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Patient Information

Sex UM QF

State: Zip:

Name: BirthDate:

Streetaddress: City:

Soc. Sec #: Home Phone: Cell Phone:
Work Phone: Email:

Employer: Occupation:

Marital Status:

How did you hear aboutour practice?

Emergency Contact

Relation to Patient Phone

Responsible Party Information
a Check here forSelf

Name Birth Date
Soc.Sec. #

Relation to Patient Phone

Address (if different from patient’s)

Employer Occupation

Insurance Information

Work Phone

Policy Holder’s Name Relation to Patient Birth Date
Insurance Company Name Policy Holder’s Employer’'s Name:
Soc. Sec. # Subscriber # Cell Phone

Do you havesecondary insurance? QO Yes O No

Medical History

Do you have any general health problems? Q Yes O No Please specify
Are you currently under physician’s care? 0O Yes QO No

Name and phone # of physician

Are you currently taking any drugs or medications? OYes QNo Please list

Q Codeine 4 Latex Q Other
Are you pregnant? O Yes O No Nursing? O Yesd No

Are youallergicto: QPenicillin

Check X if you have or have had any of the following:

Q Anemia Q BloodDisorders Q Epilepsy
Q CortisoneTreatments QO Cancer Q Heart Murmur
Q Hepatitis Q ChemicalDependency O Heart Problems

Q Arthritis/Rheumatism
Q Artificial Heart Valves
Q Artificial Joints

Q Asthma

Q High Blood Pressure

O Chemotherapy

Q Scarlet Fever

0 Healing complications
0 Diabetes

Q HIV/AIDS

Q Kidney Disease

Q LiverDisease

Q Mitral Valve Prolapse
0O Pacemaker

Signature Of Patient/Legal Guardian

O Prolonged Bleeding
QO Radiation Treatment
O Respiratory Disease
O Rheumatic Fever

QO Shortnessof Breath
Q Stroke

Q Thyroid Problems

Q Tuberculosis

Date
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e What prompted you to seek dental care at this time?

e Has the fear of discomfort kept you from regular dental visits?........cooviiiiiiiiiiiii e, QYes ONo

e When was your last dental appointment?

e Howlongsinceyourlast thorough examinationwith fullmouth x-rays?

e Are your teeth sensitive to:
Heat?OQ YesONo Cold? 0OYes dNo Sweets? 0O Yes O No Biting Pressure? O Yes O No

e Doesfood constantly get stuck between certainteethinyourmouth?..........coooiiiii, OYes QNo

e Areyoudissatisfied with the way yourteeth look? Forexample: color,shape, spaces, etc. OYesQNo
e Do your gums bleed while Brushing?.........cooiiiiiiiii QYes QNo
. Do you ever avoid any part of the mouth while brushing?.........cocooiiiiiiiii e, O Yes O No
e Have you been instructed regarding proper hOMEe Care? .........ccoveriiriieiisciirereneeeie e enneeneeens O Yes O No
e Do you have an unpleasant taste or odor in your mouth? ......cccoiiiiiii O Yes O No
© DO YOU SIMOKE?. ..ttt e e OYes O No
e Doyoufrequently snack between mealsonsweetsorchew gum?.........cooviiiiiiiiiii i e QYesQNo

How often do you brush your teeth?

How often do you floss?




