Dental History

What would you like us to do today? Are you in dental discomfort today?

Former Dentist i Address

Dentist’s Email Phone

Date of last dental care Date of last x-rays

Check ( v ) yes or no if you have had problems with any of the following:

Q Y O N Bad breath Q'Y QO N Food collection between teeth Q Y O N Periodontal treatment Q Y Q N Sensitivity to sweets

Q Y Q N Bleeding gums QY QN Grinding or clenching teeth Q Y Q N Sensitivity to cold QY Q N Sensitivity when biting

Q Y Q N Clicking or popping jaw Q'Y C1 N Loose teeth or broken fillings QY Q N Sensitivity to hot Q@ Y O N Sores or growths in mouth

Floss?

How often do you brush?
How do you feel about the appearance of your teeth?
Have you ever experienced an adverse reaction during or in conjunction with a medical or dental procedure? QY QN

Other information about your dental health or previous treatment

Medical History

Physician's name Phone
Date of last visit Have you had any serious illnesses or operations? QY N
If yes, describe

Are you currently under physician care? QY ON If yes, describe
Have you ever had a blood transfusion? QY QN  Ifyes, give approximate dates
Have you ever taken Fen-Phen/Redux? QY QN

Have you ever used a bisphosphonate medication? Brand names include Fosamax, Actonel, Atelvia, Didronel and Boniva. Qy ON

Women: Are you pregnant? QY ON  Nursing? QY QN Taking birth control pills? QY QN

Check ( v/ ) yes or no whether you have had any of the following:

QY QN AIDSHIV Positive QY QN Cough, persistent QY QN Jaw pain QY ON Shingles

QY QN Anaphylaxis QY ON Cough up blood QY ON Kidney disease or QY QN Shortness of breath
QY QN Anemia QY ON Diabetes malfunction QY QN Skin rash

QY ON Arthritis, Rheumnatism QY ON Epilepsy QY ON Liver disease QY QN Spina Bifida
QY ON Arificial beart valves QY ON Fainting QY ON Material allergies QY QN Stroke

QY QN Arificial joints QY QN Food allergies fas e QY QN Surgical implant
QY ON Asthma QY QN Glaucoma QY QN Mitral valve prolapse QY QN Swelling of feet
QY QN Atopic (allergy prone) QY QN Headaches QY ON Nervous problems or 3“}"135'

QY QN Back problems QY ON Heart murmur QY ON Pacemaker/ QY QN Thyroid disease or
QY ON Blood disease QY ON Heart problems Heart surgery malfunction
QY QN Cancer Describe QY QN Psychiatric care ay QN Tobaf:c.({ habit
GYGN Gemitgodng  OVON ey QYN wwgghols Gy On Diwis
QY QN Chemotherapy Qy ON Herpes & QY AN Radiation treatment Qy an mc::/::l:)l(;;lss
QY ON Circulatory problems . O Y QN Respiratory disease - )
Oy ON Cortisone treatments QY ON Hepatitis Oy ON Rheumatic/Scarlet fever QY QN Venereal disease

) QY QN High blood pressure
Is patient currently taking any medications? If yes, list all: ‘ Does patient have drug allergies? If yes, List all:
-

Authorization

re, and it is accurate to the best of my knowledge. I understand that this information will be used by the dentist

I have reviewed the information on this questionnai
treatment. If there is any change in my medical status, I will inform the dentist.

to help determine appropriate and healthful dental
ce company indicated on this form to pay to the dentist all insurance benefits otherwise payable to me for services rendered.

ance submissions.
necessary to secure the payment of benefits. I understand that I am financially responsible for all charges

I authorize the insuran i
1 authorize the use of this signature on all insur.
I authorize the dentist to release all information

whether or not paid by insurance.
Date

Signature
Payment is duf in full at time of treatment, unless prior arrangements have been approved.




1. WORK TO BE DONE
| understand that | am having the following work done: Exam,

|
(_ GENERAL DENTISTRY INFORMED CONSENT )
M

rays, Prophylaxis (Cleaning), and Other s

X (Inpnals

|

|

\
2. DRUGS AND MEDICATION |
| understand that antibiotics. analgesics and other medications#an cause allergic reactions causing redness and swelling of
tssues, pain, itching, vomiting and/or anaphylactic shock. X tirjtials »
3. CHANGES OF TREATMENT PLAN |

ile working

| understand that during treatment it may be necessary to chanbe or add procedures because of conditions found wh
on the teeth that were discovered during examination. For example, root canal therapy following routine restorative grocedures

4. REMOVAL OF TEETH l X urytiars
Alternatives to removal of teeth have been explained to me (roqt canal therapy, crowns, and periodontal surgery, etc.; and!
‘ and any other necessary for the reasgns in

authorize the Dentist to remove the following teeth

o
paragraph #3.1 understand removing teeth does not always remove all o
further treatment. | understand the risks involved in having teeth removed, some of which are pain. swelling, spread of infection.

dry socket, loss of feeling in my teeth, lips, tongue and surrounding tissue (paresthesis) that can last for an indefinite period of
time or fractured jaw. | understand | may need further treatment by a specialist if complications arise during or following

treatment, the cost of which is my responsibility. T

f the infection, if present and it may be necessary 1o have

5. CROWN, BRIDGES AND CAPS i
| understand that no guarantee had been given that the proposed treatment will be to my complete satisfaction. | ungerstand
that sometimes it is not possible to match the color of natural teeth. | further understand the | may be wearing tempofary crowns
which may come off easily and | must be careful to ensure that they are kept on until the permanent crowns are delivared. |
realize the final opportunity to make changes in my new crown, bridge, or cap (including shape, fit, size and color will pe before
ithin 20 days from tooth preparation. gxcessive

cementation. It is also my responsibility to return for permanenqcementation wi
ake of the crown, bridge or cap. | understand there will be

delays may allow for tooth movement. This may necessitate a re
additional charges for remakes due to my delaying cementation, | understand that in some instances a root canal may|be
necessary during or after a crown or bridge procedure. [ X (intiats

6. ENDODONTIC TREATMENT (ROOT CANAL) ‘

| realize there is no guarantee that root canal treatment will save: my tooth, and that complications can occur from treatment, anc

hat occasionally root canal filling material may extend through the tooth, which does not necessarily affect the success of the

treatment. | understand the endodontic files and reamers are vety fine instruments and stresses vented in their manufacture can
y additional surgical procedures may be necessary following root

b

cause them to separate during use. | understand that occasional
canal treatment (apicoectomy). | understand that the tooth maybe lost in spite of all efforts to save it. T

|

!

gum and bdne inflammation or loss and that it can lead to the loss of my
luding gum surgery, replacement and/or extractions; anc i

dverse affect on my periodontal condition.
X (inigals

7 PERIODONTAL LOSS (TISSUE AND DONE):
| understand that | have a serious condition, causing

reeth. Alternative treatment plans have been explained to me, |

understand that undertaking any dental procedures may have afuture a
|

éspecially during the first 24 hours to avoid breakage.
d may be required due to additional decay. | understand that
lling. | understand that if a filling fails, a crown or altefnative
X (Impals

8. FILLINGS :
| understand that care must be exercised in chewing on fillings,
understand that a more extensive filling than originally diagnos
significant sensitivity is a common after effect of a newly placed !
|

treatment may be necessary. |

9. DENTURES ! ) . )
{ understand the wearing of dentures is difficult. So!'e spots, altergd speech, and difficulty in eating are common probigms.
Iimmediate denture (placements of denture immediately aﬁer extractions) may be palr)fgl. Immeduate denture may require
considerable adjusting and several relines. A permanent reline Il be needed later. This is not included in the denture fee. |
he dentures. | understand that failure to keep my delivery

nd that it is my responsibility to return for delivery of ti
:;gg;ﬁ?nenr may resu{t in poorly fitted denture(s). If a remake |s[requnred due to my delays of more than 30 days, there will be
] Xmpats . _

additional charges. |
ence and that, therefore, reputable practitioners cannot properly guarantge results.

£ no gua has been made by gnyone regarding dental treatment, which | have reqyested ana
acknowledge tha g t is responsible for my dental treatment.

authorized. | understand t L
i he doctors or dental auxiliaries to proc| gd with and 'perform the dental restorations and tregtments

| hereby authogz?j:éfgizand that this is only an estimate ands iject to modification depending on unforeseen or undiagnoseo

derstand that regardless of any dental insurance covgrage | may

explained to me. 2 .

i ise during the course of treatment. 1 un : '

E"f/gr?;t:lnrceispm?ig;: i)‘loé;rgaymentgof dental fees. | agree to pay any attorney’s fees collection fees, or court costs that may be
ave,

incurred to satisfy this obligation. [
! Date
T

dentistry is not an exact sci
rantee or assurancg
hat no other Dentis

| understand that

Signature of Patient of Guardian




