
-----

---
---

Patient's Name ------"'=;------------~=_-------------_c_::_::_;-----
First Middle Last 

Name of Spouse ~_,_____---------_____,=-------------__,_____,____----
Firsl Middle Last 

Residence Address -----=----,----------------,,::--------------o;c--------­
Street City Zip 

Employer _____,,.-----------------;--,-,----------------,,,,.------------;-;-----,------;:--­
Name Address Phone How Long? 

Spouse's Employer _~-"-,-----------__,,...,..,__...,..,____---------__=_.,__-----_,_,____,____--:::---
Name Address Phone How Long? 

Your Occupation Home Phone 

Patient's Physician ------------,;o-;--,-,----.,--,,---,-,------.l~~~n:s...erl..Q[la.-___,_,,_,__.___,-;;--___c___,_____--------
Dental Insurance Company Social Security # 

Date of Birth L-- ----'- _ 

FOR OFFICE USE ONLY 
SOFT TISSUE/ORAL CANCER BITE & JOINT 

EXAMINATION 
Any swelling 

Tongue condition 
Tori 
Fistulas 
Abnormal frenum 

Papillary inflammation 
Perio pockets 
Salivary glands 
Tongue thrust 
Mouth breather 
Salivary problems 
Gag reflex 
Pain threshold 
Lesions, cysts 
Abnormal growths 
Lymph nodes 

EXAMINATION 
_ Noises, pain 

_ Excessive wear 
_ Class I 
_ 11 

_ 111 

_ Grinding, clenching 
_ Crossbite 
_ Anterior Crowding 
_ Diastemas 
_ 

_ 
_ 

_ 
_ 
_ 

_ 

_ 

~__~ 

_ 
~ _ 

_ 
_ 

Gingiva ( Good Fair Poor 
Edema _ 
Color _ 

Recession 

MEDICAL HISTORY 
Are you allergic to or have you had any reaction to the following? 

___ Penicillin 
___Erythromycin 
___Tetracycline 
___Sulfa Drugs 

___Sedatives, Barbiturates 
___Codeine, Narcotics 
___Iodine 
___Aspirin, Ibuprofen 

___ Any metals (nickel, mercury, ... ) 
___Latex 
___ Dental Anesthetics 
___Others 

HEALTH 
UPDATE 

Do you require any pre-medication? For what purpose? _ 

Do you have or have you had any of the following? 

___Heart Problems 
___Heart Attack 
___ Mitral Valve Prolapse 
___Heart Surgery 
___Pacemaker 
___Heart Murmur 
___Artificial valves 
___Congenital Heart Defect 
___Angina 
___High blood pressure 
___Stroke 
___Rheumatic Fever 
___Alcohol, drug abuse 
___Mouth Ulcers 

___ Bleeding Problems 
___Anemia 
___ Respiratory Problems 
___ Asthma 
___ Emphysema 
_____ Hay fever, allergies 
___ Fainting, Seizures, Epilepsy 
___ Cancer 
___ Chemotherapy, Radiation 
"__Leukemia 
___ Hepatitis 
___ Liver Problems 
___ Stomach ulcers, problems 
___ Shingles 

___ Thyroid Problems 
___ Kidney Problems 
___ Tuberculosis 
___ Diabetes 
___ Arthritis 
___ Joint replacement 
___ Glaucoma 
___ Sinus Problems 
___ Severe, frequent headaches 
___ Back problems 
___ HIV, Aids 
___ Venereal Disease 
___ Fever blisters 

Is there anything else you can tell me concerning your present health? _ 

Today's blood pressure Pulse _ 



Ho~long has rtbeen since your last physical?~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 

Are you under medical treatment now? ~~__~~ ~~ ~~~ ~~_~_~~_ 

For what are you being treated? ~~__~~~~ ~~~ ~~~~ ~~~_~~~_ 

Medications you are currently taking and their purpose 

Have you been hospitalized for any surgical operation or serious illness within the last 5 years?
 

If yes, please explain~~~~~~~~~~~ ~~~_~~_~~~~~__~__~__~~
 

Has your health changed in the past year?
 

Women only: Are you pregnant? Nursing? Taking oral contraceptives? __~~~~~~~_~~_
 

Do you smokeorusetobaccoinanyfurm?~~~~~~~~~~~~~~_~~_~~~~~~~~~~_~
 

DENTAL HISTORY 

Name of your previous dentist Date of last exam ~__
 

Whyhave~ucome~~edenti~~day?~~~~_~~~~~_~~~~~~~~~_~~~~~~~~~_
 

Do you experience any stress or anxiety when you visit the dentist?~~~~ __~_~_~~~~~~~_~~_
 

When were your teeth last cleaned?~~~_~~~~~~~~~_~~~~~_~~_~~~~~~_~~_
 

When was your last full set of x·rays?~~~~~~~~_~~~_~~_~~_~~~~~~~~~_~~_
 

What are your major complaints concerning your mouth?~~~~~~~~~~~_~~_~~_~~~_~~_
 

Do your gums bleed~hile brushing orflossing?~~~~~_~~ ~~~_~~~~~_~~~_~_
 

Have you ever been told you have gum disease?_~~~_~~_~~ ~ ~__~~__~~
 

Do you have loose teeth?~~~~~_~~~~~~~~_~~~~~~_~~_~~~~~~~~~~_
 

Are any of your teeth sensitive to hot or cold liquids, to s~eets. to biting?
 

Do you feel pain in any of your teeth?~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~
 

Do you have any unhealed sores or ulcers in your mouth?~~~_~~_~~~~~~~~~_~__~~~~_
 

Ha~you had any head, neck, or jaw i~u~es?~~~ ~~~~__~~~~~ ~~_~~~~~~
 

Are you aware of any clinching or grinding of your teeth?_~~~ ~~~~ ~~~~~_~~~~~_
 

Have you experienced any of the follo~ing possible TMJ problems?~~~ ~_~~ ~~~~~~~_ 

Clicking, popping in your jaw? Yes No Difficulty in opening or closing? Yes No 

Pain, soreness in ja~, temples? Yes No Difficulty in chewing? Yes No 

Have you had any orthodontic treatment?__~~~ ~~~ ~~~ ~~~~~~~~_ 

Do~u wear dentures orpartials?_~~~~__~~~~__~~~~ ~~~~~~~~~~~~_
 

If you could change one thing about your smile, what would it be?~~~ ~~~ ~~~_~~~ _
 

If there were a simple, effective way to whiten your teeth, would you be interested?~ __~~~_~_~__~ _
 

What have you liked most about any other dental office you have visited before? ~~ ~_~~~~__
 

What have you liked the least?__~ ~__~__~~~ ~~ ~__~_~__ 


