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 DENNIS E. DOELLE, D.D.S. 
 
 
DATE:  
 
It is a pleasure to have you as our client and to survey your dental health.  IN order to render the proper and optimum dental services 
for you and to give the most consideration of your time and feelings, we ask you to p lease answer completely all the following 
questions.  Naturally, any information will be considered confidential and for our records only. 
 

PERSONAL 
 

Are you having any pain, or discomfort in or around your face or mouth?  Yes  No 
Explain  

 

Are you aware of any particular dental problems at this time?  Yes  No 
Explain  

 

When was your last dental visit?  
 

What was done at that visit?  Cleaning  X-rays  Exam  Emergency Care  Treatment 

NAME:  
 LAST NAME FIRST NAME MIDDLE NAME 

MAILING ADDRESS:  
 STREET CITY STATE ZIP CODE 

RESIDENCE ADDRESS:  
 STREET CITY STATE ZIP CODE 

PHONE:    
 HOME CELL WORK 

EMAIL ADDRESS:   
 
MARTIAL STATUS:  BIRTHDATE:  MALE  FEMALE  
 
OCCUPATION:  

 PLACE OF EMPLOYMENT  JOB TITLE 

NEAREST RELATIVE:  
 NAME ADDRESS PHONE 

FRIEND (in this area):  
 NAME ADDRESS PHONE 

 
 

Whom may we thank for referring you to this office?  

What is the most convenient appointment time for you?  
 
Should we have a sudden change of appointment may we call you to take an appointment on short notice?  Yes  No 
 
How would you prefer to be notified of your next appointment?  Email  Postcard 

 

Personalized Dental Healthcare



 
MEDICAL HEALTH 

 
Your dental health and medical history are often directly related to each other.  The following information will not be released without 
written permission. 
 
Has there been a change in your health within the last 5 years?  

Has there been a serious illness or hospitalization within the last 5 years?  
 

Your general health now is:  Excellent  Good  Fair  Poor 
 

You last physical or medical check-up was when?  
For what purpose?  

Physician:  
 NAME ADDRESS 

Are you under any medical care now?  
What pills, liquids, etc. do you take now (includes aspirin, vitamins, birth control pills, tranquilizers, tonics, nitroglycerin, cortisone, 
antihistamines, blood thinners, insulin, digitalis, diuretics dilantin, etc.? (Please list medications below) 

       
       

 
Check YES or NO on all of the following conditions which you have had or have at present: 
 YES NO  YES NO    YES NO 
Heart Failure    Emphysema    AIDS    
            

Heart Disease or Attack    Persistent Cough    Hepatitis A (Infectious)    
            

Angina Pectoris    Tuberculosis    Hepatitis B (Serum)    
            

High Blood Pressure    Asthma    Liver Disease    
            

Heart Murmur    Shortness of Breath    Yellow Jaundice    
            

Rheumatic Fever    Sinus Trouble    Blood Transfusion    
            

Mitral Valve Prolapse    Allergies or Hives    Drug Addiction    
            

Bacterial Endocarditis    Thyroid Disease    Venereal Disease    
            

Heart Pacemaker    Radiation Therapy    Cold Sores    
            

Heart Surgery    Chemotherapy    Frequent Sore Throat    
            

Artificial Joint    Arthritis    Epilepsy or Seizures    
            

Stroke    Rheumatism    Fainting or Dizzy Spells    
            

Kidney Trouble    Cortisone Medicine    Nervousness    
            

Ulcers    Anemia    Psychiatric Treatment    
            

Diabetes    Pain in Jaw Joints    Trouble Sleeping    
            

Hypoglycemia    Headaches    Bruise Easily    
 
Have you ever been told you have abnormal blood pressure? High  Low   
 

Have you had a recent appetite or weight change?  
Are you subject to prolonged bleeding?  

Do you have a family history of diabetes?  gum (periodontal) disease?  

Do you take vitamins?  Are you on a special diet?  
 

Do you exercise regularly? Yes  No  Do you smoke? Yes  No   
 

Do you have any disease, condition or problem not listed above that the doctor should be aware of?  
 

I authorize Dennis E. Doelle to perform mutually agreed upon dental procedures and administer such anesthetics as found necessary to 
treat the dental condition of the above named patient, and I certify that the above information is correct to the best of my knowledge. 
 
 
 

Signed  
 (Patient or Parent, if minor) 

 


