PATIENT'S NAME: MRS., MR, MISS, MS,, DR.,

DATE

BIRTH DATE

-NAME OF SPOUSE

MARRIED

IF A CHILD, PARENT'S NAME
STREET ADDRESS

HOME PHONE CELL PHONE

cITY

STATE ZIP

SINGLE

PATIENT EMPLOYED BY
OCCUPATION AND POSITIQN

PHONE

HOW LONG HELD

(IF RETIRED, FROM WHAT OCCUPATION)

CTY ___ STATE zIP

BQSINESS ADDRESS
SPOUSE EMPLOYED BY

PHONE :

IN CASE OF EMERGENCY, WHOM SHOULD BE NOTIFIED

PHONE

INSURANCE INFORMATION

DO YOU HAVE lNSURANCE THAT MAY COVER ANY PART OF QUR PROFESSIONAL SERVICES YES i NO

POLICY NO.

IF SO, NAME OF COMPANY

(PLEASE PROVIDE CLAIM FOF!MS FOR ALL PROFESSIONAL SERVICES THAT MAY BE EUGIBLE FOR INSURANCE COVERAGE)

SOCIAL SECURITY NUMBER

SPOUSE'S SOCIAL SECURITY NUMBER

WHOM MAY WE THANK FOR REFERRING YOU

/DO YOU HAVE ANY HOBBIES OR SPECIAL INTERESTS

MEDICAL HISTORY

Please list last name and phone number of your general physician.

Please list all medications, inciuding daily amounts, you are taking.

Last physical examination/hospitalizaﬁon

Do you take any of the following on a regular basis?
ASPIAN ocoucisocesssscossmacaransnsans YesT= NoO
St. John's Wort.........coeeeenneee YesZ=- NoO

Do you take blood thinners? YesT— No[O

Coumadin......ccccuceet
Ginko Biloba............

YesO NoQO
YesO NoDO

Yesid No(D
YesT NoO

Are you taking any medications for: Nerves (Tranquilizers) O, Thyroid 0, Hormones O, -Steroids [, Birth Control Pills O, Depression O

Diabetes (Pills or Shots) -, _pnlepsy (Dilantin) OJ,

Are you allergic to: Penicillin T Erythromyein O Tetracycline T Codeine Local Anesthetic/novocaine O Costume Jewelry D:
What other medications are you allergic to?

Have you ever been treated for: :

Ulcers ...... 8 O B O £ ARG O = i win YesO NoO Asthmaorhayfever ...................o.. ¥i j
Gastrointestinal Disease . . . ......ccccntnn. "YesO NoO Chronic Sinusy Infecton........... S AOOE D000 Y:: g mg 8
Diabetes .............. by ey PG DU OT O CT 0 B YesOO NoO Clwonlc Colgh < i~ .- 7. i ce viv s s nse amismin s YesO NoO
EPIEPSY +vvvvvemnnnanienen i YesO NoO Rheumatoid Arthritis ....................... " YesO NoO
Anemia ........... clo o751« 51515 s oiE 5 i a SR YesO NoO Degenerative (Osteo) Arthritis ............... YesO NoOC
Congenital HeartLesions ............ DOGOC YesO NoO - Joint or Hip Replacement ................... YesO NoO
Heart disease ..... F's75a ot a il siate e sra: 8 ejn 8 e YesO NoO OUOKG . <. iniaaims oo aisin siote isim sl s ol wvi e = 3 YesO NoO
Rheumatic fever ......... e A e e YesO NoO. GlaUCOMA .\ eeeeeeeirnneeaeeaannnns YesO NoO
Mitral Valve Prolapse . ............ccoints YesO. NoOl Cancerortumors .........c.cvveeeeennennnn YesO NoO
Abnormal Blood pressure ...........c...... ~YesO NoO VenerealDisease ................counnnnn YesO No(
Heatmummur ........coiiiuienennnenans YesO NoO HALV,ALDS, O ARC. . ccoiivicomnsmsmn- YesO NoO
Pacemalger ............................ YesO3 NoO Drug ADACHON -..c oo 5o 5s s = i 5iee s s sie YesOO NoO
Kidney disorders .............oiniiinns YesO No(C Chronicdrymouth........c..ccovcvecennee. YesO- NoO
Physical Handicaps..................o... YesO NoO Do you have any children younger than13? .... YesO NoO
Tubergulosns.or Iur?g dISBASE ... :ss e asinns YesO No Are you subject to prolonged bleeding . ........ YesO NoO
Jaundgge orliverdisease .......cccoceaves YesO NoT ATO YOU PIegnant .. : «: ... sie sis s 5o misn 5w s s o YesO NoO
B ST 1) e e e ) S 0 GO0 O S0 S DD BT T YesO NoC Doyousmoke ........coovieinninnnnnnnnn YesO NoO

DOCTORS USE ONLY PLEASE




Thank you for choosing our office to care for your dental health. In order to care for you
properly, we ask that you complete the following health history. Please ask the receptionist
about our educational literature. Again, thank you for choosing our office.
" How can we help you?

When was your last dental visit?

Have you ever had any serious problem associated with previous dental treatment? . ............ eI S YesO Noi:

If so explain

Doyou avoid brushing any part of your mouth because of pam? ........................................ YesD No

If yes, what part?

Do you feel twinges of pain when your teeth come in contact with (Curcle) HOT COLD SWEET SOUR
'Doyouchewononlyonesndeofyourmouth?................1 ..................................... YesO NoIZ

If yes explain ‘ : ‘

On a scale of 1-10, 10 being the highest, what priority do you give yourteeth? ...................oooovien.
- How often do you brush your teeth?

How often do you floss?

Do your gums bleed while brushing? . .. ... ....ouiumiiin i YesO NoC
- Do your gums bleed while flossing? . ...........oooiinn e i T RNR AR N R 8 A S e e s YesT Nol
Does the floss tear or break when flossing any of yourteeth? . .................... i S ~.. YesT NoLl
Do you feel pain to any of your teeth when brushing or flossing them? . ... ... ) S O £ £ ) E3CHO 5 KO G B0 0 Y G YesT0! NoCC
Do ybu have any pain in any part of your mouth or in any tooth while biting or ChEWING?. - < <x & s juisaim s srietei s e la)aimioss YesT NoT
Do your gums feel tender or SWOHEN? . ... ... . .iiiiit i e YesTi NoZ
Do you usually have many cavities? . .. ... ..o D YesT NoE
Do you lose fillings or break flllmgs'7 ..................... 1 o 83 50 o R RS 3 e i e i i o A R Yesd Noii
Doyougageasily? ........conueaniaacaatianioneanannans 300 0 I £ 0 63 0 S50 £ 0 0 G D10 B G0 0 B E YesO NoS
Do you feel your bite is off; bad blte'7 s e ot OB 0 T AG G 011 0 00 T SR S U e el mie e b e S s R o sk L YesO NoC
Does food catch between your teeth? .............. P o ialsiehel et o oleleolialolalalle el ae et e SHe e sre eSS e YesO NoO
Do you eat a piece of candy or chocolate OVETY dAY?D «iciiis =i wisisi sio i wis wisio o sieinininals s i e e B o S YestO NoS
Do you drink regular soft drinks or chew'ljegular QUM @VEIY dAY? .. c.licuecvessiisinsinsameassansans 000 O YesO Nol:
Do you have a regular exercise program’?' .................................................. RN YesO NoD
_ Are you happy with your pastdentistry? . .. ............... D et B g pime i e e i i L5 YesT Nol
Are you familiar with the term * preventlvedentlstry"...............................;.........;....;.... YesCO NoiC
Can YOU ChEW PrOPEHY? . . ..o\ v e tte et e et an et aaeatanecacaeeattatansesorantananansnes ... YesO Nol
Are you happy with the appearance of yourteeth? ................c.ooovennnn IG5 508 S B E SOR AT YesCO Noi:
HaveyoueverhadproblemswnhyourTMJ'? .............. o s O S eiieiieieeaii. YesO Noid
Are you in the habit of biting your nails or any other hard ODIECH? & c . cio= o[a s oo sivs siie sisiekaleal s e sys ke s s o kel a-als YesO NoIZ -
Do your jaws-ever feel tired when you wake up, talk, or chewalot? ......cccoceenencnaicianascn A e YesO Noi:
Do you ever have pain, clicking, popping, or grating sounds from your jaw joint? . .......... R YesT NoTl
_Dbes it hurt v_vhen you open wide ortake abigbite? .......... oo il YesOO NoZ
'Does your jaw ever-lock or go out, i.e. get stuck open or closed? .. .. .. .. YesT NoC
Does your jaw make noise so that it bothers you or others? ...............oooiiiiiiiiiiiiiinnan. .... YesO No[:
Do you ever have ringing or pain in-your ears? .. ... T by s 2 VY £ U PG 9 G 0 O T e e 5 YesT Noil
~ Do you have chronic earaches? . .. . .. e e o e e s ... YesO NoC
Doyougrindyour'teethduringthedayornight?.........................................L..., ....... YesC No(
Have you ever had orthodontics (braces)? . .........oviiiiniiiii it annes e, YesCTZ NoO
Have you ever had periodontal therapy (gum BUIGEIY)? i < oo ismins W i N 38 AL 3 A e m b s YesO NolZ
‘Have you ever had endodontic therapy (root CANGI)? . - o < e n o eie wisie wiate sia o aie s visie 518 o oa s as w Se 4R G e w e e YesTl Nod
Have you ever been treated by an oral SUrgeon?. . ........ooeviiiiiiininninaans £G0RBTE000B0TEHE YesO No[l

What is the one thing that you liked least about any former dentist or the office?
What is the one thing that you liked best about any former dentist or the office?

IF THERE IS A NEED TO CANCEL AN APPOINTMENT, PLEASE GIVE US 48-HOURS NOTICE SO ANOTHER PATIENT MAY

RECEIVE CARE.
THIS INFORMATION WAS GIVEN BY:




Dental History

These things are important to me about my dental health:

Former Dentist’s Name: City/State:
PLEASE CIRCLE ONE:
1. My mouth is:
' a. very comfortable.
b. moderately comfortable.
c. uncomfortable.
2. I
a. think the appearance of my mouth is excellent.
b. think the appearance of my mouth is adequate. .
c. wish I could change the appearance of my mouth.
3. I .
a. want to save my teeth at all costs.
b. prefer to keep my teeth if cost and time are reasonable.
c. expect to someday lose my teeth and have dentures.
4. I
a. have set goals to achieve optimum oral health with a previous dentist.
b. want to set goals to achieve optimum oral health.
~ ¢. not very interested in setting personal goals to achieve optimum oral
health.
3. I
a. have followed the recommendations for optimum dental health given by
my dentist.
b. have not done what dentists have recommended I do with my mouth.
c. usually only go to the dentist for emergencies.
6. I think I:
a. am in EXCELLENT oral health.
b. am in GOOD oral health.
c. am in POOR oral health.
7. I desire: ‘
a. excellent oral health.
b. average or good oral health.
c. crisis care only.
8. What are some questions about dentistry and your oral health that you have never had adequately
answered?
Signature Date

Thank you!



