Patient’s History and Information

(Confidential Information — Important for our files and your health)

PLEASE PRINT CLEARLY

*Patient’'s Name: First MI____ Last Sex Age
Height Weight Birth Date Social Sec. No

Residence Address City State Zip Code

Residence Phone Marital Status Referred by

Cell Phone Employer Work Phone

Email (If we can contact you for appointment confirmations or general office information via email.)

PLEASE CIRCLE ALL ANSWERS

1. For what reason do you wish to see the doctor?
2. Areyou allergic to any drugs OF MEAICINES?  ...coiuuiieiiiie ittt ettt et e e st sb et e s abb e e e st et ebe e e e ssb e e e enbreeenreeensneeean Yes No
If so, what?
3. Have you had severe bleeding after @XIraClioNS? ..........uii ittt e e et e e s anee e e naneas Yes No
4. Are your ankIEs OFtEN SWOIIENT ... ..ottt et e bt e e bt e e aa b et e st e e s e bb e e e e ab et e nabe e e e bb e e e ante e e nanes Yes No
5. Has a doctor told you that you have heart troubIE? ... ... e e e e e ennaeee e e Yes No
6. Do you get Short Of Dreath @aSily? .....ooo ittt b e e et s bt e e s rb e e st e e e e bre e e nnbeee s Yes No
7. Have you been under a physician’s care in the PASE YEAI? ......ccoiuiiiiiiiiiiiiee ettt senee s Yes No
8. Are you taking any medicines at the PreSent tIME? ... ... . e et e e et e e e e e e e e e e e anneeeaaeeenn Yes No
L Yo T o] (=T | o F- L | OO PO P PP PPPPPRTN Yes No
10. Have you had:
ASTNIMA e Yes No TUDEICUIOSIS ... Yes No
Rheumatic Fever ... Yes No NEIVOUSNESS  ..vviiiiieiiiiriesiee e Yes No
Heart Trouble ..o Yes No AlIEIGIES ... Yes No
Kidney Trouble ........cccoviiii e Yes No HEPALItIS ... Yes No
Stomach Trouble .........cccccvviiiiiiieec Yes No AIDS-HIV-ARC ..ot Yes No
Pneumonia .......cccooiiiiiiii Yes No Artificial Joint Replacement ..........ccccoovveviineennnen. Yes No
ANBIMIA i Yes No ANY OthErS oo Yes No
High Blood Pressure .......ccccccevieeiiiieenieeenieennn Yes No
R B To I Yo U I Fo Y= W o] o PSPPSRI Yes No
12. DO YOU WEAK CONTACE IENSES? ...ttt ittt ettt ettt ettt s bt e e ek bt eaa ket e e b et e e sh b e e eab et e e ne e e e sbb e e e enbe e e nnbeeennbeeean Yes No
13. Do you, or any near relative, NAve DIBDEIES? ... ittt e ettt e e e e et e e e e e e te e e e e e e sbeeeeaeaanseeeeeeeannees Yes No
14. Have YOU €VET tAKEN COMLISONE? ...iueiiiiiiee ettt itteeattee s sttt e e st e e et ee e aste e e sabeee e abb e e e aateeeeasteeeshbeeanteeesnteeessbeeeanbbeesnbeeesnbeeean Yes No

*Head of Household (responsible for payment) (please print)

Emergency Contact

*If you have insurance, please enter Insurance Company’s name

Name Social Sec. No.
Address City State_ Zip Code
Above Person Employed by City Bus. Phone

Insurance Policy Primary Policy Holder Group No. ID No.
Relationship to Patient Employer Work Phone
DOB Social Sec. No

*Method of Payment Today: [] cash—Check [] credit Card

(Continued)



DENTAL HISTORY

1. Are your teeth sensitive to:

[ (== o PR PUURPNE Yes No
(0701 o T T T P O T TP TP PR U RO PR PP PPPRPRON Yes No
R T 3PP PO PP PPPPPRPRPT Yes No
2] ] o =TS U (=PSRRI Yes No
2. Does food constantly get stuck between certain teeth in your MOUth? .........cooiiiiiiiiiie e Yes No
3. Do you get frustrated because you always have something to be treated or repaired when you visit a dentist?............ Yes No
4. Are you dissatisfied with the your teeth IN Ny WAY? ........eeiiiiiiiei et e e e e e e e e e e e e neaeeeas Yes No
5. Are you dissatisfied with the way your teeth I00K? .........cccuiiiiiii it Yes No
For example: COolOr, ShAPE, SPACES, BIC. .....iiiiiiii ettt e e e e et e e e e st b a et e e e sstaetae e s e sbaeeaeeeannsaeeaeesnnens Yes No
6. Do you have any fillings that Show in Your front tEEN7? ... .. i e e et e e e Yes No

9. If any of your mercury amalgam fillings need replacing, would you prefer to have a more natural,
froTo) g Bee] (o] (=To I (=T (o] = i[o] T ) (=T Vo ISP Yes No

10. Have you ever had any teeth remMOVEA? ...ttt e e e ettt e e e e et et e e e e e s aae e e e e atbeeeeaeaanneeeeeesannees Yes No

How long have your teeth been missing?

11. Do you have any jaw pain or do YOU grind YOUF tEETN? .......coiiiiiiiiie i Yes No
12. Do your gums bleed when brushing OF fIOSSING? ... ..eeiiiiiiii et e et e e et e e e e e e nseeeaeeaannees Yes No
13. Do you ever avoid any part of your mouth when Brushing?.............oooiiiii e Yes No
14. Have you ever been instructed regarding proper home care? No
15. Do you have an unpleasant taste or odor in YOUr MOULN? ... ittt e e e e e e e e e e neeeea e e e annees Yes No
16. DO YOU SIMOKE OF USE TODACCOT ...eiiiiiiieiiiiie ettt sitiee ettt e sttt e sttt e e sttt e e s ate e e saae e e e st bt e e amteeeeasteeesm b e e anteeeenteeesnbeeeenteeesnneeennneeean Yes No
17. Do you frequently SNAck DEIWEEN MEAIST?  .....ooiiiiiiiiie ettt e e e ean Yes No
18. How often do you brush your teeth?

19. How often do you floss?

20. Do you want to learn to control dental disease and retain Your teeth? .........cooiiiiiiiiiiiiie i Yes No
21. Has the fear of discomfort kept you from regular dental visits?

22. Are you deeply concerned about the finances required to return your mouth to excellent dental health? ..................... Yes No

23. When was your last dental appointment?
24. What did you have done?

25. How long since your last thorough examination with full mouth x-rays?

26. What prompted you to seek dental care this time?

27. Why did you leave your last dentist?

AUTHORIZATION AND RELEASE

| have read and answered the above questions to the best of my knowledge. This is to certify that I, the undersigned, consent to the performing
of the dental care procedures agreed to be necessary or advisable, including the use of local anesthesia as indicated. | authorize and request
my insurance company to pay directly to the dentist or dental group insurance benefits otherwise payable to me. | authorize the doctor to
release all information necessary to secure the payment of benefits. | understand that | am financially responsible for all charges whether or not
paid by insurance. | authorize the dentist to release any information including the diagnosis and records, including radiographs, of any treatment
or examination rendered to me during the period of such dental care to other health or dental care providers. | authorize the use of this signature
on all insurance submissions.

Signature of patient or parent if minor Date

Payment is due in full at time of treatment unless prior arrangements have been approved.
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