Total Health Checklist T0'|'C||

This information will assist the dental professionals in assessing both your oral health Heu I'hm
and its impact on your overall health, Please answer completely to the best of your knowledge. BEYOND THE MOUTH

Patient Name (Last Name, First Name)

Height Weight

How frequently have you been brushing your teeth?

How frequently have you been flossing your teeth?

Do VourEums DICEdY co v conv s mmimrsnesirvresis e o (e i S e R R e A A yes no
A VOUr NS SOTEOr SWOHENT. i i vico s ivss s ensansi s s sis finsinsvas e s in e g v asas yes no
Have your gums receded (do teeth look longer)?. .......ooviiiniiiiiiiiiii i eeaanns yes no |_|
AEEYORNTEETIIO0SRE i s it oo ok e e Sreiet et tete o s S AT e o o S PR T yes no
Do yousmokeor (158 tobacto ProaUETSY «ous . smyemn s s el sas s o e i = e v oeie s 0 s S AR e yes, I:I no
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Do you have unexplained numbness or pain in the face/neck/mouth?..............ccooviiiiieieeen.. yes, no
Do you have a sore or lesion on the lips or mouth that has persisted for 2 weeks or more? .............. yes no
Do you have ehronic HOarsenessl v m e s wim s i st st i e s SR i e DR S R yes no
Do you have difficulty chewing, swallowing, or moving the jaw ortongue?............c.cccoveivviiinnnn.. yes no
Do you have a lump or thickeninginthecheek?......... ..o yes no
Do you snore or have you been:told inthe Past YOWSINONEY.. . ...ic.c v su i eninmiivesivenios ssmioe sy yes I:I no |:|
Do you regularly have excessive daytime sleepiness?. .. .......c..uiiieiiiiiiieieeiiniinieeernniaanaenns yes |:| no I:'
Have you been diagnosed with sleep apnea? ........ ...t yes no
Boyou'havea Rearticomdition? e dise Su s Sl s e et o s e o s e i o e s st g yes no,
Is there a history of heart disease in your immediate family?. ... yes no
Do you have a family history of diabetes? . ... i meins v it vineia s i dis e o s o e i 50 yes no
Do you have high cholesterol? . ... ..o e yes no
Do you have any other health conditions? ...........ooiiiiiiiiiiii i yes no
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Record Blood Pressure
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