Today's Date:

Name:

_ABOUT YOU

E-mail Address:

| prefer fo be called: O Male O Female

Lase First
Birthdate: ___/ Age:
Home Address:

Social Security #:

Mr Mss Nz Dy

2 Single 2 Morried O Divorced 0 Widowed Q Separafed

Strost

Home Phone #; | Pager/Car #: |

City Skrte Lip
Work Phone #: | i Ext: Driver License #:

Where & when are best fimes fo reach you?

Other family members seen by us:

Whom may we Thank for referring you?

Employer:

Employer’s Address:

How long there? Occupation:

Street/ PO Box

City Shale

Neighbor or Relative not living with you

His / Her Nome: Relation:

Address;

Work Pnone #: | ! Home Phone &: |

City Shate

f. fgl' ﬁ::ﬂunf If other ihun ]ruurself

Humﬂtﬁme# | ki Sucml Eecuniy#'

Ed- !Zirmrshcenia#*

His / Her Nome:

Social Security #:

Employer:

Primary Insurance

Insurance Co. Name:

Dental Coveroge? O Yes 1 No
Phone #: | |

Insurance Co. Address:

Ext: Drivers License #:

Medical Coverage? L Yes 1 No Orthodontic Coverage? O Yes 0O No

Group # (Plan, Local or Policy #):

Insured's Name:

Insured’s Employer:

Insured's Sociol Security #:
Employer’s Address:

City Shate -
Insured’s Birthdate:  / / Relation:

Street/ PO Box City State

S Brﬂm&pmkcw EI'I'H: L'..INn
erp# tPan lncuianohcr#}'

CONTINUED ON BACK




DENTAL HISTORY

Why have you come to the dentist today?

Are you currently in pain? QYs QNo
Do you require antibiotics before dental treatment? Q Yes Q0 No
e T Qe  ane
Do you now or have you ever experienced pain / discomfort
inmimuioimﬂhUITMDF Q Yes QO Neo
Your current dental health is QGood QFair [ Poor
Do you floss daily? 3 Yes Q No Brush daily? (Q Yes 0 No
Type of bristles on your toothbrush? OHard (O Medium Q Soft
How long do you use a foothbrush before replacing it?
Do you use anything in addifion to your brush and floss? Q Yes Q No
If yes, what®
Wo:;IJ‘youlikefres}mb.aaﬂm?ufa 0 No Whiter teeth? [ Yes 0 No

Do you have a personal physician? 0 Yes O No  Date of last visit:

MEDICAL HISTORY.

Physician’s Name:
Address: Phone #: |___|
Your current physical health is: OGood QFair [QPoor
Are you currently under the care of a physician® Q Yes QNo
Please explain:
Do you smoke or use tobacco in any other form? Q Yes
Huvaymbmnﬂdﬁmrmmwhdd{wrbm&%:le

sleeping or wake up gasping for breath Q Yes
Have you ever taken Fosamax, or any other Bisphosphonate? Q Yes
Y N Acetominophen Y N Blood Thinners
Y N Antibiofics Y N Blood Pressure Medication
Y N Antihistamines Y N Cold Remedies
Y N Aspirin Y N Digitolis/Heart Medication

Do your gums ever bleed? QYes QNo Ever lichg O Yes ONo

Have you ever hod periodontol disease? Q Yes QNo

Do you have mobility in your teeth? Q Yes O Neo

Are your teeth sensitive fo heat, cold, or anything else?

Do you still have wisdom teeth? 0 Yes O No

Fyes, why? §

Previous / Present Dentist: last Visit Date: :
(Please Circle)

Why did you leave your previous dentist?

What did you like most & least about any dentist you have seen?

Are you happy with the way your smile looks?
If not, what would you change?

0 Yes

aNo

Are you allergic to any of the following?

Y N irin ‘f |'-t Ernhru?u

Y N Barbiturates Metals
Y N Codeine "I’ N Latex

Y N Dental Anesthetics Y N Penicillin

Please list addifional drugs/materials that cause allergic reactions:

‘l’NRo-:rnuhuulegs
Y N Steroids/Cortisone

Are you faking any prescription, over-the-counter drugs, herbal remedies, vitamins or minerals not listed above? (O Yes [ No If yes, please list each one:

Please list any serious medical condition(s) that you have experienced:

Do you or have you experienced the following?

Y N Abnomal Bleeding Y N Colifis Y N Heodoches Y N Liver Disecse Y
Y N Akohol Abuse Y N Congenital Heart Defect Y N Heoarl Atfack Y N low Blood Pressure Y
Y N Anemia Y N Diabeles Y N Heart Murmur ::mm :
Y N Arhnfis YN D Breathi Y N Heart Surgery i Prolapse

Y N Artificial Bones/Joints Y N % s Y N Hemophilia Y N Osteoporosis/Poget's Disease | Y
Y N Aviificial Valves vHEE:am Y N Hepaiifis Y N Pocemoker Y
Y N Ashma YN Y N : Y N Persisient Y
Y N Blood Tramsfusion Y N Fainfing Spells Y N High Bood Presure Y N Psychiatric Treatment Y
Y N Concer Y N Fever Blisters Y N HV*/ADS Y N Rodiation Treatment Y
Y N Chemotheropy Y N Gloucoma Y N Hospillized for AnyReason | Y N Rheumatic Fever Y
Y N Chicken Pox Y N Hay Fever Y N Kidney Problems Y N Scorlet Fever Y
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| affirm that the information | have given is correctfuﬂ}ebeslofm}'
knowledge. It will be held in the sindesi confidence and it is my

nslbllliy to inform this office of any changes in my medical status.
I uufhnnze the dental staff to perform the necessary dental services
| may need. My method of payment will be
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