WELCOME!

Personal Information

Date _________________________________________________________________________

Last Name ______________________________ First Name _____________________________

Male / Female         MR / MRS / MS / MISS / DR

Wishes to be called ______________________________________________________________

Address _______________________________________________________________________

City, State, Zip _________________________________________________________________

Home Phone ___________________________________________________________________

Work Phone ________________________________ Ext. # _____________________________

Cell Phone _____________________________________________________________________

E-mail address _________________________________________________________________

Date of birth ____________________

Age___________________________________
Social Security # ________________________________________________________________

Employer _________________________________ Occupation __________________________

      
Referred by:







Friend/Doctor/Co-Worker ______________

  800-DDS
Patient Referral Card




  Mailer
Insurance 





  Care Credit
Internet: Google, Angie’s List, Yelp, Facebook, 

  Walk-In
Office website, other:_____________


   Other: _______________
INSURANCE INFORMATION
Subscriber/ Guarantor Info

Last Name ______________________________  First Name _________________________

Relationship to patient ________________________________________________________
Date of Birth ______________________              Social Security # ____________________

Address ___________________________________________________________________

City, State, Zip _____________________________________________________________

Home Phone ____________________                 Work Phone ________________________

Cell Phone ____________________
       
       Alternate Phone _____________________
Insurance Name ______________________       Employer ___________________________
EMERGENCY INFORMATION

In the case of an emergency, whom should we contact?

Name _________________________________
Relationship _______________________

Home Phone ___________________________
Work/Cell Phone ___________________

Name ________________________________
Relationship _______________________

Home Phone ___________________________
Work/Cell Phone ___________________

HEALTH/DENTAL HISTORY

Name _________________________________________________ Age ___________ Today’s Date ___________

Your answers are for our records only and will be considered confidential.  

Reason for today’s visit? __________________________________________________________________________________
Are you having pain at this time?  ………………………………………………………………………………Y    N                                                                                                                     

How would you describe your general medical health?  (Please circle)   Excellent           Good           Fair           Poor

Have there been any changes in your general health within the past year? …………………………………….Y    N

If yes, please explain ___________________________________________________________________________

Are you under the care of a medical doctor for any particular condition, problem and or illness? …………….Y    N

If yes, please explain ___________________________________________________________________________

Physician’s Name & Phone # ____________________________________________________________________

When was your last physical examination or check up by a medical doctor? ________________________________

Do you have or have you had any serious illness or injury? ……………………………………………………Y    N

If yes, please explain ___________________________________________________________________________

Are you taking any medicine(s) including non-prescription medicine? ………………………………………...Y    N

If yes, please list _______________________________________________________________________________

Have you had any operations or been hospitalized over night for any condition (please include child birth)?     Y    N

If yes,  please describe and list year or age ___________________________________________________________

Are you allergic or have you had a bad reaction to any of the following: (Please circle Y (yes) or N (no))

Y  N  Penicillin


    Y  N  Clindamycin


        Y  N  Aspirin

Y  N  Amoxicillin


    Y  N  Cephalosporin (Keflex, Ceclor)
        Y  N  Ibuprofen

Y  N  Erythromycin


    Y  N  Sulfa drugs (Bactrim)

        Y  N  Iodine

Y  N  Biaxin


    Y  N  Local anesthesia (Novocaine)

        Y  N  Codeine (Narcotics)

Y  N  Tetracycline


    Y  N  Barbiturates, sedatives, sleeping pills
        Y  N  Other __________________________
If yes, please describe reaction (rash, hives, itching, swelling of lips or tongue, difficulty breathing)____________ 

Do you smoke cigarettes or use any other tobacco products? ………………………………………………….Y    N

If yes, how often ____________ Packs/Day 
 How long? __________Years

Do you or have you used any prescription or non-prescription weight loss or diet pills? …………………...…Y    N

If yes, please list _______________________________________________________________________________

Do you snore while sleeping? (Please circle)           Always

Sometimes

Never

Do you feel well rested after a regular nights sleep? …………………………………………………...……….Y    N

Do you fall asleep at work, while driving, etc? …………………………………………………………………Y    N

Do you have or have you had any condition affecting the immune system (e.g. chemotherapy, leukemia, 

cancer, HIV, AIDS, dialysis, steroid therapy, etc)? …………………………………………………..………...Y    N

Do you use alcohol? …………………………………………………………………………………………….Y    N

If yes, how many drinks? ____________ Per day / Per week / Per month  (Please circle)

Do you use any illicit drugs? (Cocaine, heroin, marijuana, speed, etc) ..……………………………………….Y    N

If yes, when was your last use? ___________________________________________________________________

Do you have or have you had any of the following: ( Please circle Y (yes) or N (no) )





   Y  N  Asthma








          

    Y  N  Emphysema

Y  N  Loss of consciousness


    Y  N  Tuberculosis


          Y  N  Anemia

Y  N  Frequent dizziness


    Y  N  Shortness of breath


          Y  N  Anabolic steroids

Y  N  Seizures/Epilepsy


    Y  N  Difficulty breathing on exertion
          

Y  N  Fainting spells


    Y  N  Hay fever, environmental allergies
          Y  N  Stomach ulcers/Hyperacidity

Y  N  Stroke



    Y  N  Recent upper respiratory tract infection
          Y  N  Hiatal hernia

Y  N  Paralysis



    Y  N  Nasal obstruction


          Y  N  Liver disease

Y  N  Frequent headaches


    Y  N  Sinus problems


          Y  N  Hepatitis

Y  N  Migraines



    Y  N  Post nasal drip


          Y  N  Vomiting blood

Y  N  Muscular dystrophy


    Y  N  Persistent cough


          Y  N  Blood in stool

Y  N  Multiple sclerosis


    Y  N  Bronchitis



          Y  N  Blood transfusion

Y  N  Parkinson’s disease


    Y  N  Cough up blood











          Y  N  Urinary tract infection

Y  N  Glaucoma



    Y  N  Heart murmur/Mitral valve prolapse
          Y  N  Kidney disease

Y  N  Dryness of eyes


    Y  N  Rheumatic fever/Scarlet fever

          Y  N  Kidney stones

Y  N  Disorders of eye muscles

    Y  N  High blood pressure


          Y  N  Dialysis

Y  N  Cataracts



    Y  N  Low blood pressure


          Y  N  Difficulty urinating

Y  N  Corneal transplant


    Y  N  Swelling of ankles or wrists

          Y  N  Pain on urination

Y  N  Contact lenses


    Y  N  Coronary artery (heart) disease

          Y  N  Prostate enlargement






    Y  N  Pain in leg muscles when walking
          Y  N  Interruption of sleep to urinate

Y  N  Diabetes



    Y  N  Congestive heart failure

          Y  N  Blood in urine

Y  N  Thyroid disease


    Y  N  Wake up from sleep gasping for air
          Y  N  Sexually transmitted disease

Y  N  Pituitary gland disease


    Y  N  Difficulty breathing while lying flat

Y  N  Adrenal gland disease


    Y  N  Chest pain (Angina)


          Y  N  Arthritis/Rheumatism

Y  N  Steroid medications (Prednisone)

    Y  N  Heart attack


          Y  N  Limitation of motion of arms, legs

Y  N  Cancer


 
    Y  N  Pacemaker


         
          Y  N  Limitation of motion of neck

Y  N  Chemotherapy


    Y  N  Artificial heart valve/Valve replacement
          Y  N  Joint replacement or implants

Y  N  Radiation therapy 


    Y  N  Blood thinners (Anti coagulants)
          Y  N  Head, neck or jaw injuries





    
    Y  N  Do you bruise easily


          Y  N  Psychiatric disorder










                          Y  N  Depression








        



          Y  N  Anxiety / Panic attack

Do you have any other condition or disease not listed above you think I should know about?................................................................................Y    N
If yes, please explain…____________________________________________________________________________________________________
_________________________________________________________________________________________________

Women only:


Are you pregnant or think you may be pregnant? …………………………………………………………………………………..Y    N

Are you nursing? ……………………………………………………………………………………………………………………Y    N

Do you have problems associated with your menstrual period? ……………………………………………………………………Y    N

Are you taking birth control pills? ………………………………………………………………………………………………….Y    N

If you are using oral contraceptives, it is important that you understand that antibiotics and other medications may interfere with the effectiveness of oral contraceptives.  Therefore, you will need to use mechanical forms of birth control for one complete cycle of birth control pills after the course of antibiotics or other medications is completed.  Please consult with your physician for further guidance.

When was your last dental visit?   _________________________________________________________________________________

 How often do you brush your teeth? ________________________________________________________________________________

 What texture brush do you use?       Soft ___    Medium____     Hard ____   Electric ____
Please answer all questions by circling Y (yes) or N (no)

1. Do your gums bleed while brushing? Y or N

9. Have you had any head, neck, or jaw injuries?  Y or N

2. Do your gums bleed when flossing?  Y or N

10. Do you have frequent headaches?                    Y or N
3. Do you feel pain to any of your teeth


11. Do you clench or grind your teeth while awake
    when brushing or flossing them?       Y or N 

      or asleep?                                                            Y or N
4. Are your teeth sensitive to hot, cold,


12. Do you bite your lips or cheeks frequently?       Y or N  
    sweet, or sour foods/liquids?              Y or N

13. Have you ever had:
5. Have you noticed any loosening of 



a. Orthodontic treatment (braces)?             Y or N        
    your teeth?                                          Y or N


b. Oral surgery?


          Y or N

6. Does food tend to become caught



c. Gum treatment?                                      Y or N
    between your teeth?                            Y or N


d. Your teeth ground or the bite adjusted? Y or N

7. Do you have any sores or lumps




e. Worn a bite plane or other appliance?    Y or N
   in or near your mouth?                        Y or N

14. Are you satisfied with the appearance of



8. Have you ever experienced any of


      your teeth?



           Y or N

   the following problems in your jaw?


15. Have you ever had an upsetting experience
    a. Clicking?
                Y or N




      in the dental office?

           Y or N

    b. Pain (joint, ear, side of face)?        Y or N   

16. Is there anything about having dental treatment
    c. Difficulty in opening or closing?   Y or N

      that bothers you? 


           Y or N

    d. Difficulty in chewing?                   Y or N
I certify that I have read and understand the questions above.  To the best of my knowledge, the questions on this form have been accurately answered.  I understand that providing incorrect information can be dangerous to my (patient’s) health.  It is my responsibility to inform dental office in any changes in medical status.

Authorization and Release:

I authorize the dentist to release any information including the diagnosis and the records of any treatment or examination rendered to my child or me during the period of such dental care to third party payors and/or other health practitioners.

I authorize and request my insurance company to pay directly to the dentist or dental group insurance benefits otherwise payable to me.

I understand that my dental insurance carrier may pay less than the actual bill for services.  I agree to be responsible for the payment of all services rendered on my behalf or my dependents.
(Signature of patient, parent, or guardian)                                                                                                                  (Date)


ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES
**You May Refuse to Sign This Acknowledgement**


I, 





, have received a copy of this office’s Notice of
Privacy Practices.



{Please Print Name}



{Signature}



{Date}


For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not be obtained because:

· Individual refused to sign

· Communications barriers prohibited obtaining the acknowledgement

· An emergency situation prevented us from obtaining acknowledgement

· Other (Please Specify)

