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Carcgion: | Ancsttenia:

wuswada.o

Name: Home Phone: ( } Business Phone: ( }

LAST FIRST MIDDLE
Address: City: State: Zip Code

FO. BOX or Mefling Adcass
Occupation: Height: Weight: Date of Birth: Sex: MI Fi
SS#: Emergency Contact: Relationship: Phone: { )
If you are completing this form for another person, what is your relaticnship to that person?

NAAAE RELATIGMNSHIP

For the following questions, please (X} whichever applies, your answers are for our records only and will be kept confidential in accordance with applicable laws.
Please note that during your initial visit you will be asked some questions about your responses to this questionnaire and there may be additienal questions
concerning your health. This information is vital to allow us to provide appropriate care for you. This office does not use this information to discriminate.

Do your gurns bleed when you brush?

Have you ever had orthodontic (braces) treatment?

Are your teeth sensitive to cold, hot, sweels or pressure?
Do you have earaches or neck pains?

Have you had any periodontal {gum) treatments?

Do you wear removable dental appliances?

Have you had a serious/difficult problem associated

with any previous dental freatment?

If yes, explain:

[ | How would you describe your current dental problem?
O O o

O o o -

0o oo Date of your last dental exam:

o g .0 Date of last dental x-rays:

g oo What was done at that time?

0o How do you feel about the appearance of your teeth?

Dor’t
Yes No Know

Are you taking or have you recently taken any

Don’t

Yes No Know

medicine(s) including non-prescription medicine? o O g
If yes, what medicine(s} are you taking?
Prescribed:
Over the counter:
Are you in good health? [ ] Vitamins, natural or herbal preparations and/or diet supplements:
Has there been any change in your general
health within the past year? O a0
re you now under the care of a physician? ) booaa Are you taking, or have you taken, any diet drugs such
f yes, what is/are the condition(s} being treated? Pondimin (fenfluramine), Redux {dexphenfluramine}
or phen-fen {fenfluramine-phentermine combination)? g o O
. —_— : : ” .
Date of last physical examination: Do you drink alcoholic beverages? O o o
If yes, how much alcohol did you drink in the last 24 hours?
Physician: ' In the past week?
NAME PHONE
_ . Are you alcohel and/for drug dependent? O o 4
ADDRESS CITYISTATE oup . . ,
If yes, have you received treatment? (circle one) Yes / No
e Frens Do you use drugs or other substances for
ACORESS CITY/STATE E recreational purposes? u o0
If yes, please list:
Have you had any serious iliness, operation, - Frequency of use {daily, weekly, etc.):
or been hospitalized in the past 5 years? 0o o o i
K Number of years of recreational drug use:
If yes, what was the illhess or problem?
Do you use tobacco (smoking, snuff, chew)? O a0
If yes, how interested are you in stopping?
{circle one) Very / Somewhat / Not interested
Do you wear contact lenses? o O o

PLEASE COMPLETE BOTH SIDES



Don't Don't
Yes No Know Yes No Know

Are you allergic to or have you had a reaction to? Have you had an orthopedic total joint

If ves, what antibiotic and dose?

Food (specify}
Other (specify}
Metals (specify}

Name of physician or dentist™

Local anesthetics a9 0 a (hip, knee, elbow, finger) replacement? o B
Aspirin [ N I . .
Penicillin or other antibictics o a o I yes, when was this operation done?
Barbiturates, sedatives, or sleeping pills O o 3 If you answered yes to the above question, have you had
Sulfa drugs 0o oo any complications or difficultios with your prosthetic ioint?
Codsine or other narcotics [ B
Latex O a g
lodine D Ej 0 Has a physician or previous dentist recommended
Hay fever/seasonal oo that you take antibiotics prior to your dental treatment? O O 6
Animais o O
a o
[N
[

[

Phone:

To yes responses, specify type of reaction.

re you or could you be pregnant? [ T
Nursing? - [ R
Taking birth control piils or hormonal replacement? i S

Please {X} a response to indicate if you have or have not had any of the following diseases or problems.
Don’t Don't

Yes No Know Yes No Know
Abnormal bleeding o a 3 Hemophilia [ R
AIDS or HiVinfection [ Hepatitis, jaundice or liver disease I I R
Anemia o o o Recurrent Infections o g 0
Arthritis o o g If yes, indicate type of infection:
Rheumatoid arthritis o o O Kidney problems O oo
Asthma O a4 Mental health disorders. If ves, spacify: 2 00
Blood transfusion. If yes, date: o o o Malnutrition [
Cancer/Chemotherapy/Radiation Treatment o o O Night sweats O o0
Cardiovascular dissase. If yes, specify below: o a g Neurological disorders. If yes, specify: L O a
__ Angina ___Heart murmur Osteoporosis O o o
... Arteriosclerosis __High blood pressure Persistent swollen glands in neck
. Artificial heart valves .._lLow blood pressure Respiratory probtems. If yes, specify below: O o o
___. Congenital heart defects " _Mitral valve prolapse .. Emphysema ____Bronchitis, etc.
__._..Congestive heart failure ,__Pacemak}er Severs headaches/migraines oo
e Coronary ?rl‘ery disease ___R_heumanc heart ) Severe or rapid weight loss oonon
__.__Damaged heart valves disease/Rheurnatic fever Sexually transmitted disease oono
— - Heart attack Sinus troubie I |
Chest pain upon exertion oo o Sleep disorder O oo oo
Chronic pain o o 4 Sores or ulcers in the mouth I
Dissase, drug, or radiation-induced immunosurpression o o a Stiroke 000
Diabetes. If yas, specify below: 0o a 9 Systemic lupus erythematosus O o o
___Type | (insulin dependent) __Typell Tuberculosis [
Dry Mouth 0o o o Thyroid problems ’:x s.;] EJ
Eating disorder. If yes, specify: oo oo Ulgers . = o oo
Epilepsy o o o Excessive urination g 0 o
Fainting spells or seizures 0 a o Do you have any disease, condition, or problem
Gastrointestinal disease O a o not listed above that you think } should know about? OO0
G.E. Reflux/persistent heartburn o a g Please explain:
Glaucorma 0o o g

NOTE: Both Doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.

I certify that | have read and understand the above. | acknowledge that my questions, if any, about Inquiries set forth above have besn answered to my satisfaction, | will not hold my
dentist, or any other member of his/her staff, responsible for any action they take or do not take because of errors or omissions that | may have made in the completion of this form.

BIGNATURE GF PANENTAEGAL GUARDIAN GATE

Comments on patient interview congerning health history:

Significant findings from questionnaire or oral interview:

Dental management considerations:

Health History Update: On a regular basis the patient should be questioned about any medical history changes, date and comments notated, along with signature.
Date Comments Signature of patient and dentist

©2002 American Denta Association



PATIENT INFORMATION (CONFIDENTIAL) s h
NAME DATE
s - ~al STATE/ ZIP/
ADDRESS CITY PROV. P.C.
E-MAIL CELL PHONE HOME PHONE
SS#/SIN BIRTHDATE
CHECK APPROPRIATE BOX: || MINOR | SINGLE L MARRIED [ DivorceD [ wiDOwED DSTEJEE/ARATED
IF COLLEGE STUDENT, ET. / PT., NAME OF SCHOOL CITY PROV.
PATIENT’S OR PARENT’S/GUARDIAN’S EMPLOYER WORK PHONE
STATE/ 7P/
BUSINESS ADDRESS (¢1)% PROV. P.C.
SPOUSE OR PARENT'S/GUARDIAN’S NAME EMPLOYER WORK PHONE
WHOM MAY WE THANK FOR REFERRING YOU?
_PERSON TO CONTACT IN CASE OF AN EMERGENCY PHONE
RESPONSIBLE PARTY h
RELATIONSHIP
NAME OF PERSON RESPONSIBLE FOR THIS ACCOUNT TO PATIENT
ADDRESS HOME PHONE
DRIVER’S LICENSE # BIRTHDATE SS#/SIN
EMPLOYER WORK PHONE
Us THIS PERSON CURRENTLY A PATIENT IN OUR OFFICE? [ ves ] no
INSURANCE INFORMATION h
RELATIONSHIP
NAME OF INSURED TO PATIENT
BIRTHDATE SS#/SIN DATE EMPLOYED
NAME OF EMPLOYER UNION OR LOCAL # WORK PHONE
STATE/ 71P/
EMPLOYER ADDRESS CITY PROV. P.C.
INSURANCE CO. TEL. # GRP # POLICY / 1.D. #
STATE/ ZIP/
INS. CO. ADDRESS CITy PROV. P.C.
HOW MUCH IS YOUR DEDUCTIBLE? HOW MUCH HAVE YOU USED? MAX ANNUAL BENEFIT?
¢l DO YOU HAVE ANY ADDITIONAL INSURANCE? || YES [ ] NO IF YES, COMPLETE THE FOLLOWING:
2 RELATIONSHIP
5| NAME OF INSURED TO PATIENT
3 BIRTHDATE SS#/SIN DATE EMPLOYED
5| NAME OF EMPLOYER UNION OR LOCAL # WORK PHONE
£ STATE/ ZIP/
5| EMPLOYER ADDRESS city PROV. P.C.
§| INSURANCE CO. TEL. # GRP # POLICY / 1.D. #
STATE/ 7P/
i| INS. CO. ADDRESS CITY PROV. P.C.
Eknow MUCH IS YOUR DEDUCTIBLE? HOW MUCH HAVE YOU USED? MAX ANNUAL BENEFIT?
X

“SIGNATURE OF PATIENT OR PAREN




Manor College
Manor Dental Health Center
Dental History

NAME DATE

ADDRESS

1 Reason for this appointment

2 When was your last dental appointment? What was done?

3 How often do you visit the dentist?

4 When was your last dental cleaning?

5 When were your last dental x-rays taken? | How many?

What type?
6 Are you experiencing any dental
discomfort or have a dental condition
requiring immediate attention? If yes,
please explain
7 If you could change anything about your
smile, what would you change?
YES NO COMMENTS
8 Do your gums bleed?
9 Do any of your teeth feel loose?
10 Do you feel you have bad breath?
11 Do you have any unpleasant taste in your mouth?
12 Are your teeth sensitive to:
Temperature (heat, cold)?
Sweet-sour?
Pressure?
13 Does food get caught between your teeth?
14 Do you have any sore spots or lumps in or around your
mouth?
15 Does your jaw click, pop, or slide or hurt on opening, closing or
chewing?
16 Do you clench or grind your teeth?
17 Do you or have you worn any dental appliances? (orthodontic, Type:
dentures, bite guards)
18 Do you have dental implants? Type
Name of dentist who placed them:
19 Have you ever had periodontal (gum) treatment? Type:
20 Have you ever had orthodontic treatment (braces)? When?
How long?
21 Do you frequently bite your lips or cheeks?
22 Have you had problems associated with past dental work? ___prolonged bleeding

___difficulty getting
numb

____unhappy with over-
all dental care

___other, please specify

3/07; 8/07




YES

NO

COMMENTS

23 Have you had adverse reactions to local anesthetics or latex
gloves?
24 Do you presently take, or have you in the past taken:
Fluoride tablets/supplement?
Vitamins with fluoride?
Fluoridated water?
Herbal supplements?
Vitamin/mineral supplements?
25 Do you use any of the following fluoride products?
Fluoride mouthrinse
Toothpastes with fluoride
Brush-on fluoride gels
26 Do you ever:
Clench or grind your teeth?
Chew on one side?
Breathe through your mouth?
Use chewing tobacco or snuff?
Other oral habits (bite nails or foreign objects, suck
fingers, etc)? (Circle one)
27 Do you play contact sports?
28 Do you wear a mouthguard?
29 What type of oral health care aids to you use? Please list type and frequency?
30 How frequently do you “snhack”? Number of times per day:
31 Please list types of snacks you prefer:
32 How long do you think you can keep your teeth?
33 If you were to lose your teeth, what do you think the cause would be?
34 How would you know if you had gum disease?
35 Where are “mouth germs” located?
36 How can you keep your teeth for a lifetime?

3/2007; 8/07
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