
PATIENT HISTORY DATE _________________

APPROX. DATE
PURPOSE OF VISIT ___________________________________________________________ LAST CHECKUP ____________

PATIENT NAME __________________________________________________________________ Date of Birth ____________

Responsible Party: _________________________________________________________________SS# ________________

                                                                                                                                                                                  Home
Address _____________________________________________________________________ Phone # _________________

Driver
City ________________________________________________________ Zip _____________ License # _________________

Cell Phone _________________________________________ Email _____________________________________________

Occupation ________________________________ Employer __________________________________ No. of Yrs _________

Employee Address ______________________________________________________ Work Phone # ____________________

Spouse of Responsible Party _________________ Occupation ___________________ Work Phone # ____________________

Spouse Employer ____________________________________Employer Address ____________________________________

In case of emergency, whom should be notified ______________________________________Phone # __________________

WHOM MAY WE THANK FOR REFERRING YOU TO US? __________________________________________________________

Are you a member of a dental insurance plan? Yes _____ No _____

Name of Insurance Co. _______________________ Group # _________________________ Phone# ____________________

INFORMATION ON FAMILY MEMBER THAT CARRIES DENTAL INSURANCE

Name ______________________________________ SS# __________________________ Birthdate ___________________

Name of 2nd Ins. Co. ________________________ Group # _________________________ Phone# ____________________

INFORMATION ON FAMILY MEMBER THAT CARRIES DENTAL INSURANCE

Name ______________________________________ SS# __________________________ Birthdate ___________________

DENTAL HISTORY:

The date of your last visit to a dentist was __________________  Date of last full-mouth X-Rays __________________________

Name and address of previous dentist: ______________________________________________________________________

How do you feel about the appearance of your teeth? ___________________________________________________________

Would you like your teeth to be straighter?  Yes ____ No ____              Would you like your teeth to be whiter? Yes ____ No ____

Do the following apply to you?

Yes No

Fear of dentist .....................................

Pain in jaw, face, mouth .....................

Frequent headaches ..........................

Crooked teeth .....................................

Bad breath ..........................................

Teeth sensitive to heat .......................

Teeth sensitive to cold ........................

Yes No

Lump or swelling in mouth .............................

Dry mouth ........................................................

Bleeding Gums ...............................................

Jaw joint sounds or pain .................................

Pain when you open wide (or take a big bite) .

Clenching or grinding teeth .............................

Food wedging between teeth ..........................
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