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THE DENTISTRY AND IMPLANTOLOGY
GROUP OF ORLAND PARK

Patient's Name

1. When was your last dental check-up?
2. How often do you brush your teeth? Is your brush hard, soft, or medium?
3. Do you floss your teeth? YES NO How often?
4. Are your teeth sensitive to hot orcold? ........... ... ... .. YES NO
5. Do your gums bleed? . ... ... ... YES NO
6. Are you having any pain or discomfort at this time? . .................................. YES NO
7. Have dental procedures ever been recommended to you that you didn't have done? .......... YES NO
8. Have you ever had a bad experience in the dental office? ............................... YES NO
9. Are you nervous about the care you are about to receive? ................. ... YES NO
10. Do you frequently get blisters on your lips or in your mouth? ........................... YES NO
11. Are you unhappy in any way with the appearance of your teeth? ......................... YES NO
12. Do you feel your teeth are affecting your health or your eating habits? ................... YES NO
13. Are you interested in:
U Professional Whitening () Braces/Invisalign QO Implants
Do you smoke? How many packs a day?
Do you chew tobacco? How often?
MEDICAL HISTORY
1. Are youin good health? ......... ... . ... .. . . ... YES NO
2. Has there been any change in your general health within the past year? ................... YES NO
3. When was your last physical examination?
4. Are you now under the care of a physician? ................ ... ... . . .. YES NO
What is the condition being treated?
5. My physician is:
Name Phone
Address City, State, Zip
6. Have you ever been hospitalized or had a serious illness or operation? ................... YES NO
If so, what was the problem?
7. Do you have or have you had any of the following diseases or problems? ................. YES NO
A. Damaged heart valves or artificial heart valves including mitral valve prolapse? .......... YES NO
B. Congenital heart 1esions? ... ...........o oot YES NO
C. Cardiovascular disease (heart trouble, heart attack, coronary insufficiency, coronary occlusion,
high blood pressure, arteriosclerosis, stroke, rheumatic heart disease) .................. YES NO
1) Do you have pain in the chest upon exercise? ................................... YES NO
2) Do your ankles swell? .. ... .. ... YES NO
3) Do you get short of breath with mild exertion or do you require extra pillows when you sleep?... YES NO
4) Do you have a cardiac pacemaker? ........... ... ... YES NO
D Artificial JoMts?: i 0 s i e e L S s YES NO
E. Sinus trouble or allergies? ............ .. i YES NO
F.Hives o SKINTASH? oo o055 5 mnmmmssains s oo se s siamming 5505 5 5% b % it § 08 3730 4 S s YES NO
G. Fainting spells or s€izures? . ......... ...t YES NO
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1) Do you have to urinate more than 6 timesaday? ................ ... ... ... ... YES NO

2) Are you thirsty much of the time? .............. .. ... i i YES NO

3) Does your mouth often become dry? . ........ ... YES NO

K HEPATTiS? . o v hstisinins sa v v i Miemicissaiorsant 54 6 & 4 ookimareidiala’ s o s 68 44 ebukuns dsaialant s § iigs atasareia YES NO

J. Arthritis or inflammatory rheumatism (painful swollen joints)? .. YES NO

K. Stomach ulcers? .. YES NO

L. Kidney troubles . YES NO
YES NO

N. Do you have a persistent cough or cough up blood? ................................ YES NO

G- Low BIOOA-Pressred: s« < s« & v msusirsrs ss 615 5 35 8 Whassmiisies sisth ¥ e v F Ensieon .45 3 5 8 58 Byseiss YES NO

P. Venereal disease? ... ........oouiuiininiiii s YES NO

Q. AIDS or test positive for HIV antibodies? .......................... .. YES NO

8. Have you ever been exposed to hepatitis or AIDS? ............. ... ... ... ...... .. YES NO
9. Have you had abnormal bleeding associated with previous extraction, surgery or trauma? . .. YES NO
A. Do you bruise easily? . YES NO

B. Have you ever required a blood transfusion? YES NO

If so, explain the circumstances
10. Do you have any blood disorder such as anemia? ..................... ... ... . YES NO
11. Have you had surgery or x-rays for a tumor, growth, or other condition of your head or neck? . YES NO
12. Name and dose of medicines you are taking including over-the-counter drugs or herbal supplements

13. ARE YOU ALLERGIC TO OR HAVE YOU REACTED ADVERSELY TO:
ALLateX ... .. YES NO

B. Penicillin or other antibiotics? .. . YES NO
C. Barbiturates, sedatives or sleeping pills? . YES NO
;. ASDIEIDD & evtsiors ok o5s 5008 FUSSESET S0 4 5 € 5 RS R b 6 B e et h B R e el YES NO
E. lodine? .......... YES NO
F. Codeine or other narcotics? YES NO
G. Other?

14. Do you have any disease, condition or problem not listed? ............................. YES NO

15. Are you employed in any situation which exposes you regularly to x-ray or other ionizing radiation? YES NO

16. Are you wearing contact 1enses? .. .....vnvt ittt et a et YES NO
WOMEN

17, Are YOWDIEENANtY &isisids ot v d om0 5k s DR ST e b O Ly S et YES NO
18. Do you have any problems associated with your menstrual period? .. YES NO
19. Are you nurSing? ... ... ... YES NO

SIGNATURE OF PATIENT DATE

If you are filling out this form for someone other than yourself, please sign here and indicate your relationship to the patient.

SIGNATURE RELATIONSHIP
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Patient Name Date

How did you hear about us?

PATIENT INFORMATION:

Address City, State, Zip -
Home phone Cell Phone Work Phone

Email address Date of Birth__ / /___ Occupation

Employer Address

City, State, Zip Social Security #  / I
Person who does not live with you — to contact in case of emergency:

Name Relationship Phone

ACCOUNT INFORMATION: (If same as above, write same)

Person Responsible Relationship Email

for payment to patient address

Address City, State, Zip

Home Phone Cell Phone Work Phone

Employer Address

City, State, Zip Occupation Social Security #__ / /-

PAYMENT OPTIONS

PAYMENT IN FULL AT EACH VISIT (Cash, Check, Credit Card)

PREFER TO DISCUSS OTHER OPTIONS (Including patients who
would like us to accept their insurance payments)

e B e S 3 b S T S P D i G BB B e B R0 B
[ understand that regardless of my insurance status, I am ultimately responsible for the total balance on my account
for any professional services rendered. Should my account become delinquent, I agree to pay interest at the rate of 1 1/2% per
month (18% annual percentage rate). I also agree to pay all collection costs including attorney fees incurred.

I consent to the use of photographs of my teeth/mouth for educational or marketing purposes.

SIGNATURE

e e e e ey
DENTAL INSURANCE INFORMATION:

Insurance Co. #1

Address

Policyholder,

Employer

City, State, Zip

Group Number Eff. Date _ /__ /

City, State, Zip

Social Security # / /

Address

Insurance Co. #2

Address

Policyholder

Employer

City, State, Zip

Group Number Eff. Date / /

City, State, Zip

Social Security # / /
Address

I authorize release of any information necessary to
effectively process my claim with my insurance carrier.

SIGNATURE

I authorize payment directly to my attending dentist of the
group insurance benefits otherwise payable to me.

SIGNATURE




