PATIENT'S NAME: First M.1. Last Date ) /

Soc. Sec. # Birthdate Sex Referred By

GUARANTOR INFORMATION (Person Responsible For Bill) (If Minor — Custodial Parent or Guardian)

Name __ Soc. Sec. # Birthdate

Address City State Zip

Cell Phone E-Mail

Home Phone Work Phone

Occupation Employer

Spouse's Name Soc. Sec. # Birthdate

Spouse's Occupation Employer Phone

In Case of Emergency Contact: Name: Phone

INSURANCE INFORMATION

1. Subscriber Name D #

Employer Insurance Company Phone Group #

2. Medical Ins. Phone ID#

Employer Insurance Company Group #

Release of Benefits and Information: | authorize my insurance benefits to be paid

SIGNATURE ihe dobior o Insurance Company 10 elosss any iormalion reasred ot e

MEDICAL/ INFORMATION

Physician Last Treated
Phone
NO YES NO YES
Rheumatic fever — | Epilepsy L OFFICE USE ONLY
Heart murmur | Emphysema —
Mitral valve prolapse | Sexually transmitted disease —
Heart Attack — | HV, AIDS or other communicable diseases
Angina/chest pains | Asthma e o
Congestive heartfailure | Seasonal allergy, sinus problems b
High or low bloodpressure | Have you everused Fen/FenorRedux?
Stroke | Have you had an EKG? i e B
Shortness of breath, ankle swelling | Substance abuse/alcoholism ——
Hepatitis A, B, C,orcamier | Doyousmoke? How much? ___ Howlong?
Jaundice or liverdisease | Doyou chew tobacco? How long? e
Clotting problems __ | Have you been hospitalized? -
Anemia/bruise easily | Do you take any medications? =l
Stomach orduodenaluicers | Drug allergy or reaction? e
Kidney disease, infection and/ordialysis | Skin reaction to jewelry ———
Cancer | Latex allergy ——e
Diabetes — | Doyou have any diseases or conditions not listed?
Immune disease — | WOMEN ONLY
Organ transplants __ | Are you pregnant? Due Date RS
Artificial joints | Hormone replacement therapy? —— — [ PREMED:
Tuberculosis — | Are you taking birth control pills? e D YES D NO

CONSENT: | understand the above information is necessary to provide me with dental care in a safe and efficient manner. The information on thig{page and the medical history are correct to the best
of my knowledge. DAVID K. CHAN, D.M.D., PS. wants you to be fully informed about any proposed treatment, the risks and consequences thereof, and any alternatives. By your signature below, you
request that DAVID K. CHAN, D.M.D., PS. provide general dental care and treatment to the patient listed above. You should be aware that dental procedures, including anaesthesia, may involve risk
of temporary or permanent injury or even death. Non-treatment of tooth or gum disease may result in progressive damage to the teeth, mouth and gums.

PATIENT SIGNATURE Date




DENTAL HISTORY

Referred by How would you rate the condition of your mouth? O Excellent 0O Good 0 Fair O Poor
Previous Dentist How long have you been a patient? Months/Years

Date of most recent dental exam / / Date of most recent x-rays / /

Date of most recent treatment (other than a cleaning) / /

| routinely see my dentistevery: @ 3mo. O 4mo. O 6mo. O 12mo. QO Not routinely

WHAT IS YOUR IMMEDIATE CONCERN?

PLEASE ANSWER YES OR NO TO THE FOLLOWING:

YES NO
Personal History _

1. Are you fearful of dental treatment? Scaleof 1t0 10 (very) _ s =) Q
2. Have you had an unfavorable dental @XperienCe?..... ... st sa e anes =) 0
3. Have you ever had complications from past dental treatment?.............ccoceiiiiiiieiiinicni e a ]
4. Have you ever had trouble getting numb or reactions to local anesthetic?.............cccveerrimicnenceeienensrecee, a (]
5. Did you ever have braces, orthodontic treatment or had your bite adjusted?...........cccccciininiiniiiiiininnnn Q 0
6.. Have youhad Ry et TORAOVEOT. 1. 1. ciouimeimnsnsissssens sosrogmsnsssseamisnsm s mase ey A TR R S S S T Q ]

Smile Characteristics

7. ls there anything about the appearance of your teeth that you would like to change?............cccccoevveeenirannee Q
8. Have you ever whitened (bleached) your teeth?..............cccciiininii i s s se s Q
9. ‘Are you selt.conscious about YOURTEBMIR. . inimniziiimsretimmistassitorarsastiaiiasnasse siiessimsisvissaeassd ssoavorns a
10. Have you been disappointed with the appearance of previous dental Work?..............ccecveimeiniiiniins e, =)

oooD

Bite and Jaw Joint

11. Do you / would you have any problems chewing gum? ............ sy rre e S (e
12. Do you / would you have any problems chewing bagels or other hard foods?..............ccconimcinicinicniiinininnns Q
13. Have your teeth changed in the last 5 years, become shorter, thinner or Worn?...........c.ccveincsncsiscssnssncsicens. [
14. Are your teeth crowding or developing SPaceS?...........ccimnmmnerimrsssss i e ]
15. Do you have more than one bite or do you clench (squeeze) to make your teeth fit together?.............cccce.e ]
Q
Qa
Q
a

16. Do you have any problems with sleep or wake up with an awareness of your teeth?............ccccccciniiiiiiinnnn.
17. Do you have problems with your jaw joint? (pain, sounds, limited opening, locking, popping)..........ccccccueeuees
18. Do you have tension headaches or sore teeth?...........coo i s
19. Do you wear or have you ever worn a bite appliance?.........c.oco i s

R o )

Tooth Structure

20. Have you had any cavities within the past 3 years?............ccc i e Q )
2l DO O N O B N O L rs. o e ool s sweininsinss s st s R i s o5 SN S35 DRSS A SR N4 PN AR SR SRR O H A SR M ks Aa 0 ]
22. Are any teeth sensitive to hot, cold. biting OF SWEELS?.........ccooeiiiie s s Q Q
23 Have you ever had a toothache, cracked filling, broken, chipped or cracked tooth?............cccocicinnininiiinnnne. Q Q
24. Do youavold:brushing any part of YOUE MOUERT: <. it irivvimsiisemiipassiosiatcisasiasransstiassssosmisamsimasins sasnss suss Q Q

Gum and Bone

25. Have you ever been diagnosed or treated for periodontal (gum) disease?.............ccovcriiiiiiniiininnic e, ] ]
26. Have you ever experienced QUM MECESSION?........ciiiireeniiiiiniisesesissssias srssessssssssrsseesssssssassisssessnssssssassssssenss O (]
27. Is there anyone with a history of periodontal disease in your family?..........cc.ooeereiiiicinicncs s O a
28. Do your gums bleed when brushing, flossing or €ating?............coceiiiiiiiiiii s Q Q
2 e UGB DE OO OB T . o s s e e itbsasresasateatant szmases s sesn et AR S e sts At nsn aus AER S ST AR 2 snash s e n s AR EA m e RS Q Q
30. Have you ever noticed an unpleasant taste or odor in your mouth?..........cccciciiiiiiee .. (] a
31. Have you experienced a burning sensation in your MOULh?..........ccecimiiiinieic s Q Q
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