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Name Nickname Age_--,-- __
Referred by How would you. rate the condition of your mouth? OExcellent OGood 0Fair 0Poor
Previous Dentist How long have you been a patient? Months/Years
Date of most recent dental exam I 1 Date of most recent x-ravs __ -,1__ -,1 _
Date of most recent treatment (other than a cleaning) I 1 _
I routinely see my dentist every: 03mo. 04mo. 0 6 mo. 0 12 mo. 0 Not routinely

WHAT IS YOUR IMMEDIATE CONCERN? _

PLEASE ANSWER YES OR t>!OTO THE FOLLOWING:

;·PERSONAtHtSTORY·'·
, . '. . . '. . '" /, .•.• ' c ~

1. Are you fearful of dental treatment? Howfearful, ona scaleof1 Oeast)to 10 (most) ~ _
2. Haveyouhadan unfavorabledental experience? ----------------'----
3. Haveyou ever had complicationsfrom pastdentaltreatment? _
4. Haveyou ever hadtrouble getting numb or had any reactionsto localanesthetic? _
5. Didyou ever havebraces,orthodontic treatment or hadyourbite adjusted? ----------
6. Haveyouhadanyteethremoved? ---------------;,---~--------_

·;?s,MJ(t~ft~RJ8CT.ERI$t~C~/:x,:xf,P/;;>~:;·<,\:"".
7. Isthere anything about the appearanceof your teeth that you woufrlliketo change? _
8. Haveyou everwhitened (bleached)your teeth? _
9. Haveyou felt uncomfortable or selfconsdousaboutthe appearanceof your teeth? _
10 Haveyou been disappointedwi1'.hthe appearanceof previousdentalwork? ---,,- ------------

11. Doyou have problemswith your jaw joint? (pain,sounds,limited opening, loCking,popping} _
12. Doyou/wouldyouhave anyproblemschewinggum? _
13. Doyou/ would you haveanyproblems chewing bageJs;.baguettes,protein bars;or other bardfoods? _,_-----
14. Haveyour teeth changedin the lastS years,becorneshorter, thinnerorwom? _
15. Areyourteethcrowdingordevelopingspaces? _
16. Doyou havemore than one bite and squeezeto makeyour teeth fit together? _
17. Doyou chewlee,bite-yournails,useyour teeth to bold objects,or have anyother oralhabits? _
18. Doyou denchyourteethinthedaytimeormakethernsore? _
19. Do you haveanyproblerns with sleeporwake upwith an awarenessof your teeth? -------
20. Doyou wear or haveyou everwoma biteappliance? _

21. HaveyOuhad.anycavitieswithin the past3 years? ~-=--- _
.22. Doesthe amountofsaliva in your mouth seemtoo little or do you have difficulty swallowing arnJfood? _
23. Do you feeler notice any holes(Le.pitting, craters)on thebiting surfaceof your teeth? _
24. Are anyteeth sensitiveto hot, cold,biting, sweets,or avoidbruShingany partofyourmouth? _
25. Doyou havegroovesor notcheson your teeth near the gum line? _
26. Haveyou everbrokenteeth, chippedteeth, or had atoothache or crackedfilling? _
27. Doyou frequently get food caughtbetween anyteeth? _

:~~Ivf;.«NQIJ()N~;, .
28, ,Doyourgums.bleedoraretheypainfulwhenbrushing-orflossing? __ ~ _
29. Haveyou ever beentreated for gum diseaseorbeen told you havelost bone around your teeth? _
30. Haveyou evernoticed an unpleasanttasteor odorin your.mouth?
31. Isthere anyonewith a historyof periodontal diseasein yourfamily?_~ _
32. Haveyou everexperiencedgum recession? _
33. Haveyou ever had anyteeth become looseon their own (without an injury), or do you havedifficulty eating an apple? _
34. Haveyou experienceda burning sensationinyour mouth? _

YES NO
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Patient's Signature Date _

Doctor's Signature Date _
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Patient Name ---:-_Nickname Age _
Name of Physician/and their specialty
Most recent physical examination Purpose ----
What is your estimate of your general health? 0Excellent OGood OFair OPoor

DO YOU HAVE or HAVE YOU EVER HAD: YES NO
1. hospitalizationfor illnessor injury--'-_______ o 0
2. an aliergicreactionto

o aspirin,ibuprofen,acetaminophen,codeine
o penidllino erythromycin
o tetracydine
o sulfa
o localanesthetic
o fluorideo metals(nickel,gold,.silver, .---J
o latex
OOfuff _~ __ ~ _

3. heart problems,or cardiacstent withinfuelast sixmonths _ 0 0
4. historyof infectiveendocarditis 0 0
5. artifidal heart valve,repairedheart defect (PFO) 0 0
6. pacemakerorimplantabledefibriUator 0 O·
7. artifidal prosthesis(heartvalvecirjoints) 00
8. rheumatic orscsdetfever 0 0
9. high or low blood pressure 0 0
10. a stroke(takingblood thinners) 0 0
11. anemia or other blood disorder 0 0
12. prolongedbleedingdue to aslightcut (INR >3.5)0 0
13. emphysema,sarcoidosis 0 0
14. tuberculosis 0 0
15. asthma 0 0
16. breathing or sleepproblems{Le.snoring,sinuslO 0
17. kidneydisease 0 0
18. liverdisease 0 0
19. jaundiceO 0
20. thyroid, parathyroiddisease,or caloum defidencyO 0
21. hormone defidency 0 0
22. highcholesterolor taking statiodrugs 0 0
23. diabetes(HbAlc= ) 0 0
24. stomachordllodenalulcer 0 0
25. digestivedisorders(Le. gastricreflux) 0 0

YES
26. osteoporosis/osteopenia(i.e.taking bisphosphonates)_ 0
27. arthritis 0
28. glaucoma 0
29. contactlenses 0
30. heador neckinjuries 0
31. epilepsWconvulsioos(seizures) 0
32. neurologicproblems(attention defidt disorder) 0
33. viralinfectibnsandcoldsores 0
34. anylumpsorswellinginthemouth ,0
35. hives,skin rash, hay fever 0
36. STIjSTD 0
37. hepatitis(type~ 0
38. HW!AIDS 0
39.. tumor, abnormalgrowth 0
40. radiationtherapy. 0
41. chemotherapy 0
42. emotional problems 0
43. psychiatrictreatm'ent 0
44. antidepressantmedication 0
45. alcohol/ streetdrug use 0

ARE YOU:
46. presentlybeingtreated for anyother illness 0
47. awareofa changeinyour health (i.e.f~ newcough)_O
48. taking medicationforweight management (i.e.fen-phen] 0
49. takingdietarysupplements . 0
50. often exhaustedor fatigued 0
51. experiendngfrequentheadaches 0
52. asmoker,smokedpreviouslyor usesmokelesstobacro _ 0
53~ consideredatouchyperson 0
54. often unhappyor depressed 0
55. FEMALE- taking birth controlpills 0
56. 'FEMAlE-pregnant 0
57. MAlE - prostatedisorders 0.

NO
o
O.oooooooooooooooooo

oooooooooooo
Describe any current medical treatment, impending surgery, genetic/development delay, or other treatment that may possibly affect your dental treatment. (Le. Botox, Collagen Injections)

Purpose

tlst all medications, supplements, and or vitamins taken within the last two years

PurposeDrug

Ask for an additional sheet if you are taking more than 6 medications

Drug

PLEASE ADVISE US IN THE FUTUR.E OF ANY CHANGE fN YOUR MEDICAL HISTORY OR. ANY MEDICATIONS YOU MAY BE TAKING.

Patient's Signature Date _

Doctor's Signature Date _
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PLEA'SE PRINT
-

. CONFIDENTIAL INFORMATION QUESTIONNAIRE
DATE OF BIRTHPATIENT'S LEGAL NAME LAST, FIRST MI SEX SOCIAL SECURITY #

HOMEPHON£# CELLPHON£#PREFER TO BE CALLED

ZIP E-MAILPATIENT'S ADDRESS APT# CITY STATE.STREET

MARITAL STATUS OCCUPATIONPATIENT'S !GUARDIAN'S EMPLOYER"B-~!;~~i~I~Jg"
WORK ADDRESS STREET APTtt CITY ZiP WORKPHONEttSTATE

SPOUSE'S NAME

"
Ml SPOUSE'S EMPLOYER OCCUPATIONLAST, FIRST

SPOUSE'S WORK ADDRESS STREET STATE ZiP· WORK PHONE #APT# CITY

. OTHER FAMILY MEMBERS THAT ARE PATIENTS HERE WHO CAN WE THANK FORREFERRI'NG YOU TO OUR OFFICE?

WORKPHONEtt CELL PHONE ItHOME PHONEtt

Contact me at home
Contact me via cell phone

Contact me at work
Contact me via e-rnail

Leave messages on myhome voicemaJl1 answering machine
Leave messages on my cell phone voicemail

Leave messages on my work voicemaill answering machine

YES

D
D
n
[J
[J
[J
[J
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PLEASE PRINT

SUBSCRIBER'S NAME PATIENT'S RELATIONSHIPTO SUBSCRIBER. SUBSCRIBER'S BIRTHDAY SUBSCRIBER'S SSN/ID #

I_J SELF [JSPOUSE [JDEPENpENT ..
GROUP / PROGRAM NUMBER EMPLOYER (lFDIFFERENT FROM ABOVE} EMPLOYER'S ADDRESS

INSURANCE PHONEINSURANCE COMPANY NAME INSURANCE ADDRESS

EMPLOYER'S ADDRESS

SUBSCRIBER'S NAM E PATIENT'S RELATfONSHtP TO SUBSCRIBER SUBSCRIBER'S BIRTHDAY SUBSCRI.BER'SSSN/ID #

DSElF[JSpoHs'f tJOEPENDENT ..
~--'> . "".< ;---'>"~-"-~'. '\~~:~ ",-:,~~.--.-.-".:' ~~-.~-.::; -.--:-;<.-~':~-:<.>~.:..; '.

GROUP! PROGRAM NUMBER EMPLOYER (lFDlFFERENTFROM ABOVE)

I'" 11
;;-'-';~Q'~~M.AY~fi~~Q§:~~M-~~~~triq31~~i]~Xt/-W;~(;~~:t:-~:~r~~f·,;::::~~;C:j;;~">~;11{~it

OTHERS (PLEASE PRINT)YES
[J
D

NO
D
o

Health Care Providers
Insurance Companies

1.

2.

I hereby authorize my insurance benefits to be paid directly to the dentists. I am financially responsible for any
balances due and authorize the dentists to release any information for this claim, Iauthorize that my records can be
used by the doctor if he so determines. In consideration of the services rendered to me by this dental office, I am
obligated to pay said office in accordance with its credit terms and policy.

I consent to making of videotapes, photographs, and x-rays before, during, and after treatment, and to use the same
by the doctor in scientific papers or demonstrations.

I certify that I have read or had read to me the contents of this form and do realize the risks and limitations involved.

SIGNATURE - PATIENT !GUARDIAN DATE

WITNESS SIGNATURE DATE
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