PATIENT INFORMATION

Patient’'s Name Today's Date
Last First Middle
Address
Street City State Zip
Residence Phone ( ) Business Phone ( )
Date of Birth Male = Female =~ Single = Married = Separated = Divorced =~ Widowed

If patient is a minor, give parent’s or guardian’s name

FINANCIALLY RESPONSIBLE PARTY INFORMATION

Financially Responsible Party’s Name

Last First Middle
Address
Street City State Zip
Residence Phone ( ) Business Phone ( ) Ext.
Date of Birth Sacial Security No. Driver’s License No.
Relationship to Patient
Employer Occupation
Business Address
Street City State Zip
Spouse’s Name
Last First Middle
Date of Birth Social Security No. Driver’s License No.
Employer Occupation
Business Address
Street City State Zip
INSURANCE INFORMATION
Primary
Insured’s Name Insured’s Soc. Sec. No.
Last First Middie
Insured’s Date of Birth
Insurance Company Group No.
Insurance Co. Address
Street City State Zip
Do you have dual coverage”? Yes No If yes;
Secondary
Insured’s Name Insured’s Soc. Sec. No.
Last First Middle
Insured’s Date of Birth
Insurance Company Group No.

Insurance Co. Address

Street City State Zip

Financial Terms and Conditions: Financial arrangements must be made prior to treatment. Ali Emergency Dental Services rendered without previous financial
arrangements must be paid in full at the time services are performed. If you have Dental Insurance, our office will help prepare your claim and have reimbursements sent to the
insured. (Our dental office will not render services on the assumption that expense incurred will be paid by an insurance company)

Signature . o I ) - e Date



Patient’'s Name Date of Birth Today’s Date

For what condition have you sought a dental evaluation?

Whom may we thank for referring you to our office?

Please complete the following important questions by circling yes or no, whichever applies. Your answers are for our records only and
will be considered confidential. Please note that during your initial visit you will be asked some questions about your responses to this
questionnaire and there may be additional questions concerning your health.

Dental
1. Have you ever had any serious trouble associated with previous dental treatment? ... Yes No

If so, explain

2. Does dental treatment make you nervous? No Slightly _ Moderately Extremely

3. Date of last dental visit

4. Have you ever been treated for periodontal disease (gum disease, pyorrhea, trench mouth)?...........c.....oocoovieiiieeeal. Yes No

If so, when?

5. How often do you brush?

6. How often do you use dental floss?
Brushis: Soft = Medium - Hard

7. Do you have or have you ever had any of the following:

Mouth Teeth
Bleeding, sore gumMs ......cccooeiiiiiiiii e Yes No Loose teeth ..o Yes No
Unpleasant taste/bad breath ......................... Yes No Sensitive tohot ... Yes No
Burning tongue/lips ......cccooiiveniiii Yes No Sensitive to cold ........c.coeiiiiiii Yes No
Frequent blisters, lips/mount ...............cccooene. Yes No Sensitive to sweets...........coooiiiiiii Yes No
Swelling/lumps in mouth ... Yes No Sensitive to bitiNg ... Yes No
Ortho treatments (braces) ...........ccooveeveeeennn. Yes No Food impaction ..........cccoveiiinii e Yes No
Biting cheeks/lips ........ooooiieeiiiiiiiiee Yes No Clenching/grinding .......ccoocoooiiiiiiiiiiee Yes No
Clicking/popping jaw .......ccccoevoviioiericiiiieen Yes No If so, when?
Difficulty opening or closing jaw ...........c.cccc.... Yes No Shifting in bite ..o Yes No
Change inbite ...........cooveviiiiiic e, Yes No

8. Do you have?:

Upper Denture .................. Yes No Age of Denture Upper Bridge .............. Yes No Age of Bridge

Lower Denture .................. Yes No Age of Denture Lower Bridge .............. Yes No Age of Bridge

Upper Partial  ...........c...... Yes No AgeofPartial _ Upper Crowns .............. Yes No Age of Crowns

Lower Partial .................. Yes No Age of Partial Lower Crowns ............. Yes No Age of Crowns

Name of general dentist Phone No. ( )

Name of additional dentist(s) Phone No. ( )

Phone No. ( )

Medical
Name of current physician(s) Phone No. ( )

Phone No. ( )

Phone No. ( )

. Has there been any change in your general health within the past Year? .............cccccooieieioeceiee e, Yes No

2. My last physical examination was on

3. Are you under the care of @ PhYSICIENT ...ttt Yes No
If so, what is the condition being treated?

4. Have you had any serious illness within the past five (5) YEAIS? ........c.ooiiiiiiii e Yes No
If so, what was the illness?

5. Have you been hospitalized or had an operation within the past five (5) YEArs? ........cccoeeioiiiiiiiiiieee e Yes No
If so, what was the problem?

—_
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6.

©®

10.
11.
12.
13.
14.

15.
16.

Do you have or have you had any of the following diseases or problems?

a. Rheumatic fever or rheumatic NEart AiSEASE ..........ii it e
b. Congenital heart disease =~ Heart murmur Mitral Valve Prolapse Regurgitations
c. Cardiovascular disease (heart trouble, heart attack, coronary insufficiency, coronary occlusion, high/low blood pressure,
ArLEIIOSCIBIOSIS, SITOKE, B1C.) ittt ittt ettt stttz e et e et e et e e e e aeteeaeeeaeaeaeeaeaaaanas Yes
1) Do you have pain in ChesSt UPON EXEIHONT ... i ittt ettt e e et e e s et e e e e e enaeee Yes
2) Are you short of breath after mild exercise? ............
3) DO YOUT ANKIES SWEII? ...ttt ettt ettt e e e e e Yes
4) Do you get short of breath when you lie down, or do you require extra pillows when you sleep? ................. Yes
d. Artificial Or replaCemeENnt VAIVES ........ouiiiiiiiiiii ... Yes
B, PACEMAKEI . e e e
B A B g o e
g. Sinustrouble .......................
h. Asthma or hay fever ..............
i. Hivesoraskinrash .............
i Fainting spells or seizures
K. DIBDEBTIES ..o
1) Do you have to urinate (pass water) more than six times a day? .........cc.cc......
2) Are you thirsty mUCh Of The timME 7 ... et Yes
3) Does your mouth frequently DECOME Ary? ...t Yes
I.  Hepatitis, jaundice or liver disease ................ccooeeeeen. Yes
m. Arthritis or inflammatory rheumMatisSm ... Yes
n. Artificial or replacement joints, prosthetic Yes
o. Digestive system — Ulcers or stomach disorders (colitis) Yes
P. KIANEY TTOUDIE ...t
G- TUD BT CUIOSIS .. ettt ettt e et e e e e e e e e e e e e e
r.  Persistent cough or cough up blood ...
s. Immune system disorder (including AIDS, HIV, ARC)
T VBNEIEAI QISBASE. .. ... i i ittt
u. Other
Have you had abnormal bleeding associated with previous extractions, surgery, or trauma? ..........c..o.ceeveeeiiiernn.. Yes
DO YOU DIUISE BASIIY7 ... ittt e oottt e e ettt e e e ettt e e e et et e e e e st e e e es Yes
Have you ever required a blood transfUuSIONT . ... e Yes
If so, explain the circumstances & when
Have you ever tested POSITIVE for the AIDS VirUsS 7 ... ..o et Yes
Do you have any blood disorder SUCH @S @NEMIAT .. .....oiiiiiiii et Yes
Have you had surgery or x-ray treatment for a tumor, growth, or other condition? ............ccooiiiiiiiiiniiiiii e Yes

What implants, if any, do you have?
Are you taking any of the following?:

ANtIDIOICS OF SUIfA ArUGS ... ettt
Anticoagulant (blood thinners)
Medicine for high bIOOT PrESSUIE .......coiiiiii e
Cortisone (steroids)
Tranquilizers ..........................

Antihistamines........................

ASDITIN (s

Insulin, tolbutamide (Orinase) or similar drug for diabetes............oociiiiii e
Digitalis or drugs for NEart troUBIE ... e
NIEOGIYCOIIN e e e e e et e et r e s e e

T Ss@moeaoow

x

Other medications

I, If“Yes” to any of the above, state drug name, dosage and frequency
Do you need to take premedication for dental ProCedUIeS? .. ... e Yes
Are you allergic or have you reacted adversely to?:

LOCAH ANESTNELICS ..o oo ettt e
Penicillin or other antibiotics
SUIA AIUGS . ettt
Barbiturates, sedatives, or sleeping PillS.........c.oooiiiiiiiiii e
Aspirin
lodine
(O7eTo [Ti ol TN o g F=T oo (o= USSR SRR

Other

Se~opooop
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17. What dietary supplements have you taken? i.e. Ephedrine, Phen-Fen,

18. DO you USE any tODACCO PrOAUCTS? ..o eiiiiiii ittt e et e et ee e ootk eeeeta e e s eate e e atb e e e amne e e eteaeestbeeenes Yes No
If so, how much per day and what

19. DO you USe any AlCONO! PrOAUCES? ..ottt ettt et e ra e et e e e ke stb e et e ente e e e enae e Yes No
If so, how much per day/week/month and what

20. Do you use any caffeinated products (coffee, tea, chocolate, 81C.)7 ..o Yes No
If so, how much per day and what

21. Do you have any disease, condition, or problem not listed above that you think | should know about? .............c.cccceeiee Yes No

If so, explain

22. Are you employed in any situation which exposes you regularly to x-rays or other ioning radiation? ...........c.ccocoevinnnn Yes No
23. Are YOU WEANNG CONTACES? ..ottt ettt ettt et e et f e et e e e e eae e e et es e e eb ettt e e ateesae e bsesbee et e e enb e e eeetreearean Yes No
24. Are you experiencing stress or pressure in your WOrk or @t hOME? .......oooiiiiiiii it Yes No
Women

25. Is there a possibility you COUId D Pregnant? ... et Yes No
26. Do you have PMS or problems associated with your menstrual period?............ccoviririiriiii e Yes No
27. Are you taking birth control 0r ROrMONE tNETAPY? ..ottt Yes No
28. Name and phone number of your physician ( )

Emergency Information
Name of nearest relative not living with you Relationship

Address Phone No. ( )

| certify that | have read and understand the above. | acknowledge that my questions, if any, about the inquiries set forth above have
been answered to my satisfaction. | will not hold Dr. Christopher P. Travis, or any other member of his staff, responsible for any errors or
omissions that | may have made in the completion of this form. If | ever have any change in my health or in my medication | will inform
Dr. Christopher P. Travis.

Patient’s Signature Date
(Parent’s or Guardian's if Patient is a Minor)

For Completion by the Dentist

Comments on patient interview concerning medical history

Significant findings from questionnaire or oral interview

Dental management considerations

Medical History Update

Date Comments
Date Comments
Date Comments
Date Comments
Date Comments
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