* . Your current dental health is?

Dental Historjy

Why have you come to the dentist today? Are your teeth sensitive to heat, cold, or anything else?

Are you currently in pain? QYes ONo O Yes O No

O Yes O No

Do you have mobility in your teeth?
Do you require antibiotics before

Do you still have wisdom teeth?
denial treatment?

0 No
1 Poor

Qa Yes
Q Fair
OYes 0QONo
QYes ONo
0O Med 0O Soft

Previous/Present Dentist:
[Please Circle)

Would you like fresher breath?
Whiter Teeth?
Are you happy with the way your smile looks? Yes

3 Yes
2 Yes

Do you floss daily?
Brush Daily?

Type of bristles on your
toothbrush?

0 Hard

If not, what would you change?

Do your gums ever bleed? 1Y ON Everliche DY QN

dYes QdNo

Medical History

Q No

Have you ever had periodontal disease?

Doctor:
QO No What/When:
QO No  When:
O No List:

0 Neo ¢ dYes QO No
Are ybu on a special diet?2 1 Yes QO No Do you use controlled sﬁbgtoncas? QdYes QNo

Are you currently under the care of a physician? 1 Yes

Have you ever been hospitalized or had a major operation? 1 Yes

ver had a serious head or neck injury? Q Yes

any medications, pills or drugs? O Yes
\ - you ever taken, Phen-Fen or Redux? O Yes Do you use tabacco?
‘Women; Are you O Frqéﬁcni/Trying to get prégnqn*? 0 Nursing?  Q Taking oral contraceptives?
any of the following? _ .
Q Penicillin 1 Codeine.-+ 3 Acrylic 3 Metal Q Latex Q Loé:ﬁi'iinesrheiics
& : e ' knowr’i..amg allergies s
u experienced the following?

(&

J Shingle
O Sicde Cell Disease
1 Sinus Trouble
Spinal Bifida
Stomach
/intestinal Disease
Stroke

i
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Have you ever had any serious illness not listed above? O Yes QO No

Do you take, or have you taken Bisphosphonates? (Examples: Actonel® Boniva® Fosamax®) O Yes O No

Comments:

0 cocoocoBBEo0n

Fainfinng Spells
/Dizziness

Frequent Cough

O00000 s

Hepatitis B or C
Herpes

High Blood Pressure
Hives or Rash

Hypoglycemia

godocoooppoopoLdy

Pain ih.laquinis

Parathyroid Disease

Psychiatric Care
Radiation Treatments
Recent Weight Loss
Recent Dialysis
Rheumatic Fever*
Rheumatism

Scarlet Fever

Swelling of Limbs
Thyroid Disease
Tonsilitis
Tuberculosis (TB)
Tumors or Growiths
Uleers

Venereal Disease
Yellow Jaundice

*Condition may require medication

N/A - Not answered by patient

~ Our office is HIPAA compliant and is committed to meeting the standards of infection control mandated by OSHA, the CDC and the ADA.

in medical status.

Authorization

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect
information can be dangerous to my (or patient’s) health. It is my responsibility to inform the dental office of any changes

Signature of Patient, Parent or Guardian




B Today's Date:

~ Insurance Co. Address:

The benefits of a happy, healthy smile are immeasurable! Our goal is to help you reach
and maintain maximum oral health. Please fill out this form completely.
The better we communicate, the better we can care for you.

About You

Name:

ALLEN DENTAL (ZENTER, PA
A Family Tradition of‘DentaI Excellence - Guaranteed
E-mail Address

| prefer to be called: O Male T Female

Last

- Birthdate: AT/ R
1 Married

First

Q Single

Mr. Mrs. Ms. Dr

Age: Social Security#:

Q Divorced Q Widowed Q Separated

. Home Address:

_Home Phone #: (

City
Cell #: ( )

Work Phone #: |

Ext:

Would you be infereste in_ being contqcted via emcul? O Yes
' . ing you? B Allen Imag& 3 Allen Family Magazine l:l Slgn El Website 0 |
Qo Patlent or sraﬁ‘ Member (Nam ;

Driver’s License #:

~aNo via h.exhnga OYes QONo

ow Pages (1 Best of Allen

Occupation

. Employer’s Acf ess:

| RESPONSIBLE PARTY
Q0 Check here if the re
. His/Her Name:

above. -
Relation:

Home Phone #: ( )

& Work Phone #: (
Social Security#:

Birthdate: / R Cell Phone #: |

Address:

Street
EMERGENCY CONTACT

5 His/Her Name:

City State

Relation:

Phone #: (

Alternate Phone #: ( )

Address:

Street

City

Dental Insurance Information

Primary Insurance

~ Insurance Co. Name:

Phone #: |

Group # (plan/Policy):

Street

- Insured’s Name:

City State

Insured’s Birthdate: Rl 3

Insured’s Social Security #:
Relation:
Insured’s ID #:

' Insured’s Employer:




