Oral Health Checklist | Total

-
This information will assist the dental professionals in assessing both your oral health He a I‘llh,.,
and its impact on your overall health. Please answer completely to the best of your knowledge. BEYOND THE MOUTH
Patient Name (Last Name, First Néme)
Height Weight
How frequently have you been brushing your teeth?
How frequently have you been flossing your teeth?
Doyour gUMB BIBBA? . oy cuusvsnvns vrumms smsinssssmsss oo esnsig smiss s 5555 55 555555 nbmme nmsnesinn s smemm yes no
Are your gums sore or SWollen? .......eoiniiiiiiiiiiiiiiiiiieieiiiierrree e eienaeeernneieanas yes no,
Have your gums receded (do teeth look longer)?. ......ooiiiine it eeennaees yes, no
Areyour teeth I00Se?. .. ...ttt it ietiicteiteeeer e eerenreennnanenan yes no,
Do you smoke or use tobacco products? ............. yes. no.
Do you drink eXCessIVEIY? ...c.uereeiintiiii ittt riirre e e aeereeian e eanae yes no.
Do you have a persistent sore throat Or €ar PaiN?.........o.uiennoeii s e ieeeeiieeereaneaannn yes no
Do you have unexplained numbness or pain in the face/neck/mouth?..........ccovvviiieneennnnn... yes no
Do you have a sore or lesion on the lips or mouth that has persisted for 2 weeks or more? .............. yes, no
B0y BraveChrotic OATSEIREEY , v cvis ponms sxsnprress s smmanosmmnssss cHAPE Sha SHESSSESE SR S RS 2 yes no
Do you have difficulty chewing, swallowing, or moving the jaw or tongue?.........cc.ceeeevveecncnnnnn. ves no
Do you have a lump or thickeningin thecheek?...........ccoviiniiiiiiiicenennnn... ................ yes no,
Doyousnoreorhaveyoubeentoldinthepastyousnore?...................; ......................... yes, no
Do you regularly have excessive daytime sleepiness?. .. ....occoeeeernniriiiiiieeniiieeecenenacrseannes yes, no
Have you been diagnosed with sleepapnea? .......c..covviiiiiiiiiiiiiieieieiiiecreineeeeenes yes no.
Doyouhavea heart condition? .........coviiieeiiiimirirniiiiniieiinseateeanasrianeecaannnseens yes no,
Is there a history of heart disease in your immediate family?.........cccceeverunenen. e, yes, no
Do you have a famfly history of diabetes? ... ......uunnii e eceaereernenan yes, no
Do you have high cholesterol? ... iereee s eeisnnnenesanernns yes. no,
Do you have any other health conditions? ........cccciiiiiiiiiiiiiiiiiiiiiiireieaeiirearsseennaennn yes, no.
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