VAT

Welcome fo our office. We appreciate the confidence you place with us to provide dental services. To assist us in serving You, please
complete the following form. The information provided on this foxm is important to your dental health. if there have been any changes

in your heath, please tell us. If you have any questions, don't hesitate fo ask.

- Patient name: Date of birth: Sex: Age:
Home address: City: State: Zip:
Billing address if different}: i L City: State: Zip:
Home phone:, Cell: E-mail: Driver's license #: State:
S ¥ Employer/Occupation: Bus. Phones
Spouse’s name & phone #: Emergency phone # (other than spouse):
Primary dental insurance: Group #:
Secondary dental insorance: Croup &
Subscriber’s name: Date of birth: SS#:
Name of your medical doctor. Date of last visit to medical doctor:
Name of previous dentist: Date of last visit fo dentist:
Referred to usby:
DENTAL HEALTH HISTORY
Yes No Yoo No
_—
Are you apprehensive about dental reatment _____ [1 U] How often do you brush?
Have you had problems with previous dental treatmentt {1 [ How often do you floss?
p Does your jaw make nolse so that it bothers you
Po you gag easily? g . 0o
Do you wear dentures? 0O 0 or aiherst
T Do you clench or grind your] tly? O
s SR e —
0o yod | tn ch;;vlnf ? i g g Doss your jaw get stuck so that you can't apen freely? _ 4 D
 chesr on mo
L i on only-one site @ :,/nur, o Does it hurtwhern you chew or open widetotake a bitez [ [
Do you aveid brushing any part of your mouth Do vout h h in in front of th R 0 o
B 0fpaiﬂ? _D Cl you have earacnes ar pan m }:K . d:eaﬁ.
i N ! Do you have any jaw symploms or headacries
D gums bl Ty
oyour leed eastly 0o upon awaking in the morning? 0 a
Do your gums bleed when yop floss? 0O .
teel ssollen or tender? OO Does faw pain or discomfort affect your appetite,
Po your gums fee 'swo en orlenger - sleep, daily routine, or other aclivitfes? 0O O
you ever noticed slow»hea‘!mg soresinar Do you find jaw pain or discomfort extremely i
about your mouth?, 4 O O A i B
e vour tosh sensifive? O o frustrating or depressing? . [
your ® m i " Do you take medications or pills for pain or discamiort
Do you feel twinges of pain when your teeh come it {pain rellevers, muscle relaxants, antidepressants)? 0o
cantact with: Do you have a temporomandibutar {jaw} disorder
Hot foods or liquids?, O a ";Lm, ? ' O
Cold foods or fiquidst O d ’ » =
Sours? 0O O Do you have pain in the face, cheeks, jaws, joints,
Sweets? 0 o throat, or temples? g
Do you take fluoride supplements? O 0 Are you unable {o open your mouth as far as you wantZ __Ei g
Are you dissatisfied with the appeamnce of your tedth? __ O O Are you aware of an uncomfortable b:te?___,________._L_..' j—
Have you had a blow to the jaw (rauma}? Ly U
Do you prefer ta save your teath? oo ] . hor? OO
Do you want complete dental care? D D Are you a habitual gum Y OF PIpE SMOKE ——me— )



