Patient’s Name

First Middle Last
Name of Spouse :
First Middle Last
Residence Address
Street City Zip
Employer
Name Address Phone How Lang?
Spouse’s Employer
Name Address Phone How Long?
Your Occupation Home Phone Cell Phone
Date of Birth Email Address: Social Security #
Patient’s Physician Physician’s Phone
How long has it been since your last physical? FOR OFFICE USE ONLY
Are vou under medical reatment now? SOFT TISSUE/ORAL CANCER BITE & JOINT
y ical treatment no EXAMINATION EXAMINATION
For what are you being treated? Any swelling Noises, pain
Tongue condition Excessive wear

Medications you are currently taking and their purpose

Tori

Class |

Drug Purpose

Fistulas

Abnormal frenum

Perio pockets

Papillary inflammation_____

Crossbite

Grinding, clenching___

Salivary glands
Tongue thrust

Anterior Crowding
Diastemas

Have you been hospitalized for any surgical operation or serious illness

within the past 5 years? Mouth breather

Salivary problems
Gag reflex

If yes, please explain

Pain threshold

Lesions, cysts
Abnormal growths
Lymph nodes

Has your health changed in the past year?

Do you smoke or use tobacco in any form? Gingiva ( Good Fair Poor )
” _— ) . Edema
omen only: re you pregnant? Nursing? Golor
Taking oral contraceptives? Recession

MEDICAL HISTORY

Are you allergic to or have you had any reaction to the following?

Y /N Any metals (nickel, mercury, ...) Y /N Erythromycin Y /N Sedatives, Barbiturates
Y /N Aspirin, lbuprofen Y /N lodine Y /N Sulfa Drugs
Y /N Codeine, Narcotics Y /N Latex Y /N Tetracycline
Y /N Dental Anesthetics Y /N Penicillin Y /N Others
Do you require any pre-medication? For what purpose?
Do you have or have you had any of the following?
Y /N Alcohol, drug abuse Y /N Fever blisters Y /N Mouth Ulcers
Y /N Anemia Y /N Glaucoma Y /N Pacemaker
Y /N Angina Y /N Hay fever, allergies Y /N Psychiatric Treatment
Y /N Arthritis Y /N Heart Attack Y /N Respiratory Problems
Y /N Artificial valves Y /N Heart Murmur Y /N Rheumatic Fever
Y /N Asthma Y /N Heart Problems Y /N Severe, frequent headaches
Y /N Back problems Y /N Heart Surgery Y /N Shingles
Y /N Bleeding Problems Y /N Hepatitis A B or C (circle one) Y /N Sinus Problems
Y /N Bone Density Meds Y /N High blood pressure Y /N Stomach uicers, problems
Y /N Cancer Y /N HIV, Aids Y /N Stroke
Y /N Chemotherapy, Radiation Y /N Joint replacement Y /N Thyroid Problems
Y /N Congenital Heart Defect Y /N Kidney Problems Y /N Tobacco Use
Y /N Diabetes Y /N Leukemia Y /N Tuberculosis
Y /N Emphysema Y /N Liver Problems Y /N Venereal Disease
Y /N Fainting, Seizures, Epilepsy Y /N Mitral Valve Prolapse

Is there anything else you can tell me concerning your present health?

Today’s blood pressure Pulse

HEALTH
UPDATE




Please help us better understand your dental health needs and goals by answering the following questions
(check the best answer):

1. 1am [ very satisfied [] satisfied [] dissatisfied with the appearance of my teeth.
2. 1have a [ low [] moderate [1 high fear of going to the dentist.

3. 1think my present state of dental health is [] excellent [] good [] fair [ poor.

4

I would say that my main concerns with my dental health are:

5. | am interested in a smile evaluation and personalized treatment plan to enhance my smile. [] Yes [ ] No

DENTAL HISTORY

Name of your previous dentist Date of last exam

Why have you come to the dentist today?

Do you experience any stress or anxiety when you visit the dentist?

When were your teeth last cleaned?

When was your last full set of x-rays?

What are your major complaints concerning your mouth?

Do your gums bleed while brushing or flossing?

Have you ever been told you have gum disease?

Do you have loose teeth?

Are any of your teeth sensitive to hot or cold liquids, to sweets, to biting?

Do you feel pain in any of your teeth?

Do you have any unhealed sores or ulcers in your mouth?

Have you had any head, neck, or jaw injuries?

Are you aware of any clinching or grinding of your teeth?

Have you experienced any of the following possible TMJ problems?

Clicking, popping in your jaw? Yes No Difficulty in opening or closing? Yes No

Pain, soreness in jaw, temples? Yes No Difficulty in chewing? Yes No

Have you had any orthodontic treatment?

Do you wear dentures or partials?

If you could change one thing about your smile, what would it be?

If there were a simple, effective way to whiten your teeth, would you be interested?

What have you liked most about any other dental office you have visited before?

What have you liked the least?




