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To Our Patients: Please fill this form out completely. It has valuable information that will enable us to render more successful
and reliable treatment for vou.

U A T Y .

Purpose of visit

Julfruy f .

Are you presently having dental pain?

GENERAL INFORMATION

D r . ,  M r . .  M r s . .  M s . Bir thdate
Last  Fi rs l

Parent's or Guardian's Name, i f  patient is a mrnor

Residence address
Cel l  Phone(  )

Home Phone(  )

Mai l ing  
"OOr" . ,

Emai l  address

Street Ci ty s late Zto

City

l f  l ess  than

Occupat ion

one year,  previous address

Employer

Business address
Street  Ci ty

-  Mari tal  Status

Sta te  Z tp  Phone

Soc ia l  Secur i ty  # Name of Spouse

Spouse's  Employer
Name of  Emolover

In case of emergency, nearest relative not l iving with you
Add ress

B e la t ionsh ip

Referred by When

INSURANCE INFORMATION l f  you have any type of dental  insurance, please complete

Name of Insurance Companv

Address of Insurance Companv Group #

Employee name Employee Social Security #

Patient name

Full-Time Colleoe Student IYes fNo School

Relationship to Employee Employee birthdate

Employer

Employer's address
City State Zip Phone



Patient Background Data (Medical/Dental History)
l .PURPOSE: Obtain per t inent  socia l - fami ly ,  denta l ,  and medical  h is tory essent ia l  to  complete d iagnosis and t reatment  p lanning

2.  Al l  pat ient  in format ion is  kept  s t r ic t ly  conf ident ia l ,  and wi l l  no l  be d isc losed wi thout  the pat ient 's  wr i t ten permiss ion

1. The main reason for my dental
appornlment rs:

2 .  My main  denta l  p rob lem now is :

Q Routine examination and
.Treatment

Q Emergency examination and
Treatment

O Consultation and/or
second opinion

3. Please check what you leel are your present dental needs (check as many as applicable);

Based on: :  D Past Dental Exam: (Date ) tr  Patient 's opinion only

Date of Last Teeth Cleanino:

E Emergency: 3 Pain
O Broken Tooth

E Swel l ing
tr Lost Fil l ing

O Root  Canal O Front Tooth O Back Tooth

l l  Extract ions

ll Gum Treatment: i l  Routine Cleaning ol Teeth E Deep Cleaning (Scal ing and
Root  Planing)

O Gum Surgery

I  F i l l i ngs : tr Front Teeth 3 Back Teeth

ft Crowns (Caps): tr Front Teeth O Back Teeth

O Cosmet ic  Dent is t ry  (whi tening/bonding /veneers)

l l  Or thodont ics (Braces

0 Replace Some
Missing Teeth:

l l  Removable par t ia l  Denture
may be taken out  by pat ient)

-.t Fixed Bridge (Permanently
Cemented)

O Ful l  Dentures (Replaces a l l  teeth)

t-t lmplants

5. How satisfied have you been with your previous dental care? tr Satislied
6. Do you fear receiving dental care? IJ Not at all afraid
7. Have you ever avoided dental care because you expecl pain or E Never

discomf or t?

E lndifferent
O Somewhat afraid
Ll Occasionally

O Unsat is f ied
D Very afraid
O Frequently

B.  How important  to  you is  the way your  teeth look?
9.  Please check (a l l  that  apply)  i f  you now have:
U Bleeding gums
U Stain on teeth
1-.t Tartar (calculus) build-up
O Gum shr inkage
tr Headache/Neckaches/Shoulderaches

tr Gum surgery
t r  Deep c leaning of  gums (scal ing/root

p laning)
tr Teeth lost due to gum disease
D Teeth lost for other reasons
Q Compl icat ions fo l lowing denta l  t reatment .

X Very lmportant

1- t  Pain or  r ing ing in  ears
D Di f f icu l ty  chewing

tr  Habi t  o f  c lenching or  gr inding
D Popping or  c l ick ing in  jaw lo ints

t r  Di f f icu l ty  opening your  mouth wide O Sensi t ive teeth

Ll Somewhat lmportant tr Unimportant

Q Habi t  o f  mouth breath ing
tr Dry mouth

tr Unpleasant breath
D Incomplete dental  t reatment

D Fatigue in face or jaws when you awake
10.  Please check (a l l  that  apply)  i l  you have everhad:

O Other

Q Trauma to head or jaw 0 Nitrous Oxide (laughing gas)
C Orthodontics (braces or retainer) tr Bad reaclion to local anesthetic

D Root  canal  t reatment

Please expla in:

O Slow heal ing sore in  mouth/on l ips



Are you satisfied with your teeth and their appearance?

Are you self-conscious about your teeth when you smile?

Do you ever cov€r your smile with your hand?

Do you wlsh your teeth were whiter?

Do you wish your teeth were shaped differenUy?

Do you have any discolored teeth?

Have esthetic dentral procedures ever been recommended to you?

Please circle the appropriate answer

YES NO

54321

54321

54321

54321

54321

54321

54321

1. Do you clench or grind your teeth during the day?

2. Have you been madd aware of clenching or grinding your te€th during the night?

3. Do you have chronic headaches, or neck and shoulder pains?

4. Are your jaws or teeth tired when you awaken?

5. Do you now, or have you ever had, pain in your jaw joint or the sides of your face

(in and about the ears)

6. Have your jaws ever clicked or popped when you opsn your mouth?

7. Have you ever experienced difliculty moving your jaw or opening your mouth wide?

8. Do you chew on only one side of your mouth?

YES

!

!

tr
D

D

c
!

n

NO

!

!

D

D

D

!

n
!

YES NO

Do any of your lamily, including your parsnts, wear dentures? D !

How many dentures do you wear?

How long have you wom dentures?

Why were your teeth extracted?

lf you are currently having a denture problem, is it r€lated to:

Pain ! Discomlort D Appearanca D Function D

How did you feel about getting dentures?

l, the undersigned (patient or legally responsible party), authorize dental treatment to be rendered by the Dentist and his
Staff, and assume financial responsibility.

Signature
Parent il Pat't€nt ls a minor

Received & witnessed by Date - Reviewed bY Dr.

Date

Date



Name of physician City

Do you have a current medical problem? tr Yes D No What?

Have you ever had any of the fol lowing:

Yes No

t r  t r  Lung disease (TB, asthma, emphysema)

tr  t r  Ljver disease (hepat i t is A, B, or C, Jaundice)

tr  t r  Autoimmune disease

tr t r  HIV, AIDS

tr Lupus

tr C Heart  Disease

tr C Mitral  Valve Problem

tr e Heart Attack

D E Stroke

tr t r  Angina (pain, t ightness in chest)

C C Hear t  Murmur

tr  D lrregular Heart  Beat

tr  t r  Rheumatic Fever
t f  t r  High Blood Pressure

tr C Low Blood Pressure

e E Swel l ing of ankles or feet

tr tr Shodness of breath

D tr  Frequent cough

tr U Vision changes

C C Dif f icul ty Hearing

D iJ Neurological  disorders (MS. MD. ALS)

Are you now:

tr  D Pregnant or nursing a chi ld

tr  e Using thyroids
i- l  u Using hormones (bir lh control  pi l ls)

D U Using ant icoagulents

tr A Narcotic Druos
tr tr Asoirin

Have you ever had a major operation? tr No D Yes What Kind?
Have you ever been involved in a serious accident? [ No tr Yes Describe:
Comments:

t r  C Do you need an ant ibiot ic "pre-medicat ion" pr ior to dental  appointments?
lf  so, for what condit ion do you pre-medicate and what ant ibiot ic do you take?

Are you now taking or using medicines for:
tr C Diabetes (pi l ls or shot)
C tr Nerves (tranquil izers)
tr tr Sleeping
tr t l  Heart or blood pressure

(digital is, nitroglycerin, resorpin)
Have you ever been sick from, shown an al lergy to, or told not to take:

tr D Antibiotics
C tr Pain medications

Yes No

tr tr Cancer (radiation, chemotherapy)
D tr Diabetes
tr tr Anemia
f tr Rheumatism
f tr Arl i f icial Joint Feplacement
f tr Venereal Disease
f tr Herpes
I tr Fainting Spells
[J tr Convulsions or Epilepsy
t f Blood Disease (Leukemia)
i l tl Blood Transfusion What Year?
t l  O Kidnev Disease

D C Stomach/Ulcers/ lntest inalDisease

tr D Thyroid Disease
tJ e Taken Fen Phen? or Redux

tr f  Bisphosphonates (Boniva, Fosamax, etc.)

LJ I  Psychotherapy

t  I  Drug/A lcoho lTrea tment

- j  I  Hives/Rash

J  i  Numbness  or  T ing l ing

tr tr Using Dilantin
: l  tr Using other medicines

Medic ine for

U C A l le rgy

tr  t  Blood ( i ron pi l ls,  blood thinners)

tr tr Osteoporosis
-J tr  Ar lhr i t is or rheumatism

f tr  Headaches

D tr Novacaine

tr D Latex
tr tr Other drugs or medicines
c t r

Ph
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