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PATIENT INFORMATION

Welcome to our office. We appreciate the confidence you place in us to provide dental services. To assist us in serving you, please complete the

following form. The information provided on this form is important to your dental health. If you have any questions, don’t hesitate to ask.

Today’s date:

Patient name: Date of Birth: Age: Sex:
LAST FIRST MI

What you prefer to be called:

Mailing address: City: State: Zip:

Driver’s License #: State: SSH:

Home Phone #: Cell Phone #: Email:

Employer/Occupation: Work Phone #:

Status: 0 Single o Married © Divorced o0 Separated 0 Widowed

Spouse’s Name: Do you have children? o Yes o No How many?
" e T T T T T B T T et et o ey e e ey i

Primary dental insurance: Group #:

Subscriber’s name: Date of birth: SS#:
Secondary dental insurance: Group #:

Subscriber’s name: Date of birth: SS#:
EMERGENCY CONTACT Name: Phone #: Relation:
Name of your medical doctor: Date of last visit to medical doctor:
Name of previous dentist: Date of last visit to dentist:

Whom can we thank for referring you?:

T TS T T A L . P S T T T R Y TP B ST AL A eSS IR
YES NO How often do you brush? How often do you floss?
Are you apprehensive about dental treatment?.........coee... a a What type of toothbrush do you use? Regular or Powerbrush
Have you had problems with previous dental treatment?... (0 U YES NO
DO VOU BaB asily P iiinitiimisisimsisisinnssisssnssisssvisase B2
s Y ; Do you have difficulty chewing your food?........ccccoeiieeee L1 [
Do you have any painful teeth?........cccoiiiiiiiiniscnnnens o 0O ) :
Do you wish you had more teeth to chew with?.............. o 0O
Does food catch between your teeth?......c.coceveviiiiiinnnn, - Rl ¢ T A O N e L e I T i
Do your gums bleed easily?........coeureereemiieeciciiinsens O 0O Does your jaw make clicking/popping noises?................. O 0O
Do your gums bleed when you floss?.........ccoeeninniiinnnnns El. - Do you clench or grind your teeth frequently?................. o 0O
Do your gums feel swollen or tender?................. B S Does your jaw hurt or feel tired when chew/open wide?..] [
Have you noticed any slow-healing sores/ulcers in or ’ i .
Does your jaw hurt in the morning when you wake up?.. 0 [
around your MOUth?......c.weurueeeveieeeici et o 0O i g
Are your teeth sensitive with: Have you had any injury to your jaw?........ccevvinenn. - O
Hot foods oF QLIS bemh it ' R v N S
e Do you want whiter teeth?.......coevrniincninsncseeans o 0O
Cold foods or liquids?........cceeeereeererenereniereiinens o Od :
; How would you rate your smile?.....worsT) 1 2 3 4 5 (BEST)
SWRBES P innamnmmrmnississanmns i 1 E What don’t you like about your smile?




MEDICAL HEALTH HISTORY

Do you have, or have you had, any of the following?

YES NO YES NO YES NO
Heart Problems..........cccoooiieinnnns B 8 Intestinal Problems...............ccc....... O O Do you drink alcohol?....................... O ad
Chest gl smmmmanmmn . O Ulcers or acid reflux.............0 O If so, how much?
Shortness of breath.................[d  [J Kidney or bladder problems.. 0 O o V°u|§?;k§§\;\;"r;1;'&;5 """""""""" 0o o
High/low blood pressure........ O O BoneorlJointProblems.............00 0O copans o history of alcohol abuse..0 L
Heart murmur.......cccoeveee. - O Arthritis....oooceveeeeecveeeviirirssnne. 1 O Current of history of drug abuse......00 O
Pacemaker..uaimminsld [ Back or neck pain.....c.... 0 0O po you wear contact lenses?............ O 0o
Artificial heart valve.............0 O Osteoporosis.... sl EH
Rheumatic fever.......ceeeee.. - 0O Joint replacement O 0O Do you have any disease, condition, or prob-
Blood Problems...........ooo 0 O (e:5. otal hip, pins,implants) lom nat listed previously that you feel we
Easy BIUISING..oo.voorrrserne O O Fainting spells, seizures....................0J 0O ‘
Frequent nosebleeds. .. O O Epilepsy or neurological disease....... o 0O
Abnormal bleeding...............[0 O Stroke(s).... e B
F-V) 7T |- FAO—————e ] I | ErGfuent or sevare hendaches.. .. o o
(ke O o History of head injury?.............. 0 O
Ever have blood transfusion? 0 [ Diabetes... wel O
Allergy Problems..........ccccoovevvceenvne. 0 O Check your blood sugar da|ly o o WOMEN
SinUSProblems.uwvwmssiisie | R o Family history of diabetes....[1 [ e e
SR FEREE sl O GlaucomMa.......cccceevevevvcececevnivessieeenee . [ Are you taking birth control pills?..... O O
Asthma......cocveverivecnviieainn. - O Thyroid problems............. -0 O Are you pregnant?.........oien. o 4
Miiith brsather:. 2o IR Hepatitis, jaundice, or liver trouble..0 [ If s0, due date
Persistant cough or swollen glands W 11 Sl e e ATE YOUNUTSINE D csioonssvnnsaenomsnsmasnennens 0o o
Tuberculosis or Respiratory disease.....(]  [J HIV+0or AIDS.........ccocveeeeeeerinne. 1 O
Cancer/TUMOr .....oceeeeeeeeerereveesereeeeene . [
ALLERGIES MEDICATIONS YES NO DON'TKNOW
Are you allergic, or have you reacted adversely, to any of Premedication required by physician?........... O O O
the following? YES NO

What Prescription medications are you taking?
Local anesthetics (“NOVOCAINE).......ccoeeererreereneeeenes

Penicillin or other antibioticS......ccocoviecveriiriieeninennnn

SUIA APUBS ..ot

Barbiturates, sedatives, or sleeping pills................

Aspirin, Acetaminophen, or Ibuprofen........ccc......

Codeine, Demerol, or other narcotics.......c.cvveennes Vitamin/Supplements/Natural Remedies:

Reaction to. metals.....vmnmmmnnsmansnimmims

@B 00 0 8 O
3 R Y I [ % o I o

Latex or TUbBer Gam . s arsssviiimmsissa

Other:
e We invite you to discuss with us any questions regarding our services. The best dental health services are based on a UPDATE (OFFICE USE)
friendly, mutual understanding between provider and patient. Initial Date

e Qur policy requires payment in full for all services rendered at the time of visit, unless other arrangements have been

made with the business manager. If account is not paid within 90 days of the date of service and no financial arrange-

ments have been made, you will be responsible for legal fees, collection agency fees, interest charges, and any other

expenses incurred in collecting your account.

oo | authorize the staff to perform any necessary services needed during diagnosis and treatment. | also authorize the

a U b W N
b e e e Sl S S

provider to release any information required to process insurance claims.

oo | understand the above information and guarantee this form was completed correctly to the best of my knowledge. |

also understand it is my responsibility to inform this office of any changes to the information | have provided
Patient/Guardian Signature : Date:




