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| Doysubaveanyof thetollowing hablts i [Check GX if you Don't Know the antwer o the the question) Yes No D
T — haw many time ooo
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Dental Information
Yes No DK Yes No 0K
Do your gums bleed when you brush or floss? D OO |Deyouhave earaches or neck pains?. ooo
Are your teeth sensive to cold, hot. sweets or pressura? D OO |Doyouhave any clicking, popping or discomiort in the jaw? ooo
s your moutn &ry?. D OO |Doyoubuxorgind your teeth? ooo
Have you had 0D O |Doyouhave sores or uicers in your mouth?. ooo
D OO |Doyouweardentures or partials? ooo
:m,wm-qpm ooo In active recreational activities? ooo
T g Have you ever had a serious Injury o your head or mouth? ooao
D0 you nnk bottled or flered water?. ggg e Dby oy
f yes, how often? Y/ WEEKLY / Ly [Dele <Y oLk et dackmy ey
What was done al that tme?
i ) 000 Daloof last dental x-rays:
piet 4
What is the reason for your dental visit loday? R U SRRRIRR0T |y ANTANI e S T
| —
Medical Information s v
—
| Are you now under the care of a physician? 000 |Haveyouhada % '&-'356(
in the pas! 5 years?.
IPhysician Name: Phone: mcwe areaivde
‘AddressiCity/Stato/Zip: I yes, what was the illness or problem?
Areryour taking or W prescription
or over the counler ooo

" healih?-

[Has thera bean any change in your general health within tha past year?.

ooo and/or dietary supplements:
ooo

Il yos, what condition Is being roated?
Dato of fast physical exam:
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Medical Information mes

| X 1%y Don) Bnow e amtwes b the question) Yes No DK
| oo ——— 000  Doyouue conroted sbstances fdg)? oo o ... 000
| Joint Replacement, Have you had an orthapsdi lotsl joint 0 you use lobacca (smoking, snull, chaw, bidis) ..o 0 O O
(%o At o Tngn) septacement? 000 | s, howintarested arm you In stopping?
Dare. yes. m»mw-nm«’ (Circ'e one- VERY / / NOT
e s o = Doy ooo
e r«-m- Actonsl' Atsivia. Boniva®. Rectact, Protia) for Ifyes.
exteparmws o Pagels daease? - —-0 0 0O | Nyss howmuchdoyoutypically drinkIn awaek?
WOMEN GHLY Ais you:
Date Trmment bagan Pragnant? daa
Allergles, A you allergic 10 0r have you had a maction to. Number of wesks:
Toallyesresponses soecily hyne olreaction ooo Rormon ooo
Local anewthetcs Murving? ooo
Yes No DK
Drugs ooao
Asplrin ooo ooo
Penicilin e other antbiotics ooo ooo
Barblturates, sedalives, or sieeping pils D00 g ooo
Bl ooo ooo
Codelne or olher narcotics ooa ooo
Anticholinergic. ooo S

Plecse mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

Antiical (posthetc) heart valve Tmiism R ooo ooao ooao
Prewous wleave ensocardte i ooo Avlommune Gisease..... ooo Glauoma
O 0o | Rheumalod athribs ... Hepatitis, jaundice or ocoao
Congenilal heart diseasa (CHD) Systomic lupus. oop WS pgOQ
Eplepsy. o
Unrepared. cymobe OO aoo)| o ooo DSD
ooo|, ooo o
gioo cag ooo
pam Emphppema._ 00O
Sious bouble oog Sewéw——— 000
= [ S Y
Cancer/ ooo Mental health disorders .
Spocily: ooa
oo oog feTene—000 g ecions
OO Mualvave polapse—— 0 O O panuponereon—0 0 Oy ofinfecton: ooo
o0Q Pamv—— Qoo R 000 fypotem—— 0OQ
OO Reme e gQgg ORemTRele 000 i ooo
OO Fhesmachet dsoase— g [ [y Eateg duorder [= == N
oo 000 pesistentswolengbnds O 0 O
oo s ooo
ooo
28 oop "e—— —— 00O
oo Qoo Seetemsdwitios..00 0
r g Sexuallyvansmitieddsease.. 0 O O
OO ADSoHVidector... 000 Thodootems—— 000 goppngumton......
At SHaE ooo
ooo

H provious you lake antibiolics priof 1o your
: Phone’ s sverme

Do you have any disease, condition, o problem nol ksted y 1
Please explain:
NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health Issues prior to treatment.
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Challacombe scale designed to produce a scoring system called CODS; Clinieal
Oral Dryness Score; which quantifies the extent of dryness of the mouth

(Osailan et al ,2012);

Yes

Scorlng= 1

No
Scoring=0

1

Mirror or wooden tongue depressor sticks to buccal mucosa

i

Mirror or wooden tongue depressor sticks to tongue

3.

Frothy Saliva

. No saliva pooling in floor of mouth

. Tongue shows loss of papillae

. Altered /smooth gingival architecture (especially anterior)

~

. Glassy appearance of oral mucosa (especially palate)

. Tongue lobulated /deeply fissured

w| oo

. Active or recently restored (last 6 months) cervical caries (> 2

teeth)

10.Mucosal debris on palate (excluding under dentures)

CODS of 0-10 = uovvesssssns

Questionnaire Items of the Modified Xerostomia Never Occasionally
Inventory-Dutch version (Villa et al,2014) =scoring 1 = scoring 2

Ever
=scoring 3

1

My mouth feels dry when eating a meal

2,

My mouth feels dry

3;

| have difficulty in eating dry foods

4.

foods

| have difficulties swallowing certain

[

My lips feel dry

Summated of Modified Xerostomia Inventory-Dutch version =.




