
Thanh you for selecting our dental healthcare team!
We will strive to-prwtde y,ouwith thebestpossible dental care.

To help us meet all your dennl healthcare needs, please fll out this Jorml.etelv in inh. If vou-htwe anu mtestions or nced otiittonri nlca.o n.i, ,r. -completely in inh. t1 you-hnve any questions or need otiittarr",ssistance, please ash us -
wewillbehappy tohelp.
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For your cont,enience,we ffir thefollowingmethods oJ paymatt. Please chech the optionyouprefer. Paymrntinfull at each appoinfrnalt.

lc^t', lPersonalChech CreditCard, nwsa JMastercard" L]lrirhrodiscuss theffice'spaymentpolicy.
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7. Ar e y ou under medical tr  edtment now ? .. . . . . . . . . . . . . . .

2. Have you ever been hospitalizul for any
surglcal operation or serious illness within the last 5 years?
lf yes, plea-se explain

3. Are you taking any medication(s)
including non-pr es'.rtption medich"Le?.........
lJ yes, what metliation(s) are yoLt tahing?

4. Haw yott ever tahen Fen-Phat/Redtx?

5. Do you rce lobacco?... .

6. Do youlrse controlled. substances? .......

7. Are youweanngcontacf lenses?..

8. Do you have or have you hatl any of the Jollowing?
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SuIfuDrugs
Barbiturates
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Sedafives .. . . . . . . . . . .
Iocline . . . . . . . . . . . . . . . .
Aspiin
Any Metals (e. g. nichel, mercuu, etc.). . . . . . . . . . . . . . . . . .
LntexRubber...
Othcr (pk'ust l i .st)_
Do you hatrc a persistent cough or throat cleaingnot
assoctated with a hnown illness (lasting m ore than 3 weehs)
WomenOnly:
a) Are y ou pre g11c.rlt or tlink y ou mcry b e pr egnant? ......

n n

b' t  Arc you nurs ing?. . . . . . . . . . .
c) Are y ou tahing oral contraceptiv es?...
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Hean Attuch
Rheumatic F evcr . . . . . . . . . . . . . . .
Swo l len  An l r l cs  . . . . . . . . . . . . .
F  u i  n t ing  /  Snzurcs  . . . . . . . . . . . . . . . . . . . . . . . . .
As thma . . . . . . . . . . .
Low Blood Prcssule
Epilepsy / Convulsions .. . . . . . . . . . . . . . . . .

Y e s N o
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tr n CardiacPncemaher.......
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tr n Anstntt. . . . . . . . . . . .
L l  L l  F requcnt \yT i rn | . . . . . . . . . . . . . . . . . . . . . . . . . . . .

n n Antmia.-.. . . . . . . . . . . . . . . . . . . . . .
f tl Emphysena
I tr canccr... . . . . . .
n fl Anhitis
n JointReplacement orImplnil.......
t ]  t ]  Hepat i t is / iaundict . . . . . . . . . . . . . . . . . . . . . . . .
t] tr Srxually irunsmiut'd Disease ......
L l  L l  5 tomuLhTroubles/U\cers. . . . . . . . . . . .

Chcst Pains
Edsib Windc.l
Sftoke
Hay Ft-ter /  Al lerpl ics . . . . . . . . . . . . . . . . . . . .
Tube r ru l t rs is . . . .
Radiation Thcrapy
Claucoma
Rrc t -n t  Wc ig l r t  Loss  . . . . . . . . . . . . . . . . . . . . . . .
Liyer Disease
HeartTrouble
Respiratory Problans
MitralYalve Prolapse

Leukemia... . .
Diabetes .......
K idney  D ise  ases  . . . . . . . . . . . . . . . . . . . . . . . . . . . .
AIDS or HIV InJection ......
Tlryroi.dProblem

P atient D ental lltstory

Cliching..........
Pain Qoint, ear, side oJJorO

N ame of Prev ious Danfist and Location

1 . Do your grms bleed while brushing or Jlossing? ......
2. Are your teeth stnsitive to hot or cold liquids/Joock?
3. Are your teeth sensitive to sweet or sour liquids/foods?..............
4. Do you feel pain to any of your teeth? ..
5. Do you hat,e cury sores or lumps in or near your mtttJh? ..........
6. Have youhad any head, nech or jaw injuies?
7. Haw you ever experienced any of the following

problems in your jaw?

Other

Date oJ'kstExam

8. Do you hatte frequent headache s?
9. Do you clench or gind,your teeth?

10. Do youbite your l ips or cheehs frequently? .. . . . . . . . . . . . . . . . .
11. Have you ever had any drJJicult extrdcttons

inthe past? .. . . . .
12. Hat'e you eter harl any prolongedbludhtg

J oll ow i ngr:1 t rrcl itlrs ?
13. Have youhad any o,lhodontic treatm(nt? .......
14. Do you wear denfires or pctrtidls?......

If yes, date of placantnt
15. Have you et,er receiyed oral hy$ene instructions

regardingthe care of your teeth otd gtms?.........
76. Do you l ihe your xni le?... . . . . . . . . . . . . . . . . . . . . .
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Dfficulty in opening or closing ...............
Dfficulty in chewing

Autho n zation arld Rel e as e
I ceft_fu that.l have read,and unclerstand the above infonnation tt> the best oJ my knowltclge. Thc abovc questtotts ltaye been accurc$ely answercd.
I .understand that protiding..inco,'rect infownation cah be dangerous _to my hectith. I autholizc thc Jtntis[ to relettse any infonnation iiclwling the
diagnos,is and the recorcls oJ gny treafiw:nt or (x4mination rendercd, to me or my child duting the pcn<>d oJ such Denictl iarc to third pany Tiayors
and/or heakh practitioners. I n-uthoize crnd requesl my insurctnct (ompany to pay directly t6 the dentist ol tlattal group insuranc": binefis' 

"

otherwise pt tyabl-etome. lunderstcmdthatmy'dentcr l - insurante,carc icr tnaypct l t - lessthahthe actualb i l l j ru sr ' r -v ic ls .  I 'agrrctobct ispinsib le
Jor payment tf ctll sewices rendered on my behcilf or rny dcpendents.
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Do<. lor' '-s C-'oll l  l11(' l l t.s

5ir:ncttio c Drtlt'
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