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Welcome to our office. We appreciate the confidence you place with us to provide dental services. To assist us in serving you, please complete the
foltowing form. The information you provide on this form is important to your dental health. If you have any questions, please feel free to ask.

Todays Date: Patient Name: Date of Birth: Sex: (M [OF

Status: Single [J Married [J Divorced[] Widowed [] Other: S.S.#

Address: City/State/Zip:

Billing Address (if different than above): City/State/Zip:

Home Phone: Cell Phone: Email:

Employer and Occupation: Employer Phone:

Emergency Contact Name: Emergency Contact Phone:

How did you hear about us? Bestway to contactyou: [JPhone [JText []Email
Insurance Information

Primary Insurance

Name of Subscriber: Relationship to Patient:

Insured's Date of Birth: SSN: Employer:

Insurance Company: Phone:

Member ID: Group Number:

Secondary Insurance

Name of Subscriber: Relationship to Patient:

Insured's Date of Birth: SSN: Employer:

Insurance Company: Phone:

Member ID: Group Number:

Medical and Dental Information

Name of Current Medical Doctor: Phone: Date of Last Visit:
Address: City/State/Zip:
Current Dentist: Phone: Date of Last Visit:
Address: City/State/Zip:

| authorize the dentist to release any information including the diagnosis and the records of any treatment or examination rendered to me
or my child during a period of such dental care to third party payors and/or health practitioners. | authorize and request my insurance
company to pay directly to the dentist. | understand that my dental insurance carrier may pay less than the actual bill for services. | agree
to be responsible for payment of all services rendered on my behalf or my dependents.

Signature of Patient or Guardian:

Date:
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Health Questionnaire

Patient Name: Date of Birth:
Please answer by checking either yes or no.

Dental Health

Yes No Yes No
Are you apprehensive about dental treatment?.............. O 0O Do you have temporomandibular (jaw) disorder (TMD)? ] [
Do you have trouble opening or closing your mouth?.....(] [J Headaches or jaw pain upon waking in the morning?.....[ ] []
DO YOU gaQ €aSHlY?.......cco e e sereressesseerensons O d Do you clench or grind your jaws frequently?.................. O O
Slow healing sores infaround your mouth?.............ccc.... 030
Medical and Dental Information
Name of Current Medical Doctor: Phone: Date of Last Visit:
Address: City/State/Zip:
Current Dentist: Phone: Date of Last Visit:
Address: City/State/Zip:
Have you had a serious illness, operation, or been hospitalized in the past 5 years? .........ccccceeeevverrvenens [JYes [No
Do you have an artificial joints (hip, knee, elbow, finger, etc), or joint replacement SUFGErY? .........ccceeverenereecrnneesnisessseses [JYes [JNo

If yes, date

Are you taking or have you recently taken any prescription or over the counter mediCine(S)? ........cccccererererrrerrreerersreseerereres [dYes [No

if yes, please list all medications, including vitamins, natural or herbal preparations and/or diet supplements, and prescriptions.

Does your physician require that you take @ pre-mediCation? .........ccocieeereiiirececnecieineetse e se st sre e ssssssssssessresesessesesns [Yes [JNo
If yes, please state which medication:

DO YOU USE CONLACE IBNSEST .....coeriieeeciecnterireeretsiarreseseresassansssseasssesssssssessssssssssssssssesssssssssssessensssasssesssessssnssssassassssessesssassners [JYes [JNo
Medical Health
Allergies:

Yes No Yes No
Local anesthetics such as “Novocaine"..........c.cccceeuennennd 0O g MELAIS....c.eereeet ettt s s snes s O 0O
Penicillin, Amoxicillin, Erythromycin (please circle).......... O O Latex.... ceesteeeentraresesasateesaeserestestsas O 0
Aspirin, Acetaminophen, Ibuprofen (please circle)..........| O O 10dINe v O 3d
SUI ATUGS..c...eerreeececrrerreerrererireesestsrsseseseesssessssssesensened O 0O Hay fever/SEasonal..........ccureeecreeenererennsssesesssessessseenens O d
Barbiturates, sedatives, or sleeping pills (please circle).[] [] Other allergies not listed here...........ooccvvivecinnnenccricnnnins g

Codeine, Demerol, or other narcotics (please circle)......[ ] []

Smoking/Drugs:

Yes No Yes No
Do you smoke Cigaretles?...........ocvverreeeveeereemersesnssesens 0 0 DO you USE HlliCit ATUGS? ....c.cveererrrririereecrnresssssesananasseend 00O
DO you use E-Cig OF Vape7......c.eeveeeeirermreeesrssesessessensans O O Do you have history of drug abuse?............ceeruereereneeesd OO

If yes, please specify:
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For Women:
Yes No
ATE YOU PrEGNANET ..o.vnveeeeecrrererennenresssesneasessessssssssessans 1 g
AT® YOU NUISING? ..cveerrerreniresanermrsesesaesessssessssrensersssasassed O 0O
Heart and Lung:
Yes No
Chest painfanging ........ccooereercrcececrrererercrescmensssasseenesens O O
History of heart attack ........cccccceeceueereceernreeecennenrerreceaes O O
Artificial Reart ValVe ...........c.ceceureeeerenrrurnieneenereereesnnnenes 0O
Damaged heart VaIVes............cceerereereesneeeorenineneserenanadd O
HEAM MUIMIUN....occveeeeerersrancneressaecestessesasensssnsessssessssassend O d
PRCEMAKET.......ccncoerencerrereeecreenererrcrr et ccne e snsasasssssend O g
Blood pressure: High or Low (please circle).........c..ccc.c... OO
Congenital heart disease (CHD) 00
Cardiovascular diSease............ccovveeeruirvrvesererrrarsesssnecesend N
Other Diseases and Conditions:
Yes No
RNEUMALIC fEVEN.......ceeeirrrerieeeriennernnraransressessessssessessessonn OO0
Rheumatic heant diSEase............ccccvvevrnererrenerrnesenereenend O O
ADBNOrMal blEeding ........cccceeereeerernrerecnrnsesesesarnsssesssseneacd O g
E@SY DIUISING.....cvererereerereerereriersessresssseeserensssesesenessesnsased 0O g
SHOKE c.vovvercrrerreeressnsnsrensessssssasssessessssssassssssssssessesessans O O
Severe headaches/migraines...........cceceeveerrecrrrerurreennnncs 00
ANBMIB.....ccoererrrererneresersrrssesesssssonsacsesessnensnssasssnssesasasanens O Od
Blo0d TranSfUuSION.........ccccveurreeensescrsceresresnescaceesecnesancencs 0O
If yes, date
HemMOPhlia......ccoivreerereerrecrersrsnennerssesrersnssesaesrsssessrassseosasens a0
Diabetes Type | OF l....ccovuerereveneererrerecrersenaens ] 0
Wounds Slow t0 heal........ovieecrenicenenennneneresrssesessesenes O O
OSIEOPONOSIS...ccveereenrrererrareeatsersaesssessesarsnenesesessesesasssens O O
History of head and/or neck injury...........cccceeurecereesnencnnsd O O
Explain:
ARNILIS......cceeveetireere st sesess et saesssaeessstesassasasans d Od
Cancer/Chemotherapy/Radiation Treatment................... O Od
If yes, type/location of cancer:
Treatment:
Date:
Kidney problems ........ccceecvereenesenennnensesssnnseesensssnsrend |
Excessive urination . rerereetereesareeaesaneserneened ad
Liver problems............. reerereeneenseaenreresnsaanans O O
Hepalitis A, B, OF C....ccveeereerrrereererereessensecssensresnessessvessensd g

Signature:

Yes No
Do you take oral contraceptives?..........c.cccceveeervereserarnns Il
Yes No
Other congenital heart defects..........ccooemrcircninnceirennnnd O d
Arteriosclerosis..........ceeu.e.. . etreeereneeenanenesennens O Od
Shortness of breath...........c.cceeeeenenreceennerercsnnnnesrssesesns 0 g
ASHAMA cvvveeerereiere s reseses s ronssnensareseseensasssors O g
Do you use an inhaler? O O
Tuberculosis teeesresrerereseetererbe e naseatete et e ananneareeben 0 g
BrONCRILIS......c.covemeveterereresereessessensssenseassosssesssasssnsonansesnas O Od
Persistent cough...........cceceeeeeeeereenns . O O
EMPRYSEMA......ccoimerrnrerreneerenesesesesssassisenssssnsessessasnssssssass O g
Yes No
Jaundice or iver diSEase.........overererereererereerraesrenesaesssencd O O
AIDS or HIV. reeeereaeeeeessesbebesesraneseneans O
Sexually transmitted diSEASE .......covereremcucreccrcrererisionnnnd NN
Systemic lupus erythematosus ...........c.ccevceennrereceesinennsd 10
SINUS trOUDI.......ccveurrerreereeeeseenennseroeaneesesessssaesesesensnses O 0O
Autoimmune disease.......ccceceererenen. 1 Od
Rheumatoid arthritis.......c..ccecerirerne w1 O
Eating dISOTUET .......cceererererseeeccrcrcncncammssssssesenssessrssessensd O d
Malnutrition ... veererensnenensrreaeaes O O
Gastrointestinal diSEASE .........eecverereercrenirrerieneseeresersnennend O 0
G.E. Reflux/persistent heartburn ........ccoccevceeeeenerecsenenced O O
Thyroid Problems ..........ccceceeeeverernennecsimisisssaoscssstsessesesened O 0O
Persistent swollen glands in neck Stroke.............coceuueun. OO
GlAUCOMA ....eceeeererevccieeseinseessssssesessssnssssssssassasssssrenss 10O
EDIHEPSY ..covrereeieeeiereerienecrasesesaeetssesnssessssesesssosssssesasssen 00O
Fainting spells Or SEIZUrES .........ccoveceeieneiseinisessecmenans O d
Neurological diSOTders ..........ccouecerereecenrerercscreeressiseesand O 0O
If yes, please specify
Sleep dISOIAEN........cccccvvrrreerrrrrereereserenrseressssassessisssssneneses 0O 0
Mental health diSOrders..............c.ceevernrenrerserensseensasesacns O Od
If yes, please specify
Recurrent infections...........cocovmvverereiniesinacas O g
Type of infection
NIGhL SWEALS .....ccoveeeriiricericcenennnenee s sesessnssnssnsnsannd O O

Date:




