Patient Number A B C = % '
PATIENT INFORMATION
PATIENT'SNAME Last Firz Liddialnitizl_____ SEX:M F BIRTHDATE AGE
Ii patient is a Miner. give Parent's or Guargian's Nams Sezzon far this visit
Who may we thank for raferring you to our ofiice? S— TODAY'S DATE
RESPONSIBLE PARTY INFORMATION
NAME Last Fir: Ligsiz MARITALSTATUS
RESIDEMCE Street______ o Cry Siete Zip
MAILING ADDRESS Strest Cay Staig Zip
HOW LONG AT THIS ADDRESS _ HOIE PHONE V/ORK PHONE
PREVIOUS ADDRESS (if lezsthan 3 wis.) Srrezt ‘ Sy Stz Zip
SOCIAL SECURITY £ RELATION TO PATIENT
EMPLOYER CCURATION NO. YEARS EMPLOYED
RESPONSIBLE PARTY'S SPOUSE C cwemcencYINFORMATION:
| NAME % RELATIVE NOT LIVING WITH YOU.
EMPLOYER MO.YEARSENMPLOYED_ HALIE
| OCCUPATION SCC.SEC.= ADDRESS
| WORK PHONE BIRTHDATE CITY.3TATE PHONE
DENTAL INSURANCE INFORMATION (Primary Carrier) if you have double dental insurance coverage, complete this for the second
i | coverage.
Insured’s Name o Insurad’s Name
| Insurance Co. | InsurancsCo.
Insurance Co. Address | Insurance Co. Address
Insured's Employer [ Insured's Employer |
Insured'’s Soc. Sec. # Groups Localz ! . Insured’sSoc.Sec.# Group# Local#

It is important that | know about your Medical and Dental Historye facts have & direct bearing on your Dental Health. This information is strictly
confidential and will not be released to anyone. Thank you for taking the lime to compleiely fill out this gestionnaire.

"DENTAL HISTORY® YES NO | *MEDICAL HISTORY* YES NO
HOW LONG SINCE you have ssen 2 Dentist? | Do you hizve any CURRENT HEALTH PROBLEMS? ] d
Last COMPLETE Dantal Exam, DATE: | Ars you under a PHYSICIAN'S CARE now? [ | I
Last FULL MOUTH X-RAYS, DATE: | For Wnai?
Are you having PROBLEMS now? J .} i What MEDICATIONS are you currently taking?
WHAT? i Are you PREGNANT? ] Ll
Is your presen: dental health POOR? i = i Do you SMOKE? ] ]
Do vou wear DENTURES (Partials or Full) e = [ CIRCL: ANY OF IHl= FOLLOWING WHICH YOU HAVE HAD, OR PRESENTLY HAVE:
Are you UNHAPPY with your dentures? _ _ i | EI bi ﬁjpggﬁ‘“ﬁﬁgf}uz‘;s Egﬁ; E:r-':'a!"
Would you fike to know mors about PERMANENT REPLACEMENTS? J - | Hepatilis B (szrum) Tuberculosis
Are you APPREHENSIVE about denial irsatment? d d i Liver Disease Asthma
Have you had any PERIODONTAL (GUIM) treatments? 4 J E,?,f&"}"‘:ﬁ?; il gﬁ’:ﬁ %‘:ﬁ;ue
Do your gums BLEED, or fegl TENDER or IRRITATED? = | i Hemophilia {Bleeding Problems)  Allergies of Hives
Are your teeth SENSITIVE io hot. cold, swesis. pressure? (circls) a i CE.-‘.?EIE‘::;:QE v E‘;}_{E;}g}%‘: g’,wres Tnhﬁbrgetgsmsﬂase
Are you UNHAPPY with the APPEARANCE of your testh? 2 J 1 ;her' Cl'..juary e e I;:e::ugysqislg N Radiation Treatment
Are vou aware of GRINDING or CLENCHING vour testh e :] ' mm_ oinis {Hip. Kns C?ggcéarr‘xl- reatment éghn?su;we Medicing
Do you have HEADACHES. EARACHES, or NECK PAINS? | = ': o Chemolherapy {Cancer, Leukemia) Pain in Jaw Joinis
Have you worn BRACES on your t=eth? (ORTHODONTICS) =l "] G,:r! rroutlz “’igﬁ’j{?{f‘ggfg L g’gﬁg‘ﬁiﬁéumm
Do you have DISCOLORED testh inat boiher you? - - ARE YOU ALLERGIC TO OR HAVE YOU REACTED ADVERSELY TO ANY OF THE
Would you like your smile to LOOK BETTER or DIFFERENT? | & FOLLOWING MEDICATIONS?
Do you REGULARLY use DENTAL FLOSS? 2 3 Asoi Local Anesthatic Erythromycin
Name of Previous Dentist: i - Cedeine o . Penicillin
= FYEATT (| sroic to 2ny othar medications or substances?
Cll‘r’f SiaiEl |
How do you fesl about your teeth? ! =
Fleass RA);QK tha following in the erder in wihich thay weuld KEEF YOU FACM naving damzl raztment | Medics! or Dentzf information that you fesl | should know about?
FEAR of pain 2 LACK of concern £ 1
} COST of treatment = MISSING work tims = | FAMILY PHYSICIAN PHONE NO.

PATIENT Signature (Parent of Child) Dz DENTIST Signaturs




