
NTINFORMATION

Welcometoouroffice.Weappreciatetheconfidenceyouplacewithustoprovidedentalservices.Toassistusinservingyou,pleasecompletethe

followingform.Theinformationprovidedonthisformisimportanttoyourdentalhealth.Iftherehavebeenanychangesinyourhealth,please

tellus.Ifyouhaveanyquestions,don’thesitatetoask.

Patient name:_____________________________________________________ Date_of_birth:____________ Sex:_________ Age:_______

Home_address:___________________________________________ City:___________________ State:_______ Zip:________________

Billing__address_(if_different):_________________________________ City:___________________ State:_______ Zip:________________

Home  phone:________________  Cell:_____________ E-mail:__________________ Driver’s license#:______________________ State:______

SS#:___________________________________Employer/Occupation:___________________________ Bus. Phone:_______________________

Spouse’sname&phone#:_____________________________________ Emergencyphone#(otherthanspouse): ________________________

Primarydentalinsurance:______________________________________ Group#:___________________________________________________

Secondarydentalinsurance:___________________________________ Group#:___________________________________________________

Subscriber’sname: ___________________________________________ Dateofbirth: __________________ SS#:______________________

Nameofyourmedicaldoctor:___________________________________ Dateoflastvisittomedicaldoctor:______________________________

Nameofpreviousdentist: ______________________________________ Dateoflastvisittodentist:_____________________________________

Referredtousby:___________________________________________ __________________________________________________________

DENTALHEALTHHISTORY
Yes No

Howoftendoyoubrush? ______________________________

Howoftendoyoufloss? ______________________________

Doesyourjawmakenoisesothatitbothersyou

orothers? ______________________________________■ ■

Doyouclenchorgrindyourjawsfrequently?____________■ ■

Doyourjawseverfeeltired?__________________________■ ■

Doesyourjawgetstucksothatyoucan’topenfreely? ____■ ■

Doesithurtwhenyoucheworopenwidetotakeabite?__■ ■

Doyouhaveearachesorpaininfrontoftheears?________■ ■

Doyouhaveanyjawsymptomsorheadaches

uponawakinginthemorning?_____________________■ ■

Doesjawpainordiscomfortaffectyourappetite,

sleep,dailyroutine,orotheractivities?______________■ ■

Doyoufindjawpainordiscomfortextremely

frustratingordepressing? _________________________■ ■

Doyoutakemedicationsorpillsforpainordiscomfort

(painrelievers,musclerelaxants,antidepressants)?________■ ■

Doyouhaveatemporomandibular(jaw)disorder

(TMD)? ________________________________________■ ■

Doyouhavepainintheface,cheeks,jaws,joints,

throat,ortemples?_______________________________■ ■

Areyouunabletoopenyourmouthasfarasyouwant?___■ ■

Areyouawareofanuncomfortablebite?________________■ ■

Haveyouhadablowtothejaw(trauma)?_______________■ ■

Areyouahabitualgumchewerorpipesmoker? _________■ ■

Yes No

Areyouapprehensiveaboutdentaltreatment?___________■ ■

Haveyouhadproblemswithpreviousdentaltreatment?___■ ■

Doyougageasily? __________________________________■ ■

Doyouweardentures?_______________________________■ ■

Doesfoodcatchbetweenyourteeth?___________________■ ■

Doyouhavedifficultyinchewingyourfood?____________■ ■

Doyouchewononlyonesideofyourmouth?___________■ ■

Doyouavoidbrushinganypartofyourmouth

becauseofpain? ________________________________■ ■

Doyourgumsbleedeasily?___________________________■ ■

Doyourgumsbleedwhenyoufloss?___________________■ ■

Doyourgumsfeelswollenortender?___________________■ ■

Haveyouevernoticedslow-healingsoresinor

aboutyourmouth?_______________________________■ ■

Areyourteethsensitive?______________________________■ ■

Doyoufeeltwingesofpainwhenyourteethcomein

contactwith:

Hotfoodsorliquids?___________________________■ ■
Coldfoodsorliquids?__________________________■ ■
Sours?_______________________________________■ ■
Sweets?______________________________________■ ■

Doyoutakefluoridesupplements?_____________________■ ■

Areyoudissatisfiedwiththeappearanceofyourteeth?____■ ■

Doyouprefertosaveyourteeth?______________________■ ■

Doyouwantcompletedentalcare?____________________■ ■
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MEDICALHEALTHHISTORY:
Doyouhave,orhaveyouhad,anyofthefollowing?

Yes No
Diabetes______________________________ ■ ■

Urinatemorethan6timesaday ______ ■ ■
Thirstyormouthisdrymuchofthetime ■ ■
Familyhistoryofdiabetes____________ ■ ■

Tuberculosisorotherrespiratorydisease____ ■ ■

Doyoudrinkalcohol?___________________ ■ ■
Ifso,howmuch? _________________________

Doyousmoke?________________________ ■ ■
Ifso,howmuch? __________________________

Hepatitis,jaundice,orlivertrouble________ ■ ■

HerpesorotherSTD ___________________ ■ ■

HIV-positive/AIDS______________________ ■ ■

Glaucoma_____________________________ ■ ■

Doyouwearcontactlenses?_____________ ■ ■

Historyofheadinjury?__________________ ■ ■

Epilepsyorotherneurologicaldisease?____ ■ ■

Historyofalcoholordrugabuse?_________ ■ ■

Doyouhaveanydisease,condition,orproblemnotlisted
previouslythatyoufeelweshouldknowabout?

Ifso,pleasedescribe: ____________________________________

Duringthepast12months,haveyoutaken
anyofthefollowing? Yes No

Antibioticsorsulfadrugs ■ ■
Anticoagulants(e.g.,Coumadin) ■ ■
Highbloodpressuremedicine ■ ■
Tranquilizers ■ ■
Insulin,Orinase,orsimilardrug ■ ■
Aspirin ■ ■
Digitalisordrugsforhearttrouble ■ ■
Nitroglycerin ■ ■
Cortisone(steroids) ■ ■
Naturalremedies ■ ■
Nonprescriptiondrug/supplements ■ ■
Other __________________________________________________

______________________________________________________

Women Yes No

Areyoutakingcontraceptivesor
otherhormones? ■ ■

Areyoupregnant? ■ ■
Ifso,expecteddeliverydate: ____________________

Areyounursing? ■ ■

Haveyoureachedmenopause? ■ ■

Ifso,doyouhaveanysymptoms? _____________________

__________________________________________
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Yes No
HeartProblems________________________ ■ ■

Chestpain_________________________ ■ ■
Shortnessofbreath_________________ ■ ■
Bloodpressureproblem_____________ ■ ■
Heartmurmur _____________________ ■ ■
Heartvalveproblem________________ ■ ■
Takingheartmedication_____________ ■ ■
Rheumaticfever___________________ ■ ■
Pacemaker ________________________ ■ ■
Artificialheartvalve ________________ ■ ■

BloodProblems________________________ ■ ■
Easybruising ______________________ ■ ■
Frequentnosebleeds________________ ■ ■
Abnormalbleeding_________________ ■ ■
Blooddisease(anemia)______________ ■ ■
Everrequireabloodtransfusion?______ ■ ■

AllergyProblems_______________________ ■ ■
Hayfever _________________________ ■ ■
Sinusproblems_____________________ ■ ■
Skinrashes________________________ ■ ■
Takingallergymedication ___________ ■ ■
Asthma___________________________ ■ ■

IntestinalProblems_____________________ ■ ■
Ulcers____________________________ ■ ■
Weightgainorloss_________________ ■ ■
Specialdiet________________________ ■ ■
Constipation/Diarrhea_______________ ■ ■
Kidneyorbladderproblems__________ ■ ■

BoneorJointProblems__________________ ■ ■
Arthritis___________________________ ■ ■
Backorneckpain__________________ ■ ■
Jointreplacement__________________ ■ ■
(e.g.,totalhip,pins,orimplants)

FaintingSpells,Seizures,orEpilepsy ______ ■ ■

Stroke(s) ______________________________ ■ ■

Frequentorsevereheadaches____________ ■ ■

Thyroidproblems_______________________ ■ ■

Persistentcoughorswollenglands________ ■ ■

Premedicationsrequiredbyphysician_____ ■ ■

Cancer/Tumor _________________________ ■ ■

Areyouallergic,orhaveyoureacted adversely,
toanyofthefollowing? Yes No

Localanesthetics(“Novocaine”) ■ ■
Penicillinorotherantibiotics ■ ■
Sulfadrugs ■ ■
Barbiturates,sedatives,orsleepingpills ■ ■
Aspirin,Acetaminophen,orIbuprofen ■ ■
Codeine,Demerol,orothernarcotics ■ ■
Reactiontometals ■ ■
Latexorrubberdam ■ ■
Other__________________________________________________


OtherOther Notes:_____________________________________________

Notes:   ___________________________________________ __________________________________________________

_________________________________________________ Patient/ParentSignature:________________________________

________________________________ Date:_____________ DentistInitial: ______________________________________


