Dental Information

How may we help you? (chief concern)

Are you sensltive toc

hat? O Yes O No
cald? d Yes O Mo
sweet? O Yes O so
biting pressure? O Yes O No
Do you faver chewing one side? O¥es ONo

i yes, which side?

Do you have any areas that catch food? OYes O No
If yes, which area?

[0 your gums swell? O¥es Qo
Are they Irritated. tender or swollen? OYes Ono
Do your gums blesd when hrushing? O Yes Mo

D yod Lhink of have you ever been told you have
bad breath (hallinsis)? O ¥es D No
D your avold any part of your mouth while eating.

clhvewing, or brushing? Oves Ona
Do you have any missing tseth? O¥es O No
If &0, have they been replaced? O ¥es Mo

When wad the last time vou had & complele
dental expmination, ncluding X-rays?

How do you feel about your teeth in general?

What would you change about your teeth /smile?

Have you had any previous Injuries to the face or jaws?™

Oyes QMo
Do vou have frequent headaches or earaches?

dYem ONo
Hawve you noticed excessdve wear (o your Leeth?

J¥es CNo
Are you aware of clenching or grinding your,
temth, especially at night? 0 Yes O No
D any teeth feel loose? HYes O No

Do youl feel comforabde about having dental treatmient?
Oves O Ko
How did you decide to choose our office for your

dental care?

If vou Are taking several medicines, please bring your st
with vou at each visit

Are you currently under a physician's care? O Yes O No
Are you allergiic to (Le., ehing. rash, sweiling of hands,
feet, eves] penicillin, aspirin, codeine, or any ather drigs

Who may we thank [or referring you to our office?

Medical Information

Do you have any general health problems? O Yes O No
If 5. please specify:

Have you had your testh cleansd regularly? O ves [ No
How odten®

How often do you floss your leeth?

How often do you brush your teeth?
How dio yous fee] alwoast youir smile?

Have you been a patient in the hospital during the past
2 years? JYes O No
Hawe you been under the care of a medical doctor during
the past 2 years?
What medicine or dnuigs are you now taking?

i Yes O Mo

or medications?
1 yes:

Oves L Na

Have you éver had excessive bleeding requiring special

{ireaiment?

dves Mo

Cirele any of the following uhich you have had or
howe af preseni;

Heart Failure

Heart Disesaae or Atlack
Arnemin

Angina Pecloris

Artificial Joimt

Artifictal Heart Valve
Comgenital Heart Lesdons

AlDS

Bilood TransMision

Cancer or Tumor

Chematherapy
ICancer, Leukemia)

Coball Treatmeni

Cortisone Medicine

Heart Murmar Orug Addiction

Heart Pacemaker Epilepay or Selzures
Heart Surgery Fainting or Dizzy Spells
Blood Pressure High /Low Cienital Herpes
Ridimey Troukle Glaucama

Fheurnalic Fever Hemapidiia

Scarlet Fewer Hepatitis A (infection)
Siroke Hepatitls B [infection)
Llcers Mervousness

Asthma Fadn in Jaw Joinis
Cough Paychiatric Treatment
Emphysema Rheumatizm
Tuberculosis (TH) Sickle Cell Diseane
Liver Discase Vemereal Disease
Allergies or Hives [Syphilis, Gomorrhea)
Dinbetes Yellow Jaundice

Hay Fever Cold Sares

Sinws Trouble Hearing Disalbdities
Thyrokd Disease Bruise Easdly
Arthritks Abnormal Bieeding
Colitis



When you walk up stairs or take a walk. do you ever stop
becauss of paln in your chest or shortness of breatl, of

des O Mo
Do your ankles swell during the day? dves o
Hawe you (circle onel lost or gained more than |0 pounds

because you are very Ured®

In the past year? Oves Qo
Dxy youu ever wake up from sleep short of breath?

Ovwes QNo
Are voul on a special diet? O%¥es ONo
D you use lnbaceo? D ves DlNa
What Fuankity

Are there any other medical conditions or problems ot
previonsty listed that may reflect your dental treatment?

Qves QD Na

Ae VoL, pregnant now? Oves O Mo

Approsimate date of last medical examinatbon

Mearest relative nod lving with you

Phone
Persen to contact in case of An emergency
Flhoae

I give my consent o have any study models and pholographs
of my face and mouth to be wsed for educational or

promotional purposes,

Dhatle
Patient Sgnature {or Parent if Patlent is under 18}

Becauss wo diagnoss and treat sleep disorders, plesse
answear the following questions:

Oho you experience [requent. heavy snoring?

Qyes Qno
D you experience significant daytime drowsiness?

Q¥es ONo
Have you been told you stop breathing while sleeping?

QYes QNo
D you gasp at Umes when waking up? [Yes O No
D you feel unrefreshed in the moming? O Yes . O Ne
D yous have morning headaches? 3 Yes O no
Are you aware of any teeth grinding at ndght?

D ¥es ONo
Do you oflen experience nasal congestion? U Yes. O No
Dho you wear a CPAP? D vYes ONo
I gy, when did you start wearing H?

To the best of my knowledge, all of the proceding answers
are true and correcl. If | ever have any changes in

my health, or il my medicines change. [ will inform the
doctaor of dentistry at the next appointment withowt Cadl,

Craie
Patient Signature (or Parent If Patient 18 under 18}

Thank you for filling owut owr Medical
and Dental History so thorowghly.

Voller Dentistry

we'd like to get to
know you better!

FULL NAME

ADDRESS

HOME PHONE

CELL PHONE

WORK PHONE

EMAIL ADDRESS

OCCLIPATION

EMPLOYER

EMPLOYER ADDRESS

DATEQFBIRTH /4 O MALE JFEMAME
HEIGHT

SOCIAL SECURITY NUMBER = =

WEIMGHT

MARITAL STATUS

SPOUSE'S NAME
DATE OF BERTH
QCCUPATION

FERSON RESPONSIBLE FOR PAYMENT

WHAT DENTAL INSLIRANCE?

PLAN OR GROUFP #

WHOSE NAME 15 THE INSURANCE COVERAGE UNDER?

SOCIAL SECURITY NUMBER =

EMPLOYER NAME /ADDRESS
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