When WakingO At NightO
Bone NO O YES O Break easilyd PainO ArthritisO
Problems? Joint Paind Joint SwellingDy
Heart NO O YES O Coronary Heart DiseaseQ Heart Valve DiseaseD
Problems? High Blood PressureC] Chest Pain0 Anginal)
Heart MurmurQ Irregular HeartbeatQ PalpitationsO
Urinary NO O YES O Urgencyd Painful Urinationd Frequent Urination)
System Nighttime UrinationC] Release when Sneeze/Cough)
Problems? e ; ,
Blood in Urined Kidney Infection0
Stomach NO O YES O UlcersO Bleedingd Abdominal Pain0 HeartburnO
& Intestine Nausea/VomitingD ConstipationO Diarrhear]
Problems? ; z .
Gall Bladder DiseaseD Intestinal Diseased Black StoolO
Intolerance to: MilkO EggsD
Endocrine NO O YES O PancreasO ThyroidO Pituitaryd)

Problems?




History of:

Specifics of Problems if YES

Please Explain...Also Indicate any Medication (& dosage)

Liver NO O YESO
Problems?
Kidney NOO YESO
Problems?
Blood NO O YES O Hemophiliad AnemiaQ Bruise EasilyO
Problems? Bleed Easilyn) Blood ClotsO Had StrokeD
Chronic Disease NO [0 YES O DiabetesD CancerO Hepatitis A1 BO
Problems? TuberculosisO Infectious DiseasesO
SwellingD TonsilitisO Excessive ColdsO
Skin NO O YES O EczemaQ DryD Qilyd ItchyD
Problems?
One Time NO O YESO Mumpsi@ age ) Rheumatic Fever(@ age )
Problems? Measles(@ age ) Chicken Pox(@ age )
Heart NO O YES O Heart Valve(date ) Pacemaker(date )
Surgery? Bypass(date ) (date )
Other NO O YES O Tonsils(date ) Adneoids(date )
Surgery?
Serious NO O YES O Broken Bonesidate )
Surgery?
Occupational NODO YESO
Disease? (Adults)
Famlly History of: If Yes, Which Family Members: Comments on Family History of Diseases:
Diabetes? NO O YESO
Cancer or Skin Cancer? NO O YESO
Tuberculosis? NO O YESO
Heart Disease? NO O YESO
High Blood Pressure? NO DO YESO
Organ Disease? NO DO YESO
Kidney Disease? NO O YESO
Lung Disease? NO O YESO
Emotional Problems? NOO YESO
Stroke? NO O YESO
Arthritis? NO O YESO
Habit Excesses? NO O YESO Smoking ( Packs Day) for years
Caffeiney Alcohol) Over EatingO
Exercise Regularly? NO O YESO Hours/DayQ WeekO Months
Psychological NO O YESO Anxietyd Depressiond Psychiatric Disorderm)
Problems? Insomniag]
Presently Taking NO O YES O Birth ControlO DiureticsD Blood PressureD
Medication? (Dosage)

Allergic Reactions?
Drug Reactions?
Anesthetic Reaction?
Are you HIV Posltive?

NO O YES O Hay FeverD To FoodsO To Metals/PlasticsO

NO O YES O Anti-Bacterial DrugsD

Blood ThinnersO HeartQ TranquilizersO

NO O YES O Local AnestheticD) General AnestheticOl

NO O YESO

Please indicate anything else we should know about the present state of your health, not mentioned above (High Cholesterol, etc. levels):

I hereby certify that | have reviewed the above material and that it is accurate to my knowledge at this time. If there are any future changes in this information, | will

notify Dr. Dailey's Office.

Signature of Person Fllling Out This Health History

Date this history was completed

Signature of the T.C. who reviewed this health history

Signature that the examination DOCTOR reviewed this history

Date of the interview and DOCTOR review of this history

Date above T.C. reviewed this health history



Dailey Orthodontics
G. Curtis Dailey, D.D.S.
Dental History

Patient Name:

Name of Your Family Dentist: Date of your last visit to this dentist:

Dental Specialists who have Treated you (Give Names, Treatments & Dates):

Other Orthodontists or Dental Specialists who have treated you:
How Many times per day do you BRUSH your teeth? 00 10 20 3+0 How many times per day do you FLOSS your teeth? 00 10 2+O

History Of: Specifics of Problems if YES: Please Explain any YES answers
Tooth Injury?  NOO YESO Chippedd BrokenO LostO
Oral Disease? NOO YESO UlcersOO SoresCd

Jaw Joint Pain? NOO YESO Right T.M.J.: Constantd PeriodicOl When You: Chewd YawnO Talkd Open WideO
Left TM.J.: Constantd PeriodicO When You: Chewd YawnO Talkd Open WideO
Comments:
Jaw Joint NOO  YESO Right TM.J.:  ClickO Poppingd GratingO
ises?
Noises? NOO YESO  LeftTMJ: Clickd Poppingdl GratingCl
Jaw Joint NOO  YESO Right TM.J.: When OpenO When ClosedOd
ing?

Locking? NOO YESO  LeftTMJ: WhenOpenT When ClosedCI
Grinding NOO YESO During the Daydd

?
Your Teeth? When SleepingOl
Clenching NOO  YESO During the DayOd

?
Your Teeth? When Sleepingdd
Bleeding NOO  YESO Usuallydd Sometimesd Rarelyd

2
Gums? When Brushingd FlossingC] EatingCl
Oral NOO  YESO Thumb Sucking®l Finger Sucking™
Hablts? Tongue ThrustingDI Nail BitingCl
Other Oral NOO  YESO If YES, please explain:
Problems?
Have you ever had:
Periodontal (qums) Treatment? NOO YESO What kind of treatment?
Orthodontic (braces) Treatment? NOO YESO What kind of treatment?
Endodontic (root canal) Treatment? NOO YESO What kind of treatment?
Oral Surgery (jaw surgery) Treatment? NOO YESO What kind of treatment?
\Prosthodontic (crown & bridge) Treatment? NOO YESO What kind of treatment? )
4 N

I hereby certify that | have reviewed the above material and that it is accurate to my knowledge at this time. If
there are any future changes in this information | will notify Dr. Dailey’s Office.

Signature of Person Filling Out This Dental History = Date this history was completed

Signature of the T.C. who reviewed this dental history

Signature that the examination DOCTOR reviewed this history = Date of interview and DOCTOR review of this history

Date above T.C. reviewed this dental history

- J
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