
Patient Ilealth Questionnaire

Date of completionPATIENT INFORMATION

EMr.□ MS. □ Miss □ MrS.□ Dr.

Name:

Age:

ⅣEiddle lnitial

Date of Birth:

Referred bv:
Location and/or Phone Number of Healthcare Provider:
Patient Address: City:

Home Phone:

IDDS IMD nENr nDC lottrer

State: Zipz-.
Alternate Contact Number:

.Type of Employment:

City:
Responsible Party (if different than Patient):
Address: State:- Zip:-

□ Orthodontics  □ Unknown
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Do you have concerns in any ofthese areas:

Other Comments:

□
□

General Appearance
Abitity to Function

n overbite
n s-it"

Do any of the above complaints or concerns affect your daily life?

Ⅷ AT ARE THE RESULTS YOU ARE SEEKING FROM TREATMENT?

Patient Signature: Date:
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ALLERGIC REACT10NS

CURRENT MEDICAT10NS
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I release and give my permission for this office to request information and communicate with the providers listed above.

Patient Signature: Date :

Date:Parcnt/Guardan Signaturc(ifpatient is a minor):

HEALTH AND DIEEDICAL HISTORY
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□

Are you currently pregnant?
Havi you sustained injury to: ng"ua nN..t
Do you drink 4 or more cups ofcoffee per day?

Have you had prior orthodontic treatments?

Trouble breathing through nose

nru." !t""th nott".,
n Y"r !No oo you smoke tobacco?

I Ves ! No Consume alcohol or rake sedarives

Patient Signature: Date:
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PREVIOUS TREATMENTS/MEDICAT10NS FOR THE CONDIT10N WE ARE EVALUATING
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HEALTH AND ⅣIEDICAL HISTORY(CONTINUED)
Do you have, or have yoy any of thefollowing:

Thyroid Problem
Tuberculosis
Intestinal Disorder
Nervous System Disorder
Anxiety
Skin Disorder

Urinary Tract Disorder
Chronic Fatigue

Fibromyalgia
Cold hands and feet
Depression
Difhculty concentratin g

Difhculty breathing at night for sleep

Dizziness
Excessive Thirst
Fainting
Fluid Retention

Frequent colds/flu
Frequent cough
Frequent ear infections
Frequent sore throat
Frequent awaking at night - number of times _
Hearing impairment
Memory Loss

Hay Fever
Insomnia
Muscle aches

Muscle fatigue
Muscle spasms

Muscle tremors
Poor circulation
Psychiatric Care

Recent weight gain

Recent weight loss

Sinus problems

Shortness ofbreath
Slow healing sores

Speech difficulties
Swollen, stiffor painful joints

Tired muscles
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Additional lnforrllation

Heart Disorder/ Heart Attack
Heart Murmur
Mitral Valve prolaps

Heart Pacemaker

Heart Palpit tions
Heart Valve Replacement

Irreeular Heartbeat

BloJdP."ssn e flHi flro,r,
Stroke

Bleeding Easily
Bruising Easily

Cancer of
chemo n Radiation n

Ycs

Ycs

Ycs

Yes

Ycs

Yes

Ycs

Ycs

Yes

Ycs

Yes

Ycs

Ycs

Ycs

Ycs

Ycs

Ycs

Ycs

Ycs

Ycs

Yes

Ycs

Ycs

Ycs

Ycs

Ycs

Ycs

Ycs

Ycs

Ycs

Ycs

Ycs

Yes

Ycs

Yes

Ycs

Ycs

Ycs

!v".

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

Ｎ

Ｎ

Ｎ

Ｎ

Ｎ

Ｎ

Ｎ

Ｎ

Ｎ

Ｎ

Ｎ

Ｎ

Ｎ

Ｎ

Ｎ

Ｎ

Ｎ

Ｎ

Ｎ

Ｎ

Ｎ

Ｎ

Ｎ

Ｎ

Ｎ

Ｎ

Ｎ

Ｎ

□
□
□
□
□
□
□
□
□
□
□
□
□
□
□
□
□
□
□
□
□
□
□
□
□
□
□
□

０Ｏ
　
　
　
ｓｃ

は
　
　
　
Ａｂｕ

SURGICAL HISTORY ttαツιッθ夕λαグα4ノ げ励θ″わ〃θW′″g」
!v". ! No

!v.. ! No

!v". ! No

!v". ! No

Other types of surgery

General Anesthesia

Adnoids removed

Tonsils removed

Jaw Joint Surgery

目¥::目 N:
Orthognathic Surgery

Oral Surgery

Removal of third molar (wisdom teeth)

! v"s ! No other surgery

l-l ott'.. l-l

please list below

Patient Signature: Date:
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CURRENT SYMPTOMS
Head Pain

Location
L=Left R=RiChl B:Bilateral

IIFIEI Frontal (Forehead)

rfp$[ceneralized
rBDn Parietal (Top of head)

rS$! Occipital (Back of head)

LEGE r.rnpo.ul 1T"-ple area)
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Severity Duration Frequenqt
Mild Mod Severe Min. Hrs- Davs Occuionql Freauenl Conslanl

Do you have pain or discomfort in any of the following areas? If so, please indicate the approximate date the pain began.

: 目目目 :日目
□  □ □ □  □ □ □

目 目 目
□ □ □
□ □ □
□ □ □

Jaw sounds with opening
Jaw sounds when chewing
Iaw sounds at rest

□Nigh
□Nigh

Pain or pressure behind the eyes

Extreme sensitivity to light (photophobia)

Wear of glasses or contact lenses

Pain behind the ear

Pain in front ofthe ear

Recurrent ear infections
Ringing in the ear (Tinnitus)

Jaw Pain ｓ
口
日
□

ｄｓｏｕｎ
□Ｌ
□Ｌ
□Ｌ

ｎ０ＪＷａ
Ｊ

nL nn Jaw pain with opening

[][[]ll]‖ :]|111::tCheWing

Jaw Locking Jaw Joint Symptoms

[]¥::[]‖:I::1:‖I:‖:g
□Ycs□ No Jaw bcks doscd
□Ycs□ No Jaw bcks opcn

Eye Related Conditions

□Ycs□ NO Blurred宙 sbn
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Thyroid enlargement

Tightness in throat
Constant feeling ofa foreign object in throat

Neck Related Conditions

□ Yes□ No Limitcd movement ofncck
□ Ycs[]No Neck pain

Patient Signature:
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Date:
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Shoulder Related Conditions
lves f]No Shoulder pain

!V", lNo Shoulder stiffness

Back Related Conditions
l-lY"r l_.lNo Back oain - lower

I lYes I lNo Back oain - middle

llYes llNo Back pain - upper

Mouth and Nose Related Conditions
[-lY.. nNo Drv mourb

f_lYes [_lNo Chronic sinusitis

!v.r lNo Frequent snoring

Ｎ。

Ｎ。

□

□
Ｙｃｓ

Ｙｃｓ

□
□

!v., lNo Tingling in hands or fingers

Sciatica
Scoliosis

Buming tongue

Broken teeth

Frequent biting ofthe cheek

Ｎ。

Ｎ。

Ｎ。

□

□

□

Ｙｃｓ

Ｙｃｓ

Ｙｅｓ

□

□

□

Sleep Conditions
Sleep Positions
Is it easy to fall asleep?

□釣dc□Back□ Sbm“ h Average hours ofsleep per night?
Do you wake often during the night?

Do you feel rested upon AM waking? Gasping or Choking during sleep?

Stopped breathing during sleep? Have you ever had a Sleep Study (PSG)?

HISTORY OF SYMPTOMS
On what date, or approximate date, did this condition or s5rmptoms first occur?

!V"t lNo Does any family member have the same or similar problem? If yes, please explain.
Can you relate your pain or condition to a motor vehicle accident or traumatic injury?
If yes, please complete Trauma llistory Section, enclosed as a separate form.

I authorize the release of all examination findings and diagnosis, report and treatment plans, etc., to any referring or treating
health care provider. I additionally authorize the release of any medical information to insurance companies, or for legal
documentation to process claims. I understand that I am responsible for all charges incurred for my treafinent regardless of
lnsurance coverage.

Patient Signature:

ParenVGuardian Signature (if patient is a minor):
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Right

Indlcate Areas of Paln
Following the Pain Scale:
1 Mlld pain
2 Moderate pain
3 Severe pain
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Daytime Sleepiness Evaluation

Epworth Sleepiness Scale

The Epwofth Sleepiness Scale was developed and validated by Dr.
Murray Johns of Melbourne Australia. It is a simple, self-
administered questionnaire -widely used by sleep professionals in
quantifying the level of daytime sleepiness.

For the following situations, answer with one of the following
numbers:

O - Would never doze

7 - slight chance of dozing

2 - moderate chance of dozing

3 - high chance of dozing

DR.BYUNe SUN Y00 DDSiNC.
21 Cattho DelRb Som
SヽJ漁ol鯰
San D“ ,CA 92108

S:tuat:on Score
Sittinq and readinq
Watchinq Television
Sittinq, inactive in a public place

As a passenqer in a car for an hour without a break
Lying down to rest in the afternoon when circumstancet
permit

Sittinq and talkinq to someone
Sittinq quietly after a lunch without alcohol

In a car, while stopped for a few minutes in traffic

Total Score



Nighttime Sleepiness Evaluation
Screening Tool for Sleep Apnea

Developed by David Vlhite, M.D., Harvard Medical School, Boston, MA

Please answer the following questions.

l.Snoring

a) Do you snore on most night (> 3 nights per week)?

Yes (2) No(0)

b) Is your snoring loud? Can it be heard through a door or wall?

Yes(2) No(0)

2. Has it ever been reported to you that you stop breathing or
gasp during sleep?

Never (0) Occasionally (3)

3. What is vour collar size?

Frequently (5)

Male:

Female:

Lcss than 17 inches(0)

Less than 16 inches(0)

more than 17 inches(5)

more than 16 1nches(5)

4. Do ou occasionally fall asleep during the day when:

a) You are bu y or active?

Yes (2) No (0)

b) You are driving or stopped at a light?

Yes (2) No(0)

5. Have you had or are you being treated for high blood pressure?

Yes (1) No(0)

TOTAL

Score

9 points or more

Refer to sleep
specialist or order
sleep study

6-8 points

Gray area,
use clinical
judgment

5 points or less

Low probability
ofsleep apnea
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AUTHOR:ZAT10N TO RELEASEINFORMAT10N TO THE BELOW

LISTED REFERRING AND TREAT:NG HEALTH CARE

PROFESS10NALS:

Doctors Name Location/Phone

I authorize the release of communications regarding my treatment with
including a full report of examination

findings, diagnosis, treatment plan, and progress reports to the providers
listed above.

DR.BYUNG SUN Y∞ DDS:NC.
21C日 耐n● Dd Rb Som
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