DENTAL STUDIO

DATE

PATIENT INFO & HEALTH HISTORY

/ /

FIRST NAME Mi LAST NAME PREFERRED NAME
HOME ADDRESS ary ST zp
HOME PHONE WORK PHONE CELL PHONE EMAIL OKTOTEXT Y / N
OKTOEMAIL Y / N
DOB SEX (CIRCLE) SSN DRIVERS LICENSE / ID # DL/ ID Expiration
M / F
EMPLOYER EMPLOYER ADDRESS / CITY / ST/ ZIP EMPLOYER PHONE
HOW DID YOU HEAR ABOUT OUR OFFICE
RESPONSIBLE PARTY IF SAME AS ABOVE, CHECK HERE [ & SKIP TO NEXT SECTION
FIRST NAME MI LAST NAME DOB SEX (CIRCLE) RELATION TO PATIENT
M / F
SSN DRIVERS LICENSE / ID # HOME PHONE CELL PHONE
EMPLOYER EMPLOYER PHONE POSITION
EMPLOYER ADDRESS ary ST zIP
MEDICAL CONTACTS
PREFERRED PHARMACY PHARMACY LOCATION PHARMACY PHONE
CURRENT PRIMARY CARE PHYSICIAN DR. NAME DR. PHONE
EMERGENCY CONTACT
FIRST NAME LAST NAME RELATION TO PATIENT
HOME PHONE WORK PHONE CELL PHONE

PRIMARY DENTAL INSURANCE IF NO DENTAL INSURANCE, TELL ME ABOUT THE IN-HOUSE DISCOUNT PLAN: 00 YES O NO

INSURED FIRST NAME / LAST NAME DOB SSN EMPLOYER

PRI INS CO. NAME INS PHONE POLICY # GROUP #
SECONDARY DENTAL INSURANCE

INSURED FIRST NAME / LAST NAME DOB SSN EMPLOYER

PRI INS CO. NAME INS PHONE POLICY # GROUP #
MEDICAL INSURANCE SOME PROCEDURES ARE BILLABLE TO MEDICAL, PLEASE PROVIDE:

INSURED FIRST NAME / LAST NAME DOB SSN EMPLOYER

INS CO. NAME INS PHONE POLICY # GROUP #
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DATE / /

DENTAL STUDIO

PATIENT INFO & HEALTH HISTORY

ARE YOU CURRENTLY UNDER A PHYSICIAN NAME: PHYSICIAN PHONE: DATE OF LAST MEDICAL EXAM:
PHYSICIAN’S CARE?
Y / N
WOULD YOU CONSIDER YOURSELF TO BE IN: IN PAST 12 MONTHS, HAS THERE BEEN ANY  EXPLAIN IF YES:
POOR/ FAIR / GOOD / EXCELLENT HEALTH CHANGES IN YOUR GENERAL HEALTH?
(circle one) Y / N

DO YOU HAVE A COUGH, SORE DO YOU USE TOBACCO DO YOU USE CONTROLLED DO YOU REQUIRE A PRE-MED FOR
THROATORFEVER? Y / N (INCLUDINGVAPE)? ¥ / N SUBSTANCES? Y / N DENTAL APPOINTMENTS? Y / N

HAVE YOU EVER TAKEN FOSAMAX, BONIVA, ACTONEL OR ANY CANCER MEDICATION CONTAINING BISPHOSPHONATES? Y / N
IF SO, WHEN WAS YOUR LAST TREATMENT?

WHAT MEDICATIONS ARE YOU CURRENTLY TAKING, INCLUDING NON-PRESCRIPTION AND HERBAL SUPPLEMENTS?

DO YOU SNORE OR BEEN TOLD HAVE YOU HAD A SLEEP STUDY DO YOU WEAR A C-PAP OR BEEN TOLD | HAVE YOU EVER HAD A SERIOUS HEAD

THATYOUSNORE? Y / N ORTOLDTOGETONE? Y / N 0?2 Y / N ORNECKINJURY? Y / N
INDICATE IF YOU ARE ALLERGIC TO ANY OF THE FOLLOWING: WOMEN, PLEASE INDICATE IF YOU ARE:

0 ANESTHETIC (LOCAL) C ASPIRIN 0 CODEINE 0 PREGNANT IF SO, HOW MANY WEEKS

O LATEX o METAL 0 PENICILLIN

o0 SULPHA 0 OTHER: 0 TAKING ORAL CONTRACEPTIVES o NURSING

DO YOU CURRENTLY HAVE OR HAVE YOU EVER HAD ANY OF THE FOLLOWING:

OACID REFLUX oCHEST PAIN OHERPES oPSYCHIATRIC CARE oTUBERCULOSIS
OALCOHOL/DRUG ABUSE | CDIABETES OHIGH CHOLESTEROL ORADIATION TREATMENT oTUMOR / GROWTH
OALLERGIES (SEASONAL) | 0DIZZINESS / FAINTING THIV/AIDS ORESPIRATORY ISSUES OULCER
OALZHEIMERS oEMPHYSEMA OHYPERTENSION (HBP) ORHEUMATIC FEVER OWHEELCHAIR ASSISTANCE
OANEMIA OCARRY EPINEPHRINE oHYPOTENSION (LBP) ORHEUMATISM

OANGINA OEPILEPSY OHYPOGLYCEMIA OSEIZURES

OART. HEART VALVE OEXCESSIVE BLEEDING DINSOMNIA OSHINGLES

OARTHRITIS/GOUT OFIBROMYALGIA OIRREGULAR HEART RATE | oSINUS PROBLEMS

OARTIFICIAL JOINTS OFREQUENT HEADACHES | CKIDNEY DISEASE OSLEEP APNEA

OASTHMA OGLAUCOMA oOLIVER DISEASE oSTOMACH PROBLEMS

OATRIAL FIBRILATION OHEART ATTACK OMITRO VALVE PROLAPSE oSTROKE

OBLOOD DISEASE OHEART DISEASE ONERVOUS DISORDER OSWELLING LIMBS

oBLOOD THINNER OHEART MURMUR DOSTEOPOROSIS oTHYROID DISEASE

oCANCER OHEMOPHILIA oOPACEMAKER oTONSILITIS

OCHEMO / RADIATION OHEPATITIS oPAIN IN JAW / TMIJ OTROUBLE SLEEPING

NAME OF PREVIOUS DENTIST: DATE OF LAST EXAM:

WHAT IS THE MAIN REASON FOR YOUR DENTAL VISIT TODAY?

ON A SCALE OF 1 (Poor) TO 10 (Excellent) HOW WOULD YOU RANK YOUR DENTAL HEALTH?

HOW FREQUENTLY DO YOU BRUSH YOUR TEETH? HOW FREQUENTLY DO YOU FLOSS YOUR TEETH?

DO YOU LIKE YOUR SMILE? IF NO, WHAT WOULD YOU CHANGE?

DO YOU CURRENTLY HAVE OR HAVE YOU EVER HAD ANY OF THE FOLLOWING:

BLEEDING WHILE BRUSHING OR FLOSSING? oY o N { JAW CLICKING, PAIN? oY oN
SENSITIVITY TO HOT OR COLD LIQUIDS/FOOD? oY o N ! DIFFICULTY OPENING, CLOSING, CHEWING? oY oN
SENSITIVITY TO SWEET OR SOUR LIQUIDS/FOOD? oY o N { GUM PROBLEMS? oY oN
TOOTH PAIN? oY o N DRYMOUTH? oY oN
SORES OR LUMPS IN OR NEAR MOUTH? oY o N | REMOVABLE PARTIALS? oY oN
FREQUENT LIP OR CHEEK BITING? oY o N | DENTURES? oY oN
FREQUENT HEADACHES? oY o N : DIFFICULT EXTRACTION? oY oN
HEAD, NECK, OR JAW INJURY? oY o N ORTHODONTIC TREATMENT (BRACES)? oY oN
CLENCHING OR GRINDING? oY o N | HOME ORAL HYGIENE INSTRUCTIONS oY oN
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