DENTAL & MEDICAL HISTORY

Does dental treatment make you nervous? LI No [ Slightly [} Moderately [ Extremely What do you fear most about dental care?
Date of your last dental visit? Last time you had complete dental x-rays taken:
Have you ever been treated for periodontal disease (gum disease)? [1 Yes [ No Toothbrush: []Soft [1 Medium [] Hard
Do you have mouth/soft tissue problems:

Bleeding, sore gums [1Yes [1No

Frequent blister on lips, mouth [ Yes [1No

Unpleasant taste, bad breath [1Yes [1No Swelling, lumps in mouth [1Yes [1No
Do you have any specific problems with your teeth:
Loose teeth [1Yes [1No Sensitive to biting [1Yes [1No
Sensitive to hot [1Yes [1No Food Inpaction [ Yes [1No
Sensitive to cold Yes [1No Uncomfortable bite Yes [1No
Sensitive to sweets Yes [1No
Do you have any jaw joint problems:
Clicking or popping when opening or closing Yes [1No Pain in the jaw joint Yes [1No
Difficulty opening or closing jaw Yes [1No Headaches Yes [1No
Clenching or grinding [JYes [1No Ringing in the ears [JYes [1No

These are the things that are important to me about my dental health:
Circle one for questions A & B: A: 1. My mouth is very comfortable. B. 1. Ithink the appearance of my smile is excellent.

2. My mouth is uncomfortable. 2. Tam dissatisfied with the appearance of my smile.
Would you like to have whiter teeth? [J Yes [JNo Would you be interested in a smile makeover? [JYes [JNo
Would you prefer to be sedated should you need dental work? []Yes [ No
Any question about dentistry and oral health you would like answered?

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may have or
medication you may be taking could have an important interrelationship with the dentistry you will receive. Thank you for answering the following questions.

Physician’s Name: Phone:
Have you ever been hospitalized or had a major operation? Llyes [Ino Describe:
Have you ever had a serious head or neck injury? [Jyes [Ino Describe:
Are you taking any prescription medications? [Jyes [Ino Please List All Medications:
Do you take or have your taken Phen-Fen or Redux? [Jyes [Ino Do you use tobacco? [Iyes [Ino Do you use controlled substances? []yes [Ino
Are you on a special diet? [Jyes [Ino Have you ever had an allergic reaction to bananas? [lyes [Ino

Woman: Are you pregnant or trying to get pregnant? [Jyes ['no Nursing? [] Taking any oral contraceptives? [l yes [I no

Are you allergic to: [] Aspirin [] Penicillin [ Metal [] Local Anesthetics [ Acrylic (] Codeine [ Latex [] Other
Do you have or have you had any of the following:

[ Aids/HIV Positive [ Bruise easily Heart: [1 Hypoglycemia [ Sickle Cell disease

[ Alzheimeer’s disease [ Cancer [] Angina [ Jaundice [J Sinus trouble

L) Anaphylaxis L) Chemotherapy [ Artificial heart valve I Kidney problems L) Stomach/intestinal disease
[] Anemia [] Chest pains [J Congenital disorder [] Leukemia [ Spina bifida

L Arthritis/Gout ! Convulsions L) Heart disease L Liver disease L Stroke

[ Artificial Joint [1 Cough, frequent [) Heart attack/failure [ Lung disease [ Swelling of limbs

[ Asthma [l Diabetes [ Irregular heartbeat [ Pain in jaw joints [ Thirst, excessive

[ Bleeding, excessive {1 Drug Addiction [1 Mitral valve prolapse [ Panic disorder [l Thyroid disease

[ Blood disease [l Emphysema [ Heart murmur [l Radiation treatments [l Parathyroid disease

Blood Pressure:

[ High

[ Low

| Blood Transfusion
[1 Breathing Problem

[ Epilepsy, seizures
[J Fainting, dizziness
[J Glaucoma
| Hayfever
[l Headaches, frequent

[ Pacemaker
[J Hemophilia
[J Hepatitus A
| Hepatitus B or C
[J Herpes
[ Hives, rash

[ Rheumatic fever
[ Rheumatism
[1 Scarlet Fever
| Shingles
[ Shortness of breath

1 Tonsilitis
1 Tuberculosis
[ Tumors, growths
| Ulcers
[ Venereal disease
[] Weight loss, recent

Have you had any serious illness not listed? If yes, please specify?

CONSENT

Minor: I, being the parent/guardian of the above named minor patient, do hereby authorize the performance of dental services upon this patient and whatever procedures the judgment of the doctor
may dictate in order to carry out treatment procedures as outlined in the treatment plan form. I also authorize and request the administration of such anesthetics, sedatives and/or x-rays as may be
deemed advisable by the doctor.  Adult: I hereby consent to the treatment indicated on the examination form, including the use of any anesthetics, sedatives, or x-rays, as may be deemed
necessary by the doctor.

I understand that my dental care insurance carrier or payer of my dental benefits may allow less than the actual bill of services. I understand I am financially responsible for payment in full of all
accounts. By signing this statement, I agree to be responsible for payment of services not paid, in whole or in part, by my dental care payer. Furthermore, I agree to pay for all services rendered by
this office.

I attest to the accuracy of the information on this page. And to the best of my knowledge all questions have been answered accurately. I understand that providing incorrect information can be
dangerous to my (or the patient’s) health. It is my responsibility to inform the dental office of any changes in medical status.

HIPPA Compliance: 1have had full opportunity to read and consider the contents of the Consent form and your Notice of Privacy Practices. I understand that , by signing this Consent form, I am
giving my consent to your use and disclosure of my protected health information to carry out treatment., payment activities, and healthcare operations.

Signature of Responsible Party Relationship to patient Date




