                                         WELCOME TO ANGEL FIRE FAMILY DENTISTRY

                                PLEASE TAKE A MOMENT TO TELL US ABOUT YOURSELF

Patient:

Name__________________________________________ Date of Birth______________ Soc. Sec. _____________________

Mailing Address_______________________________________City_____________State________Zip Code____________

Telephone:  Home_______________________ Cell_____________________ Work ________________________________

E-Mail_________________________________

Responsible Party:

Name__________________________________________ Date of Birth______________ Soc. Sec. _____________________

Mailing Address_______________________________________City_____________State________Zip Code____________
Telephone:  Home_______________________ Cell_____________________E-Mail_________________________________
Emergency Contact_______________________Phone__________________________Relationship_____________________
Employer________________________________Occupation_____________________Phone__________________________
Dental Insurance_______________________________________________________________________________________
Many of our patients come to us from their friends and family.  May I ask which one of our patients invited you to our practice? ______________________________________________________

Health Questionnaire


MEDICAL

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part or your entire body.  Health problems that you may have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive.  Thank your for answering the following questions.

1. Has there been any change in you general health within the past year___________

2. My last physical examination was on ____________________________________

3. Are you now under the care of a physician________________________________

4. The name and address of my physician is________________________________________________

5. Have you had any serious illness within the past five years? ________________________

6. Have you been hospitalized or had an operation within the past five years? _____________________

If so, what was the problem?__________________________________________________________

   Are you allergic to any of the following?    

   Aspirin___ Penicillin__ Codeine__ Acrylic__ Metal__ Latex__ Local Anesthetics__ Other______________


Do you have, or have you had, any of the following?  *May require pre-medication prior to dental visits.

__AIDS/HIV Positive            

__Emphysema


__Rheumatic Fever*

__Alzheimer’s Disease                  
__Epilepsy


__Shingles

__Anaphylaxis                                 
__Excessive bleeding  

__Sinus Trouble

__Anemia                                          
__Fainting/Dizzy Spells        
__Stomach/Intestinal Disease

__Angina                           

__Frequent Cough             
__Tuberculosis

__Arthritis/Gout                              
__Frequent Headaches           
__Tumors or Growths

__Artificial Heart Valve*                 
__Heart Problems/Stroke
__Chest Pain

__Hypoglycemia


__Chemotherapy                
__High Blood Pressure 

__Congenital Heart Disease        
__Low Blood Pressure

__Cancer        

__Herpes



__Convulsions/Seizures     
__Mitral Valve Prolapse*

__Artificial Joint*                         
__Heart Murmur*

__Diabetes

__Psychiatric Care


__Blood Disease              
__Hemophilia

__Asthma                


__Heart Pace Maker*

__Breathing Problem    _

__Hepatitis A, B or C


__Drug addiction        

__Radiation Treatments

Do you use tobacco products? _______
Women:  Are you pregnant/trying to get pregnant?  ______________________

Have you ever had any serious illness not listed above? ______________________________________________
Please list any medications you are taking at this time________________________________________________

___________________________________________________________________________________________

Name and phone number of someone else beside parent who can make dental choices for child_______________

___________________________________________________________________________________________

NOTICE OF CANCELLATION
Your account will be charged a cancellation fee of $50 for every 30 minutes for broken appointments without
48 hours notice.

SIGNATURE________________________________________________

DATE______________________________________________________

PLEASE READ BEFORE SIGNING 
CONSENT:  As the undersigned, I herby authorize the Doctor to, after thorough explanation, take radiographs, study models, photographs, or any other diagnostic aids deemed appropriate by the Doctor to make a diagnosis of my dental needs.  I also authorize the Doctor to perform any and all forms of treatment, medication, and therapy that may be indicated (after they are discussed with me) and further authorize and consent that the Doctor chooses and employs such assistance as he deems fit.  I also understand the use of anesthetic agents embodies certain risks.  I understand that responsibility for payment for Dental Services provided in this office for myself or my dependents is mine, due and payable at the time services are rendered.  

All proceeds of insurance are assigned to the Doctor when applicable, but without the Doctor assuming responsibility for the collection of those claims.  I also understand the Doctor files insurance claims as a courtesy, all quotes given are not exact.    Please contact your Insurance provider for details on your specific treatment plan.    If the insurance company does not pay my claim within 60 days after it is mailed, it is understood that I pay the balance of my account and that I contact my insurance company regarding settlement.  It is agreed that payment will not be delayed or withheld because of pending insurance coverage.  
If I do not pay the entire balance, or if insurance is unpaid after 60 days, a billing charge will be added to my account.  The billing charge will be a periodic rate of 1.5% per month (or a minimum charge of $2.00 for a balance under $100) which is an annual percentage rate of 18%.  In case of default of payment, I agree to pay any and all costs in collecting this account, including but not limited to collection fees and court costs.  I also understand after 120 days of non payment I will be sent to collections.
SIGNATURE________________________________________________
DATE______________________________________________________

By asking these questions we will be able to better understand your previous dental experiences, your dental concerns and your short and long-term dental goals.


DENTAL

1. Are you having any discomfort at this time___________

2. Have you ever had any serious trouble associated with previous dental treatment____

If so, explain________________________________________________________________________

3. Does dental treatment make you nervous?  No__ Slightly__ Moderately__ Extremely__

4. Date of last dental visit_______________

5. Have you ever been treated for periodontal disease? __ If so, when_______________________________

6. How often do you brush_________________________ Brush is:  Soft__ Medium__ Hard__

7. Have you ever had prolonged bleeding following extractions in the past?  Yes  or   No

8. Do you get frustrated because you always have something to be treated or repaired when you visit a dentist? ___________________________________________________________________________

9. Is there anything about the appearance and or function of your teeth you would like changed? ___________________________________________________________________________

10. How do you feel about the color of your teeth? ___________________________________________________________  

11. Are you concerned about the cost of reaching or maintaining good dental health? __________________________________

12. Please describe your past dental care and what you are looking for from us in your future dental care? ____________________________________________________________________________________________________________________________________________

13. On a scale from one to ten, how would you rate your mouth (ten is the best)? ___________________________________________________________________________

14. On a scale from one to ten, how would you like your mouth to be (ten is the best)?_______________________

15. Are there things we can do to make your visit’s more comfortable, such as knees elevated, additional neck support, difficulty when placed in a reclined position? ___________________________________________________________________________

Do you have or have you ever had any of the following: (yes or no)

Bleeding, sore gums_____


Loose teeth______

Unpleasant taste/bad breath______

Sensitive to hot______

Burning tongue/lips______


Sensitive to cold________

Frequent blisters, lips/mouth_______
Sensitive to sweets_______

Swelling/lumps in mouth_________

Sensitive to biting________

Ortho. Treatment (braces)________

Food impaction_________

Biting cheeks/lips__________

Clenching/grinding________

Clicking/popping jaw________

Difficulty opening or closing jaw________







Shifting or change in bite_______

Date _____________ Patient Signature________________________________________________________

