; :
l PATIENT INFORMATION I

Date Patient Name . . Date of Birth
Address ' City State Zip
Home Phone Work Phone Cell Phone Social Security #

E-Mail_ Address

Sex Marital Status Whom May We Thank For Referring You
Employer B Employer Address
Guarantor Information
Person Financially Responsible For This Bill " Relationship to Patient

Address If Different Then Above

. Home Phone # Work Phone # Social Security # DOB
Employer Employer Address
Dental
Name of Dental Plan B Subscriber’s Name
Subscriber’s Social Security Date Of Birth Sex
Address of Dental Plan
Group Number Membership Identification Number

Il Emergency Information®

Person To Contact In Case Of Emergency

Address

Home Phone # Work Phone # - Relationship

I Acknowledge I have received a copy of “Notice of Privacy Practices” and “Disclosure of Health Information”

Patient Signature (parent or guardian if minor)
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'DENTAL ASSOCIATES
DENTAL HISTORY

So rhat we may provide you with the best poss.-b!e care, p!ease complete this form as completely as possible.

Patient Name:

What is the reason for today’s visit?

Medical Alert:

Date of last dental visit _ |

HReason:

Date of last cieaning.

Previous dentist’s name

_ Date of Tast x-rays

Addréss- __

Phone _

City/étateizip

How often do you have dental check-ups?

How oﬁen do you brush?

Floss?

What dental aids do you use?. : _

What dental problems ddr‘you?have now?

(Please E:ircle)
. Are any of your teeth sensitive to:

o {Please circle)
Have you ever had;

hot or cold? Yes. No Orthodontic Treatment? Yes No
sweets? Yes No Oral Surgery? Yes No
bifing or chewing? Yes No Periodontal Treatment? Yes No
. Do you get cold sores or other oral lesions? Yes No " A bite plate or mouth quard? Yes No
“Have you ever been concerned about your breath? Yes No A serious injury to the mouth orhead? Yes No
-Do you ever get a bad taste inyour mouth? Yes No Your teeth ground or bite adjusted? Yes' No
Are you interested in preventling bad breath? Yes No Pain.in jaw, joint, ear or side of face? Yes No
. . "
Are you currently using anything for breath control? Yes No Do you feel niervous about today's treatment "
Do your gums bleed or hurt? Yes No
What is. your biggest concern?
Do you nohce any loose testh.or change in your bite? Yes No What did you like best at your last dental office?
Does food tend to get caught in your teeth? Yes No y Y _ '
s A
Do you smoke <.3r chew tobacco? Yes No What did you fike Ieast‘?
. Do you experience dry mouth? Yes No.
. X Have you ever had an upsetting dental expenence‘? Yes Mo
Do you clench or grind teeth while awake? asleep? Yes No - {fyes, what was 2 ]
' :Do you mouth breath while awake or asleep? Yes No !
. " . ) Is there anything slse we should know? Yes No
Have you noticed clicking or-popping of the jaw? Yes No
Do you have difficulty opening or closing your mouth? Yes No -Please rank the tollowing in the order in which they
Do you have pain or difficulfy chewing? Yes No would KEEP YOU from having freatment:
Da you have tired jaws, especially in the moming? Yes No FFear of pain
Would you like to keep all your teeth for life? Yes No K _ Lack of concemn
Are you satisfied with the appearance of yourteeth? Yes No ‘ ' Cast of Treatment
. Rate your smile {on a scale of one to ten) Missing time from work
Are you inferested in whitening your smile? Yes No Embarrassed by current condition









