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Patient Name DENTAL HISTORY
Patient Account No. Medical Alert
Welcome! So that we may provide you with the best possible care,
please complete both sides aflhu medical/dental history form.
All information is completely confidential.
What is the reason for your visit today?
Date of Last Dental Visit Last Dental Cleaning, Last Full Mouth X-rays
What was done &t your lest dental visit?
Previous Dentists Name
Address City Slate Ap
Telephone
How often do you have dental examinations?
Horw oiten do you brush your ieath? How oiten do you floss?
What other dental akls do youuse? [Inferplak, foothpick, )
Do you have any dental problems now? Yoz Mo
If yes, please describe;
#re any of your teath sensithve io: Hawa yeu evar bad;
Hotofcoid?  Yes o Onhodorbctsalment?  Yes Mo
Sweele®  Yes ] Cral susgeny’? s i
Eibng ar Chewing? e 4] Saricdonial reaimant? Yeg [
Have pos noliced any mouth ogors or bad{askes™  Yes Ha Your teeth ground of Ihe bie adpsied?  Yes Mo
Do i) freacuently ged cobd sores, blsters, r Yes L] & btz plme or mouth quard?  Yes Mo
anry other oral kesong
A Serions imudy 1o 1he moulh of Fread? Yeg f
P 50, pless deaciie, nchudng causs
Do yowr gusss bleed or bart? s 5]
Hawe pour panents epenenoed gus Tes (] Have you experiencsd:
dsaase or oot es™
Clicking o popping of the jewT  Yes hiny
Haws pou noticad any locse keethor s ] ) )
charnge in pour hig? Fain? (e, aar, gl ol facs) Weq i
Doms kodand o becoma caught 0 Ve Ha Cificully in opening of oang ihe mouln — Yes Hy
bectwenn your tesihf? CHTicully i chewingion aifher side of the maulr? — Yes Mo
ITyer, whewg'v Headaches, neck pches, of shoukdr acfes?  Yes P
Do you; Sone muscles (nede, shoulders)? Yes fip
Clench orgond yous feoth il wake o asknp?  Yies Ha Are you satafied with your teets's appearance? s [
flite your lips or chesls reguiank™ s Mo Whcu i pou blos fafeep all of pour [eah Sl of ywour §is7 Tk [
i frisgn ctyects with your jesdi? Oz porut fised o sbodd ewing denisl reai=ent? g Fis
[penals, ppe. pns reils, ingemals)  Yes Ha
Mot tersthe while owalie o askenp™”  Yes Ha 150, whal B your Buggeet "
o red i, especaly nFesoinng?  Yes Ha
e s ow
Cmchiihew bacon?  Yes Ha Har yougver had BN ugseting dental aspans e ] My
I yes, plasse descrbe
Cuor yout like your smika® .. ST | - S |
If wou cowuld aafedy whiten -EII'|E| hnghtan ]'l:ur taeth '.nmld ]rn:lu".' ..................... Yeza Mo
I5 there arylhing else sboul having dental waatmant that you would ke us o knaw? .. Yes Mo

If wes, plasss describer




Patient Marmie

MEDICAL HISTORY

Patient Account Mo,

Medical Alert

1. Have you besn under the care of 8 medicsl doctor duning the pest two yeers?

If yes, for what?

Phiy=ician’s Mame

Phona

Ao g

City State

A Pl

Have you teken any medication or duge duning the past wa years?
Are you taking any medication, Srugs, oF Pl MW
I yas, pleasa list nama(s) and dosage|s)

4. Have you ever teken prescription medications for weight ass (dist pill¥
Yas e Fen-Phen (Fenfluaming-Phanlermina)

s P Pandimen [Fenfluraming)

s P Redue [ Dasdanfluramine)

I yas, did you fake any of the following:

if yeas bo any of the sbove, did you hewve a medical exam for heart issussT

S Ape you seare of having an allergle (or adverse) reachion 1o any medication or substanes™

if yae, pleasa list

= T

Have you been & patient in the hospited during the pest five yeers?, R
Indizate which of the following you have had, or hava al prasant, C‘irl:JB 'j'ﬂﬁ I:lr"nl:- lEIBEII:-h HErn

Heart (Surgery, Disemse, Attack).... Yes Mo Ukers...... Yes Mo Hepalits A (nfectious) B (s=rum)
Chesd Pan Yes Mo Disbetes Yes Mo Venereal Disense
Cangenital Heart Disegse Yes Mo Thymold Probdesms. .. Yes Mo AIDS
Hear Murmur Ve M Glaucoma Ve He HIW. Posiive
High Blogd Pressurs e Mo Conlect Lenses e Mo Cold SoesiFever Blsters
Mitral ‘Vetve Profapse Yes Mo Emphysema Yes Mo Blood Traesfusion
ArificEl Hesrt WValye Ve M Chroec Cough Ve Mo Hamophila
Heart Pacemaker Yes Mo Tuberodesis, Yes Mo Sichle Cell Disease
Bheumstic Fever Yes Mo Agthea Yes Mo BroseBssiy.o
Apthrilisfheu ratism Yes Mo HayFeyer Yes Mo Lier Dzesse
Cartisane Medicne Yes Mo Latex Sensiliby.......... Yes Mo Yellw Jaundice
Sweollen Bnkles Yes Mo AllergesorHives. Yes Mo Meurclogical Disorders.
Srake Yes Mo Sinus Trouble Yes Mo Eplepsy of Sezures,
Diied |SpecaliFestricted] Yes Mo Radistion Theragy Yes Mo Fainling ar Dizry Spells
Arificil Joints (hip, knea, abc)._ Ye5 Mo Chemotherapy... . Yes Mo Menousrous.
Kidney Trouble Yes Mo  Tumers Yes Mo PsychialiePeychologissl Care
B Do youwu=s mora than teo pilawe S0 mBenT e
B Have you lostor gained more than 10 pounds in the past year?
10, Do yaw have or hewvs you had eny diseasa, condition, or problem nm IE15-:|"-' .......................
 yas, plesss list
1. Women. Amayou.  Pregnant? Yes, Month: Mo Nursing? Yes Mo Taking birth control pills?

[ understand the above information is necessary to provde me with dental cane in 4 safe and efficient manner, | hawve
answered & questions fo the best of my knowledge. Shauld furfher information be needed, pou have my permissian i

eg
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ask the regpechve healthcare provider or agency, who may refease such information fo you. | wil nofify the doctor of
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changas i my haaith or medicafion
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I HAVE REVIEWED THE FOLLOWANG TREATMENT PLAR, |
AUTHORIZE RELEASE QOF ANY INFORMATION RELATING TO
THIS CLAIM. | UNDERSTAND THAT | AM RESFONSIBLE FOR
ALL COSTE OF DENTAL TREATMERMT.

SIGHED [PATIENT OR PARENT, IF MINGR] DATE

IHEREBY AUTHORLIZE PAYMEHNT DIRECTLY TG THE BELOW
HAMED DENTIST OF THE GROUP IMSURAMNCE BEMEFITS
CTHERWISE FAYABLE TO ME.

SIGNED (INSURED PERSORMN) O&ATE

COMNSENT FOR TREATMENT

| hereby authorize doctor or designated staff to take X-rays, study modeks, photographes,
and other diagnestic aids deemed appropriate by dector to make a therough diagnosis
of i(name of patient) 's dental needs.,

Upon such diagnosks, | authorize doctor 1o perform all recommended reatment mulually
agreed upon by me and to employ such assistance as required to provide proper care.

| agree to the use of anesthetics, sedatives, and other medication as necessary, | fully
understand that uging anesthelic agents embodies certain risks, | understand that | can
ask for a complete recital of any possible complications.

| agree to be respansible for payment of all services rendered on my behalf or my
dependenis. | understand that payment i due at the time of service unless other
arrangements have been made. In the event payments are not recelved by agreed
upon dates, | understand that & 1-1/2% late charge [18% AFPR) may be added to my
account. Ifrequired, | also understand a check of my credit history may be made.

Pafient's Sigraiure

Crarle Witness

ParenlResponaible Pardy's Signalure

Relaticnahip to Patiert




COSMETIC/AESTHETIC EVALUATION

Are you |.:||.']:i|:1|'|l.-|.'|J. with Ly grmlet Pliise rate WEMIT sronle from | e 10 1=] hate 1 srmle, [Mi=gwesome)

Would vou like to hove whiter teeth? [ Yes [ No

If woni had & seaeie westd, what, 5 anyvthing, would you change about vour smile?

What Lil":m_'. i E!ll_"l'!'i-HI:IiI] inr '|'rr|1|:'|.-m'i|.||:|:|.| bemaiit :r|:|i.E_|'|I Rt E-'.Ii.l'l i Yo haad a HOTReLS sambe’?

[ you hove any speeial ocensions coming up!

Throwgh leading edge technology of Cosmetic Dentistry, we Tove te abality o help vou achieve an ineredible smile, offen ove gl

Using Computer Assisted Dentol Imagimg, we can simulate how YOU would look after improvements, PRICE io ony irestment! Imaging
can b performed as part of vour exam visit ot ne additiona] charge. Would vou like to see what vou would ook like with a new and
mproved smile? [ Yes [ Mo, 17 ves, please check off all that apply

O Lighten all front teeth showing O Eebuild frocture(s) O Straghien rotation O Elminote dork or metsl fllings
O Lighien single tooth O Lengihen O Siraighien angulation 0O Reduce gum showing in smile
O Close spaces between teeth O Shorten O Elmmnmie erowding O Repwir uneven edges

Flease add anything you feel 15 mportant;
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