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DENTISTRY
Patient Information:
Full Name:(F) (M) (L)
Date of Birth SSN
Mailing Address City State Zip
Home Phone Work Phone Cell Phone
Email How did you find us?

Minor___Single__ Married___ Divorced___Widowed____
Patient or Parents Employer

Business Address City: State: Zip:
Spouse or Parents Name If Student-Name of School
In case of emergency contact Phone:

How would you like to be contacted? Circle one E-mail Text Home Cell Work Phone

Responsible party:

Name of Responsible Party Relationship to Patient
Address City State Zip
Date of Birth SSN
Employer and Address
Primary Insurance Information:
Name of Insured Relationship to Patient
Address City State Zip
Date of Birth SSN
Employer and Address
Insurance Company Group # Phone
Address City State Zip
Secondary Insurance Information:
Name of Insured Relationship to Patient
Address City State Zip
Date of Birth SSN
Employer and Address
Insurance Company Group # Phone
Address City State Zip
Medical History:
Physician’s Name Phone Date of last exam
No Yes

Are you under the care of a physician?------=-============mmmermmmmeemme- ] ]
Have you been hospitalized for surgery or illness?------=-====-=-===un--- ] ]
Are you taking over the counter or prescription medications?---------- ] ]
Please List:

No Yes Women Only:

Are you pregnant?
Are you nursing?

Do you use tobacco? -----=-======mmmmmmmmmm oo

[l
Do you use alcohol? --------====zzzmmeemmmmmmmmmmmmme e ]
Do you use recreational drugs? --------=-=-=-=-=-=-=---- []
Have you ever had a reaction to local anesthetic?--{_]
Do you wear contact lenses?----------=-=--=--mnmencun--- ]

Date of last exam?

L]
]
] Are you taking BCP?
[]
[]
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Do you have allergies? Drugs or Food?---------------1 (101

Please List:

Which of the following apply? Check only if yes.

[OHigh blood pressure OFrequently tired CJAids/HIV

[IHeart attack [JAnemia [ISTD’s
[JRheumatic Fever LIEmphysema [IThyroid problems
[dSwollen ankles [CICancer [OHepatitis A, B, C
LIFainting ClArthritis CUlIcers

[ISeizures [Joint Replacement [IRespiratory problems
CJAsthma [IChest pains [IOsteoporosis
[Low blood pressure [IShort of Breath [IBleeding disorders
[IEpilepsy/Convulsions  [IStroke [CIOther

OLeukemia [OHay fever/Allergies

[IDiabetes [ITuberculosis

[IHeart Disease [JRadiation Therapy

[ICardiac Pacemaker [IGlaucoma

[IHeart Murmur ClLiver Disease

[JAngina [IKidney Disease

Dental History: Check No or Yes No Yes

Do your gums bleed while flossing/brushing?--------------- O Blood Pressure
Are your teeth sensitive to hot/cold liquids/foods?---------- O Pulse
Are your teeth sensitive to sweet/sour liquids/foods?------ O

Do you feel pain in any of your teeth?------=-=-=-=-mnmnmemue- O

Do you have sores or lumps in your mouth?-------=--------- O

Have you ever had trauma to your face, mouth or jaw?---[]

Does your jaw click, pop, crackle or ache?------------------- O Date of Last Visit

O
O
[
O
[
[
O
Do you have difficulty opening or closing you mouth?-----[01 [
O
O
O
[
O
O

Do you have difficulty chewing?---------=-=-==s=emnmemememmeee-
Do you have frequent headaches?------------=-=--=-mmvmen--
Do you clench or grind you teeth?---------=-=-==-=nmmmememme-
Do you bite your lips or cheeks frequently ?------------------
Have you had problems with previous dental work?-------
Have you ever had braces? -------=-=-===m=mmmmmmmememmeeeeen
How many times a day do you brush?---------===-=nnnmx-
How many times a day do you floss?-------=----=--=-nux---
Do you use an electric brush?------=-=-===-emnmmeemmmmeeo- O
Do you use any mouth rinses?------=-=-=====nmmmmmemememem oo O
Have you ever been told you have Periodontal Disease?[]

Goals for your mouth and teeth?
If you could change anything about your smile, what would that be?

| certify that | have read and understand the above information. To the best of my knowledge, the above
questions have been answered accurately. | understand that providing false or incorrect information can be
dangerous to my health.

X

Patient or guardian signature Date Dentist Signature Date
X

Print Name Date Witness Signature Date




