| Specialty Dental Services

OF GEORGIA 5888 Wendy Bagwell Pkwy
Suite A
Specialty Dental Services of GA, LLC Hiram, GA 30141
Dr. Richard B. Liposky 770-222-6077
Board Certified Oral Maxillofacial Surgeon
Health Questionnaire
Patients Name Address
Last First Middle Number & Street
City State Zip Home Phone Business Phone
Date of Birth Sex Height Weight Soc. Sec. No.
Place of Employment Marital Status Spouse Name
Closest Relative Phone
Person Responsible for Account Relationship to Patient
Insurance Co. Policy No. ______ Group No.
Please circle yes or no the following questions, whichever applies. You answers are for our records only and will be kept
strictly confidential.
1. Has there been any changes in your general health within the past year .......cccuvicn e e Yes No
2. My last physical examination was on
3. Are you now under the care 0f @ PRYSICIAN ... ...ccuiiiiiiit ittt s e es s s s s e s s s e en s Yes No
a. For what reason
4. My physicians name is
5. Have you had any serious illness Or OPEIration .........cooiiiiin i s sttt s s e e e e s s e s s s s e sre s s Yes No
a. What was the illness or operation
6. Have you been hospitalized or has serious illness within the past 5 y€ars .......ccccooviii i Yes No
a. What was the problem
7. Do you or have you ever had any of the following:
a. Rheumatic fever or rheumatic heart diSEaSE .........ceriiiir e iieireir et e e e e e e e e e ere e Yes No
b. Congenital Reart IESIONS ....iueiiiiiiis ettt e e s e s e e s e e e e e Yes No
c. Cardiovascular disease (heart trouble, heart attack, coronary insufficiency, coronary occlusion,
high blood pressure, arterioSClerosis, SEFOKE) .......iuiiiiiiiriiiriir et er s s s s s ren s Yes No
1. Do you have pain in your chest Upon €XErtion ..........couueciiri e e e e e e e s Yes No
2. Are you ever short of breath after mild €XerCiSe ........ueooeiieciiiiir e e Yes No
3. DO YOUT ANKIES SWEIL ...cuiive ittt ettt ettt st et st st st s et s b e et s s bt e et ses ensen b e ene Yes No
4. Do you get short of breath when you lie down, or do you require extra pillows when you sleep............... Yes No
o IV =) o~ OO PPN Yes No
L) oL T 010 o) (=TSRRI Yes No
£ ASENIMA OF DAY fEVET .ot e e e e e st e e e £t e es et s es et re st s s e e e rn e e Yes No
8. HIVES OF SKIN TASH .t e e e e e e e ettt et et ee e e ee e ee et e e ee et ereeneenneneennea Yes No
h. FAINting OF QiZZY SPEILS ...cuueiei ettt e et et et e s b et et e e se e e e se se st S0 ee ee sh eeese se eee st se ee sbesee eee Yes No
LT D Lo ] =TT Yes No
1. Do you have to urinate more than 6 times @ daY ......c..cceeeevevireineine e e s s s s e s Yes No
2. Are you thirsty much of the time .........coooiiiiiiii e e e e s Yes No
3. Does you mouth frequently beCOME Ay .......ccccoieiiie e e e e e e e e Yes No
j- Hepatitis, jaundice Or LIVET dISEASE .......cocciiriiiiiiie ittt et ettt et e e ee e e s s s s s s b s s er e s e s enaeneeneas Yes No
Ru ATERTIEIS o ce ettt ettt ettt ettt et et et et et she st eeeeh ses ee sh se ee Sh sEx £ex £ae£aeehe £ae £t eae £t £t eaeeeeeeaeee et ent e ee e e e e e Yes No
1. Inflammatory rheumatism (painful SWoOIlen JOINES) .....ccceeiueiin i e e e e e e e e e Yes No
L] o) 40 = ol o IRV (ol c] OSSO SRR Yes No

O € T6 Y= A o1 U o) USSR ¢ -1 J\ (1)

o. Tuberculosis cerrerrnenrnes YES NO
p- Do you have a persistent cough or cough up blood .........ccoooeiiiiii i e Yes No
(- LOW DIOOT PIESSUIE ....uiutiueiuecut et et eut et et ettt eae st ettt eaeeae st saeehesbe saeehesee seeebese se sbesh £s £ ee£es£as £ es ek £ s e es ek e as e es ek e e e esbebeebe s bben Yes No
. VENETEAL QISEASE ....veeuiieierie ettt st st s s e e e s s e a e e s st 0 101 e s e s R £ 8 nes s s e £ e h aes e s r e e Yes No
s. Do you have or have you ever had any contact with AIDS ... e e e e e Yes No

t. Other




8. Have you had abnormal bleeding associated with previous extractions, surgery, or trauma
Q. DO YOU DIUISE EASILY 1.uueiieeieiitirtie sttt tst st e st st es e e st st e es et b £es e se sbeeae et es e see are e e aes e ne sae e eee et sen e se nas

Have you ever required a blood tranSfuSION ..........ccci e coeiieirie st e e et e sr e e e e ene s e e sneens
9. Do you have any blood disorder such as anemia
10. Have you had surgery or x-ray treatment for a tumor, growth, or other condition of your mouth or lips

11.
12.

13.

14.
15.

16. Are you employed in any situation which exposes you regularly to x-rays or other ionizing radiation
17.

1. If so explain the circumstances

If so, what

Are you taking any of the following;

A. ANTIDIOtICS OF SUIA ATUES ...eiii ettt ettt e ettt es sae e e s et seeeae s besbe s se eaeeeeen e ae s se aaeenens
b. Anticoagulants ( BloOd thiNNers J......ccooi i ioieieien et et et ees e e e e s e e sees e e ne s seeeeennnems
c. Medicine for high DloOd PreSSUTE.......cccuiuiiieuiei et ettt et e et e et e s s e e e e e e e se e e seesresreseens
Lo IO ot £ s N (1 =) o) U 13 TP

€. TTANQUILIZET'S ..eviieieii ettt ettt e et a e e es e e e eea seess S0 et e see e b e sheees nee aasees sbeeesaen sbeeensen sreennnen nuns
N U0 1 0§ E1 72 U0 0100 LI TR
g. Insulin, oral Med fOr dIADELES ......oo.uiii et et e e e e e e e re b e e e eae e er e s e e e ans

Do ASTIIL 1ttt r e e er e E s e e e R e e e e R e e e e e e e s
i. Digitalis or drugs for heart trouble ... s
TR L0 0 =4 | ol=) o o PP

k. Other

Are you allergic to or have you reacted adversely to:

a. Local anesthetics ...............

b. Penicillin or 0ther antiDIOTICS ....ovii it et e e et e e e ebe e saeaee s sbaeeeesnte sennneees sanaesnnnes
Fo] L 2= T8 D PPN
d. Barbiturates, sedatives, or S1eeping PillS.......cccoueriir i e e e e e e e
LT ] 0 ) ) o PP
0 (0 o o -
2. Codeine O OTheTr NATCOTICS ....ciiiiirie et e e e e e crr e e e e e en e e seeemeeeneen e sresreereeenrennens

h. Other

Have you had any serious trouble associated with any previous dental treatment

If so, explain

Do you have any disease, condition, or problem not listed above that you think I should know about

a. If so, explain

WOMEN

18.

Signature of Patient

ATE YOU PIEGIIANT ..eeueeiitieiee ittt et e e sae e e eaeea she e s eea she es she £ ehbe s She £ es e shesen she e anaes she s er e saeenn e snenn e
19. Do you have any problems associated with your menstrual period

ATE YOU WEATTNZ CONTACES ....eiitiiee ittt ittt e e et b e e e r s e e b e as s bes e e sh et shsss s es e e sb s e s

For Office Use Only
Date:_ _ _ Allergy: Tobacco:
BP: Hosp: Fm HX.:
P:
R: Clin. Obs.
Temp:
Dx: Tr. Plan: RX:

ETOH:

Age:

Refer:
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