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Date of your last dental visit? What would you like vs to do today?

Are you having any discomfort at this time? QYES ONO Does dental treatment make you nervous? dNo QSlightly AModerately QExtremely
Do you brosh AYES ANO How often do you brosh? Brosh is: dSoft QMediom QHard

Do you vse the following? Dental Floss AYESTONO  Fluoride Rinse AYES ONO, Other

Have you ever been treated for any type of gum problems? QAYES NO
How woold you rate your dental health? dExcellent dGood dPoor
Are you happy with the appearance of your teeth? AYES TINO */f no, what would you change?

DO YOUL HAVE ANY OF THE FOLLOWING?  QYESNO Bleeding/sore goms AYESQANO Bad Breath.

QYESTONO Food stock inteeth  QAYESTNO Loose teeth QYESANO Shifting in bite QYESQNO Clenching/grinding
QYESQNO Sensitive to cold QOYESANO Sensitive tohot  QYESUNO Sensitive to sweet QAYESUNO Headaches
QYESUNO Clicking/popping jaw OYESNO Sensitive to biting YESANO Biting cheeks/lips QYESTNO Ortho/Braces

s patient corrently taking any medications? List all: Does patient have any drog allergies? List all:

Have you ever vsed a bisphosphonate medication? (Fosamay, Actonel, Atelvia, Didronel and Boniva) AYES NO
Have you ever taken Fen-Phen/Redoyx? QYES TONO

WOMEN: Are you pregnant AYESTONO  Norsing AYES INO Taking birth controldYES ONO

ANY HISTORY OF: (please mark yes or no)

QYES ANO Anemia QYES ANO Arthritis/Rheumatism QYES NO Artificial Joints QYES ANO Tested Positive for HIV /AIDS
QYES ONO Asthma QYES ANO Allergies QYES NO Back Problems QYES ANO Artificial Heart Valves
QYES QNO Blood Disease QYESANO Bronchitis Cancer  AYES ANO Blood Transfusions  OYES ANO Chemical Dependency
AYES QNO Chemotherapy YES NO Cough, Persistent QYESNO Cortisone or ACT Il @YESQANO Circolatory Problems
YES ANO Diabetes LYES QNO Epilepsy/Convulsions  QYES ANO Fainting/Dizzy Spells  YES QNO Fever Blisters/Herpes
LYES NO Glavcoma. QYES ANO Headaches LYES NO Heart Mormor IYES QNO Heart Problems
QYES O NO Hepatitis QYES ANO Herpes QYES ANO Heart Valve Problem  OYES QANO Hemophilia/Abnormal Bleeding
QYES ONO High Blood Pressure QYES ANO Jaw Pain QYESQNO Lung Disease QYES ANO Kidney or Liver Disease
LYES QNO Nervous Problems  [YES LINO Nose Obstroction LYES QNO Psychiatric Care QYES QNO Mitral Valve Prolapse
AYES ONO Shingles QYES ANO Radiation Treatment  OYESNO Rapid Weight gain/loss OYES ANO Pacemaker/Heart Surgery
LYES QNO Shortness of Breath LYES ANO Rheumatic Fever LYES ANO Respiratory Disease  YES QNO Sinus Trouble
QYES QNO Skin Rash OYES QNO Stroke QYES ANO Sorgical Implant YES QANO Tobacco Habit
QYES ANO Thyroid Problems  YES QO NO Tonsillitis YES QONO Swelling of Feet or ankles AYES NO Tubercolosis
AYES ANO Ulcers/Colitis

CONSENT

| have answered all questions to the best of my knowlede. If forther information is needed, yov have my permission to ask my respective health care
provider or agency who may release such information to you. | will notify this office of any changes in my health or medication. The undersigned hereby
authorizes this office to take x-rays, stody models, photographs or any other diagnostic aids deemed appropriate by the doctor to make a thorough diagnosis
of the patient's dental needs. Upon such diagnosis, | avthorize this office to perform all recommended treatment motoally agreed vpon by me and to employ
such assistance as required to provide proper care. | onderstand that vsing anesthetic agents embodies a certain risk. | vnderstand that responsibility for
payment for dental services provided in this office for myself or my dependents is mine, dve and payable at the time services are rendered vnless financial
arrangements have been made. All diagnostic aids and documentation are the property of this office. Original records may not be taken by the patient. All
records are strictly confidential. Signing this form avthorizes vs to transfer records to another dentist. | have reviewed a copy of this office’s Notice of
Privacy Practices and | have been notified that | may have a copy.

Patient Date Witness
Parent or Responsible Party Relationship to Patient




