Welcome to

Client Information

First Name Last Name

Address ......................................................................................................................................................................
C|ty .......................................................................................... State ..................................................... le ..................
Ho me P hone N u mber .................................................................. Wor k Ph 0 ne Num ber ...................................................
CeII P h One N umber .................................................................... Emal | Address ............................................................
Soma | Sec umy N umber .............................................................. Date 0 f B| rth ...............................................................
Emer ge ncyContactName ........................................................... Phone Nu mber ............................................................

Policy Holder/Responsible Party Information

Name of Insured Relationship to Client
0
Clty .......................................................................................... State ..................................................... le ..................
Socna I Securlty N umber .......................... Cl|ent ¢ nsuran ce i Nu mber ................................. PollcyHoIde r’s Dat e of B|rth ........
Emplo yer S S mpany ........................................... - p po cy N —

Dental History

Previous Dentist Name Reason for Leaving
Date of last cleaning Date of last x-rays
Please explain the reason fOr YOUr VISIt LOAAY: «.iuiuiiioiiiiiiiiire s e s s s s s s s e s e e srrrmr e e e s sssnnneesssnnnes

Dental History

oY oN Are you experiencing any discomfort?
oY oN Do you snore?
oY oN Do you have bleeding gums?



oY oN Do you have bad breath?
oY oN Do you grind your teeth?
oY oN Do you play sports?

oY oN Are you sensitive to hot, cold or sweets?

oY oN Have you ever received Periodontal Therapy?

oY oN Do you take a fluoride supplement?

oY oN Do you use tobacco?

oY oN Do you drink coffee or tea?

oY oN Are you interested in having whiter/brighter teeth?

oY oN Do you have difficulty brushing your teeth?
How would you rate your smile on a scale from 1 to 10, with 10 being the highest?1 2 3 4 56 7 8 9 10

What would you change about your smile if you could?

Denture/Partial Clients

oY oN Do you wear a denture or partial?

How old is your denture or partial?

oY oN Does your denture or partial cause irritation?
oY oN Are your dentures loose?

Medical History

Primary Care Physician Name Physician’s Phone Number
oY oN Are you under a physician’s care?

oY oN Have you been hospitalized or had a major operation?

oY oN Have you ever had a serious head or neck injury?

oY oN Women: Are you pregnant, trying to get pregnant or nursing?

If you answered yes to any of the above questions, please explain: ...
Are you allergic or do you react adversely to any of the following?
oY oN Aspirin

oY oN Acrylic
oY oN Sulfa drugs

oY oN Penicillin or other antibiotics

oY oN Tetracycline

oY oN Metal

oY oN Barbiturates, sedatives or sleeping pills

oY oN Codeine

oY oN Latex

oY oN Local anesthetics (Novacaine-like medication)

oY oN Milk protein
L0 1 {3 T-
Please check any conditions that you currently or previously have had:

OAIDS/HIV Positive oExcessive thirst oParathyroid Disease
oAlzheimer’s Disease oFainting Spells/Dizziness oParkinson’s Disease



oAnaphylaxis
oAnemia

oAngina
oArthritis/Gout
oDArtificial Heart Valve*
oArtificial Joint*
oAsthma

oBlood Disease
oBlood Transfusion
oBreathing Problem
oOBruise Easily
oCancer
oChemotherapy
oChest Pains

oCold Sores/Fever Blisters
oCongenital Heart Disorder
oConvulsions
oCortisone Medicine
oDiabetes

oDrug Addiction
DEasily Winded
DEmphysema
oEndocarditis
DEpilepsy or Seizures

oFrequent Cough
oFrequent Diarrhea
oFrequent Headaches
oGlaucoma
oHay Fever
oHeart Attack/Failure
OHeart Murmur*
OHeart Pacemaker*
oHeart Trouble/Disease
oHemophilia
OHepatitis A
OHepatitis B or C
OHerpes
oHigh Blood Pressure
oHives or Rash
oHypoglycemia
olrregular Heartbeat
oKidney Problems
olLeukemia
oLiver Disease
oLeukemia
oLung Disease
oMitral Valve Prolapse*
oOsteoporosis
oPain in Jaw Joints

oPins, Rods, Stints or Shunts

oPsychiatric Care
oRadiation Treatments
oRecent Weight Loss
oRenal Dialysis
oRheumatic Fever
oRheumatism
oScarlet Fever
oShingles
oSickle Cell Disease
oSinus Problem
oSpina Bifida
oStomach/Intestinal Disease
oStroke
oSwelling of Limbs
oThyroid Disease
aTonsillitis
OTuberculosis
oTumors or Growths
oUlcers
OVenereal Disease
oYellow Jaundice
oNone

oExcessive Bleeding

* Condition may require medication

List any major illnesses not listed @above: ........ ..o

Please check any medications and/or supplements taken in the past 12 months:

OAntibiotics or sulfa drugs
oTranquilizer

DAspirin (daily)

olnsulin or diabetes medication

oNitroglycerin

oAnticoagulants (e.g. Coumadin, blood thinners)
oContraceptives

oBisphosphonates (used to treat osteoporosis,
such as Fosamax, Boniva, Actonel and Zometa)
oHerbal supplements

oHigh blood pressure medication
OHeart medications

oPhen-Fen or Redux

List all medications/supplements you are Currently taking: ..o in e e e e s e e e e e e s eneas

I have answered all questions to the best of my knowledge. | will notify Dr.
health or medication at each visit.

of any change in my




| authorize Dr. to use the necessary local/topical anesthesia to perform my treatment in a safe,
effective manner during this visit and any future visits. | understand that my failure to provide information on

previous adverse reactions may cause unforeseen negative reactions. | release Dr.
of all liability regarding undisclosed medical history information.

Doctor Sighature

FOR OFFICE USE ONLY

MEDICAL HISTORY UPDATE

Please review your medical history on the previous pages and answer the following questions about any

changes to your medical history since your last visit.

Date Client Dr. Date Client Dr.
Initials Initials Initials Initials

[ /]
Have there been any changes in your
medical history since your last visit? If Oy Oy
you answered yes, please explain and
indicate in the medical history section
on the previous page. OoN OoN
Have you beeq hospitalized for any oY Ov
reason or had joint replacement surgery
since your last visit?

OoN ON
Hav_g there been any _recgnt changesor | ovy oY
additions to your medications? If you
answered yes, please explain and
indicate in the medications/supplements | O N oN
section on the previous page.
A_re you presently using any herbs, teas, | 7y oY
vitamins, or hormone replacements? If
yes, please explain and indicate in the
medications/supplements section on the | O N ON
previous page.




