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HEALTH INFORMATION
PATIENT NAME  ___________________________                                    DATE  _________________
Please answer the following questions as completely and accurately as you can.  Also, please be as detailed as possible providing additional information you think is important.  If you have any questions about this form, or your appointment, let us know.

Please circle YES or NO. If YES, please explain on the line provided.

MEDICAL HISTORY:

 
1.
YES
NO
Have you been admitted to a hospital or needed emergency care during the past two years? 


Please explain______________________________________________________________
2.
YES
NO
Do you have a current medical problem?__________________________________________
3.
YES
NO
Are you pregnant? Due Date:___________________________________________________

3.
YES
NO
Have you been told you have a heart murmur?_____________________________________
4.
YES
NO
Do you have any heart problems? What kind?_____________________________________
5.
YES
NO
Do you have a pacemaker?____________________________________________________

5.
YES
NO
Do you have [ ] High or [ ]  Low Blood Pressure?  Is it controlled?   [ ] YES   [ ] NO 

6.
YES
NO
Have you had Rheumatic Fever? When?_________________________________________

7.
YES
NO
Have you been diagnosed with a Blood Disease? Explain____________________________

7.
YES
NO
Are you being treated for AIDS?________________________________________________

8.
YES
NO
Have you ever been treated for Venereal Disease?_________________________________

8.
YES
NO
Do you have Rheumatism?____________________________________________________

9.
YES
NO
Do you have any artificial joints? Where?_________________________________________




When?______________?_____________________________________________________

10.
YES
NO
Do you have any stomach problems?____________________________________________

11.
YES
NO
Have you ever been treated for Ulcers? Explain____________________________________

12.
YES
NO
Have you ever been treated for Jaundice? Explain__________________________________

13.
YES
NO
Do you have Kidney Disease? Explain___________________________________________

14.
YES
NO
Do you have Liver Disease? Explain_____________________________________________

15.
YES
NO
Have you been treated for Fibromyalgia? Explain___________________________________

16.
YES
NO
Have you had pain in your chest or shortness of breath?_____________________________

17.
YES
NO
Do your ankles swell?________________________________________________________

18.
YES
NO
Has your physician ever told you that you are anemic?_______________________________

19.
YES
NO
Have you ever had a stroke? When?_____________________________________________

20.
YES
NO
Have you ever had epilepsy?___________________________________________________

21.
YES
NO
Do you have diabetes? Is it controlled?___________________________________________

22.
YES
NO
Do you have fainting or dizzy spells?_____________________________________________

23.
YES
NO
Do you feel like your sense of balance has changed?________________________________

24.
YES
NO
Do you have headaches? How often? Where?_____________________________________

25.
YES
NO
Do you take aspirin, Advil Tylenol or another pain reliever? How often?__________________

26.
YES
NO
Have you been advised not to take any medications? What?__________________________

27.
YES
NO
Are you allergic to Penicillin? __________________________________________________

28.
YES
NO
Do you have asthma or hay fever? How is it controlled?______________________________

29.
YES
NO
Have you ever had tuberculosis? When?__________________________________________

30.
YES
NO
Have you ever had glaucoma? When?___________________________________________

31.
YES
NO
Have you ever had hepatitis? When?____________________________________________

32.
YES
NO
Do you have arthritis? How is it controlled?________________________________________
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33.
YES
NO
Have you ever had a tumor or cancer? How was it treated?___________________________

34.
YES
NO
Have you ever had Radiation Treatment? Explain___________________________________

35.
YES
NO
Have you ever had any major surgeries? What kind?________________________________

36.
YES
NO
Have you ever been injured in an accident? When?_________________________________

37.
YES
NO
Have you ever had a severe blow to the head? When?_______________________________

38.
YES
NO
Are your hands and/or feet cold? How often?______________________________________

39.
YES
NO
Is your diet medically supervised? For what purpose?_______________________________

40.
YES
NO
Do you have difficulty swallowing?_______________________________________________

41.
YES
NO
Do you have a feeling of something stuck in your throat?_____________________________

42.
YES
NO
Do you ever have any facial pain or pressure? Where?______________________________

43.
YES
NO
Do you ever have any pain or pressure behind your eyes?____________________________

44.
YES
NO
Are you aware of stiff neck muscles? How often?___________________________________

45.
YES
NO
Have you been in traction for a neck injury? When?_________________________________

46.
YES
NO
Have you ever had or been advised to have neck surgery?___________________________

47.
YES
NO
Do you have back pain? Where?________________________________________________

48.
YES
NO
Do your ears feel itchy, Stuffy or congested?_______________________________________

49.
YES
NO
Do you have difficulty with pain in your ears when changing altitude?___________________

50.
YES
NO
Do your ears ring, buzz or hiss? How often?_______________________________________

51.
YES
NO
Have you noticed any changes in your hearing?____________________________________

52.
YES
NO
Are you depressed?__________________________________________________________

53.
YES
NO
Do you have emotional or anxiety/nervous problem?________________________________

54.
YES
NO
Have you ever been treated for emotional or anxiety/nervous problems?_________________

55.
YES
NO
Have you been diagnosed with a mental disorder? Explain___________________________

56.
YES
NO
Have you [ ] gained or  [ ] lost weight within the last year?____________________________

57.
YES
NO
Do you have more than one alcoholic drink per day? How many?______________________

58.
YES
NO
Do you use tobacco? How much?_______________________________________________

59.
YES
NO
Have you had any other serious illnesses, hospitalization or accidents?__________________




Please explain:______________________________________________________________

Please list all medications and the dosage you are taking:

1.____________________________ 2.______________________________ 3.______________________________

4.____________________________5._______________________________6.______________________________

7.____________________________8._______________________________9.______________________________

Please list any allergies to any medications:

1.____________________________2._______________________________3.______________________________

4.____________________________5._______________________________6.______________________________

Other Allergies: 1.________________________2.__________________________3.__________________________
DENTAL HISTORY:

60.
YES
NO
When was your last dental visit?________________________________________________

61.
YES
NO
Have you been told that you have periodontal (gum) disease?_________________________

62.
YES
NO
Do you have any existing problems with your teeth? Describe_________________________

63.
YES
NO
Is any dental treatment planned? Describe________________________________________

64.
YES
NO
Do you bite your nails?________________________________________________________

65.
YES
NO
Have you ever had oral surgery?________________________________________________

66.
YES
NO
Have you lost any teeth? From what cause?_______________________________________

67.
YES
NO
Have the teeth been replaced? When?___________________________________________

68.
YES
NO
Have you ever had orthodontic treatment? When?__________________________________

69.
YES
NO
Have you ever had extensive dental treatment? When?______________________________

70.
YES
NO
Is any part of your mouth sensitive to temperature, pressure, food or drink?______________




Where?____________________________________________________________________

71.
YES
NO
Do you wear dentures or partial dentures? Are they comfortable?

YES
NO
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TMJ HISTORY:

72.
YES
NO
Do you ever have a burning or painful sensation in your mouth?_______________________

73.
YES
NO
Do you get popping, clicking, or grinding noises when you open or close?________________

74.
YES
NO
Do you ever awaken with an awareness of your teeth or jaws?________________________

75.
YES
NO
Are you aware of clenching during the daytime? How often?__________________________

76.
YES
NO
Have you ever been told you grind your teeth during sleep?___________________________

77.
YES
NO
Do you have trouble opening your mouth widely?___________________________________

78.
YES
NO
Does your jaw ever lock open or closed? How often?________________________________

79.
YES
NO
Do you feel your bite is different, unstable or uncomfortable?__________________________

80.


What professional advice or treatment have you had regarding your TMJ, headaches or pain 

             conditions/problems?_________________________________________________________

81.
YES
NO
If you sought treatment for a TMJ  problem, did it help?______________________________

82.
YES
NO
Do you or have you had any pain in any of the following areas? (circle)





Jaw
Ear
Face
Neck
Teeth
Head
Other________________________

83.
YES
NO
Do your jaw problems affect your ability to chew?___________________________________

84.
YES
NO
Has your diet changed due to your jaw problems? Describe___________________________

85.
YES
NO
Do your joint noises affect others while eating?_____________________________________

86.
YES
NO
Have you ever been treated for migraines? Describe________________________________

OSA History:

87.
YES
NO
Do you snore?______________________________________________________________

88.
YES
NO
Do you have any sleeping difficulties? Describe____________________________________

89.
YES
NO
Are you often sleepy during the day? Describe_____________________________________

90.
YES
NO
Have you been diagnosed with Gastroesophogeal Reflux Disease(GERD)?______________

91.
YES
NO
Do you suffer from Insomnia? Describe___________________________________________

92.
YES
NO
Do you have any sinus problems? Describe_______________________________________

93.
YES
NO
Do you have any respiratory problems? Explain____________________________________

94.
YES
NO
Have you ever had an evaluation at a sleep center ? When?__________________________




Where?____________________________________________________________________

95.
YES
NO
Where you diagnosed with Sleep Apnea?_________________________________________

95.
YES
NO
Do you use a CPAP machine? Are you able to tolerate it?  
YES
NO

96.
YES
NO
Are you interested in learning about alternatives to the CPAP machine?_________________


HEIGHT:  _______ feet   _________ inches    

WEIGHT: _______ pounds
I hereby certify that the above information is correct to the best of my knowledge
PATIENT/GUARDIAN SIGNATURE __________________________________________DATE_________________
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