PATIENT INFORMATION

Welcome to our office. We appreciate the confidence you place with us to provide dental services. To assist us in serving you, please
complete the following form. The information provided on this form s important to your dental health. 1T there have been any changes
in your health, please tell us. If you have any questions, don’t hesitate to ask.

Patient narme: Drate of birth: Sen: M Ape:
Horme address: City: State: Zip:
Billing address (if different): City: State: Zip:
Haome phone: Cell: E-mail: Diriver's license &: Seat:
. Home Phone: Cell: E-mail:
Spouse’s nama & phona #: Emnergency phone & (other than spouse):
Primary dental insurance: Group &:
Secondary dental insurance: Group &:
Subscribers name: Drate of birth: 55 &
Mame ot vour medical docton Dratie of last visit t2 medical docton
Mame of previous dentist: Drate of last visit to dentist
Refarmed tous by
DENTAL HEALTH HISTORY
Yes Mo Yes Mo
Are you apprebensive abow deneal eeatmene? Howwe often do you brushi
Have vou had problems with previows denieal waarment) How often do you floss?
Do vou aasilvi Doz wiour jawe make nioisa so that it bothers you
- il -:IE11 . or othiers? 1
DD ?D{u '.';e:lr . :::5 . - — Doy clench ar grind your jaws frequardy? 1
peEs food e R DOho yiour jawes ever fesl tned? _

Do wou have difficulty in chewing vour focd?
Do wou chew on only one side of your mouth?

Do wou svoid brushing any part of your mouth
bescause of pain'

Dhcezs wiour jaws pet stuck o thar you can't open fresly?
Doz i hure whien you chew or open wide 1o ke a bived N
— Do wow have earaches or painin front of the ears? 1 [

Do wour gums bleed easily?

Dowou have any jaw sympeoms or headaches

upon awaking in the morning?

Do wour gums bleed when you floss?

Do your gums feel swollen ar ender?

Doz jaw pain or discomdon affect your appeties,

sleap, daily routine, or other activivies? 1
H iced slow-heali i
awe you ever nex Slow-hedling sofes fn or Dowouw find jaw pain or discomfon exremely
abioae your mouth! I . . .
o N - frustrating or depressing? _
AT your teet .sensm-.'e ] ] - Dowou take madications or pills for pain or discomion
Dio you feal b nges of pain when your teeth come in (pain relievers, muscle relaxants, antidepressanes)? | |
Ll L Dowou have a emporomandibular e discrder
Hart foods o liquids? TrADI ]
Cold foods or liquids? 1 I .
Sours] Dovou have pain in the face, chesks, jaws, joines,
S L throae, or emples? _
Do you take fluaride supplements? Ara you unable vo open your mouth :I.i far as you wantd ___ q
Are you dissatisfied with the appearance of your weth? 1 [ Are you aware of an uncomforeable biwef ___________ —
Hawve you had a blow o the jaw ragmaid L

Do you predfer vo save your eeth

Do you want complet: dental caref

Ara you a habirwal gum chewer or pipe smokear!




Heart Problems 1
Chest pain |
Shoriness of breath |

Elond prassure problem |

Heart murmur |
Heart valve problam |

Taking heart medication |

Rhaumatic fever |
Pacemaker _
Artificial heart valva _

Blood Prablerms I
Easy bruising |
Frequent nosebleads |

Abnormal bleading |

Blood disease (anemial |

Ever require a blood transfusion? |

Allergy Problems 1
Hay fever 1
=
=

Sinus prablems
Skin rashes
Taking allergy medication
Asthrna

Intestinal Problarms
Lllcers

=
=

_

_

Weightgainorloss _|
_

_

_

I

I

I

I

Special diet
ConstipationDiarrhea
Kidney or bladder problems

Bone ar joint Problems
Arthritis
Back or neck pain
loirt replacemeant
(e, votal hip, pins, or implants)

Fainting 5pells, Saizures, or Epilepsy 1
Strokels) I

Fraguent or savere headaches ]

Thyroid problems _

Persistart cough or swollen glands |

Premedications required by physician _____ _|

CancerTumor |

Are you allergic, or have you reacted adversaly,

to any of the following?

MEDICAL HEALTH HISTORY:
Do you have, or have you had, any of the fellowing?

b
=

o Tt 1t 1t o NI

e 1Tl

BEERE RN

1T

Diiabetes
Urinate more than & dmes aday
Thirsty or mouch is dry much of the time
Farnily hiseory of diabetes

Tuberculosis or ceher respiratory disease

Cio you drink alcobal?
If 50, how much?

B I I B 4

[z you smoked
If 50, how much?

Hepatitis, jaundice, or liver troubla
Herpes or ceher STD
HIV positivedal O

Glavcoma

Dz you weear contact lensas!

Histary of head injury?

Epilepsy or ather neurological diseasa?
History of alcobal or drug abuse?

D you have any diseasa, condition, or problam no lised

previcusly that you fesl we should know abow?

If 5o, pleasa dascribs:

During the past 12 months, have you taken

anr of the FnlluwinET Yes Mo

Local anesthetics (~MovocaineT)
Penicillin or other antibiotics

Sulfa drugs

Barbitwrates, sedatives, or sleeping pills
Aspirin, Acetaminophen, or lbuprofen
Codeine, Demercl, or other narcotics
Reaction to metals

Latex or rubber dam

Other

o (|

LI UL S

Mt

Antibiotics or sulfa drugs _ [ |
Anticoagulants (e.g., Coumadin) ] [
High blood pressure medicine n [ ]
Tranquilizers | [ |
Insulin, Crinase, or similar drug N []
Aspirin _ L
Digitalis or drugs for heart trouble u [
Nitroglycerin n [ ]
Cortisone (steroids) _ L
Matural remedies H [
Monprescription drug/supplements _| [
Cther
Women Yes Mo
Are vou taking contraceptives or
other hormones? _ [
Are you pregnant? n []
Ii so, expected delivery date:
Are vou nursing? _ [ |
Have you reached menopause! n [
Ii so, do you have any symptoms?
Mites:!

Fatiant'Faramt Signatura:

Drate:

Crentist Initial:
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