<pD: 2 Office Park Dr.
Maxwell Lee Gilkiaw, D.D.S. Jacksonville, NC 28546
Cocl el HEALTH EVALUATION QUESTIONNAIRE (910) 577-5077

THE FOLLOWING INFORMATION AND HISTORY IS NECESSARY FOR ADEQUATE TREATMENT AND UNDERSTANDING
OF YOU, THE PATIENT. THANK YOU FOR COMPLETING IN FULL.

PATIENT NAME: FIRST MIDDLE LAST DATE
1. Are you presently in good health?............cccccvvvceicciiniiinnnnnn, e YES Els NO-[E)
25 Llaveoeuleverhad asenousilness2e im0 YES Bl NGO =]
If yes, what?
3. - Have yotiilbeen hospitalized in'the lastfive Years? ... i i s s enseniais YES [} NO
If so, why?
Have you been cared for by a physician during the 1ast 6 months?............cccviiiiiie YES (J NO (O
Are you taking any drugs or medications at the present time?............cocoviiiiiiiiiiiic e YES [E] NOIE]
If yes, what?
6. Areyou bothered by constant coughing?....oii i iice it e e YESO NO OO
- Doyougetishoelbreathieasily?e s r s o s o b e s YES [E] = NO[E|
8. Do you bleed excessively after tooth extraction or Other SUFgEry?........cccoviiiiiiiiiiciiniiscee s YESO No O
9 AreweUhandicapped? v i i e e YES [ NO [
10 Eemalesionlyi="Are yourpregnamife i i o n s e g YES E NO [
il - Areyou usingbithicontiolipillsZ - i e s e s YES 5]  NO =]
12. Have you ever had a problem with local or general anesthesia?...........coocneuccencintienircnieeese e YES E] - NG ]
13. Are you allergic to (or had a reaction to) any drug or medication?...........ccoceeriiiiiionniiiie e YES [] NO [
14. Have you ever tested positive for AIDS or AIDS related symptomsS?........ccoeeeiiiiiieiinicceceeeceee YES [ NO [J
15. Have you ever been or are you now being treated for a nervous condition?...........c.ccccoeceeiiiiiniiniciecinne YES [ NO [
Have you ever had the following?
MVIOIdISEasEr s 5 o s e e e e e T YES 5] NO [
25 Hepatitisi(jaundice, yellowieyes elC) . . v s s e s e e YES [ NO [
3. Heart disease (angina, coronary, heart attack, €1C.)........cccoiveeiriiiinicsiiciir ittt e e YES O NO [J
4 CaANCEiIUMOIST: T h i s e e e e YES E] NO [El
5= Ghemotherapyior RadigtionAnerapy:s s s i e YES [ NO [
6 EHIgN bIOOAIPIESSHIE = v e s e e e e e e YES ElE  NO =
e AsthmalElavaleVers o i s e s e e YES 1 NO [
goahcidirefline e e s YES [ NO [
9 iliverdiseaselGiMhosiSe it i sl s s e s s e YES: =] NO [
10" Sickleicelllapemia/Severe anemid i o i e e e YES [E] NO [
11. Epilepsy: (fits'or convulsions); periods Of UNCOMNSCIOUSIIESS: . vt raiosrsuure s iunieastinaraearaiseisnsmtme st YES O NO [
28 RhetmaticeVer O growing RalNsS,. - fn r e e e YES 1 NO [
13= Bigbetesi(stgarinthe blood) =t icw s b s o s e S YES [E] NO [
R ECUlOSISH e e R e e e YES [ NO [
S RliEneyidiSeasE = e e e e e YES [ NO [
JeEHeafttmUImMUEE—= = = - e s e e i e e s e e YES [} NO [
e DIIgaddicionNe i v e e YES [H] NO [

18. Family Physician (Name)
Reason for dental visit?

When was your last visit to a dentist? Reason?
Date of your last dental x-rays? Who may we thank for your visit?

I, the undersigned, certify that the above statements are true and hereby authorize the doctors and assistants to perform the necessary surgery and treatments and such additional
operations or procedures as are considered therapeutically indicated on the basis of findings during the course of said operation including the administration of such anesthetics as are
necessary in the judgment of the doctor. | fully understand the above operation for treatment, the reason why the treatment is considered necessary and its advantages and possible
complications including swelling, bleeding, loss of tooth parts or fillings, sinus involvement, infection, jaw fracture, temporary and permanent numbness and other complications. No
guarantee or assurance has been made to me as to the results that may be obtained.

Signed: Date:




DENTAL HISTORY Yes

Do yeuvisitthe denlistregulacly? & = = =~ ... - . . -

If not, why not?
Do you brush three times a day? If not, how oitenz =~
Be Vel iflessieneceperday? . - .. . o . . -

Are you having oral pain or discomfort? ... S s -

If so, is it related to the gums or to the teeth?

E CLCLE L

Have you ever had an Oral Cancer SCreening? ...

E popEg [

PLEASE PRINT PATIENT INFORMATION

Last Name: First Name:
Address: Home Phone:
City/State/Zip: ; Work Phone:
Bithdate; ~~ Race: Sex: M F  Social Security #:

PRIMARY INSURANCE INFORMATION

Dental Insurance Company:

Guarantor/Person Insured:

Last First

Address:

City State Zip
Social Security #:
Birthdate:
Employer:
Employer Address:

City State Zip

Employer Phone:

Group Plan #:

SECONDARY INSURANCE INFORMATION

Dental Insurance Company:

Guarantor/Person Insured:

Last First

Address:

City State Zip
Social Security #:
Birthdate:
Employer:
Employer Address:

City State Zip

Employer Phone:

Group Plan #:




