DATE

NAME [IMARRIED [JSINGLE CIMINOR [IMALE []FEMALE
LAST FIRST M
ADDRESS
STREET APT. # cITY STATE ZIP

BIRTHDATE TELEPHONE -

MONTH / DAY / YEAR HOME # WORK # FAX #

CELL# EMAIL
PLACE OF EMPLOYMENT SS #
IF FULL TIME STUDENT, SCHOOL NAME GRADE

HAS ANY MEMBER OF YOUR FAMILY EVER BEEN TREATED IN OUR OFFICE? [YES [INO

WHOM MAY WE THANK FOR REFERRING YOU TO OUR OFFICE?
*PERSON RESPONSIBLE FOR ACCOUNT - PLEASE CHECK ONE: [J PATIENT ] GUARDIAN [ $POUSE []FATHER [JMOTHER

% PR

photographs, videos, models, x-rays, tooth models and data were taken
prior to treatment, Additional photographs were taken after my dental treatment to illustrate the results.

| consent to the use of my videos, data, x-rays, tooth molds, and photographs of the face and teeth in scientific papers or
demonstrations.

| understand that my name and any other personal information will not be disclosed

PRINT NAME SIGNATURE DATE

ANCE |

Available procedure time is VERY limited. With our backlog of patients awaiting treatment, we believe it is not fair to other
patients when time scheduled for you appointment goes unused. If we receive less than 48 hours notice of cancellation of an
appointment, there will be a charge of $75.00 to cover the costs of schedule rearrangement. Generally, with advance notice,
we are easily able to fill a time with another patient who has been waiting for this important dental care

Z 7 ? PAYMENT ARRANGEMENTS ARE REQUESTED AT THE
2 : ie ! TIME OF YOUR VISIT

Name
Address We offer the following payment options:
City/State/Zip Payment by cash

Telephone # Payment by check

Payment by credit card (VISA/MASTERCARD / DISCOVER / AMEX)

| understand that | am responsible for all costs of dental treatment. | here- Care Credit (patient payment plans)
by authorize the Dental Office to administer such medications and perform
such diagnostic, photographic and therapeutic procedures as may be nec-

essary for proper dental care. The information on this page and the Please make your choice, sign below and return to office
dental/medical histories are correct to the best of my knowledge. | grant the

right to the dentist to release my dental/medical histories and other infor- manager before treatment,

mation about my dental treatment to third party payers and/or other health

professionals.

X X

Name

Patient or Responsible Party

it

Date

Date State Driver's License #



PATIENT NAME DATE

Primary reason for this dental appointment: [ Examination  [] Emergency [ consultation

Dental History Please Circle

Do you have a specific dental problem? Describe Yes No
Do you have dental examinations on a routine basis? Last visit Yes . No
Do you think you have active decay or gum disease? Yes No
Do you brush and floss on a routine basis? Discuss Yes No
Do your gums ever bleed? Discuss Yes No
Do you like your smile? Why? Yes No
Does food catch between your teeth? Any loose teeth? . Yes No
Do you want to keep your remaining teeth? Yes No
Do you ever have clicking, popping or discomfort in the jaw joint? Do you brux or grind? Yes No
Have your past experiences in a dental office always been positive? Yes No
Do you smoke or chew? Any sores or growths in your mouth? Discuss Yes No

Name of previous dentist (opticnal):
Date of last full mouth x-rays (16 small films or panaoramic):

Medical History

Are you under a physician’s care now? Why? Who? Phone Yes No
Have you ever been hospitalized or had a major operation? Discuss Yes No
Have you ever had a serious injury to your head or neck? Discuss Yes No
Are you taking any medications, aspirin, vitamins, herbals, pills or drugs? What? Yes No
Are you on a special diet? Discuss Yes No
Are you allergic to any medications or substances? Please check box below Yes No
] Aspirin [Ipenicilin  []codeine [ Acrylic [Imetal []Latex Rubber [ IMilk [JOther

Women (Please check): L] Pregnant/trying to get pregnant O Nursing DTaking oral contraceptives Discuss Yes No

Do you now have or have you ever had any of the following? Do you take any of these medicines? Please check appropriate boxes.
*If yes to any of the starred conditions, please call prior to your appointment... premedication or changes in medication may be required.

Yes No Yes No Yes No Yes No Yes No
Heart Disease/Surgery [ [l Excessive Bleeding O O chemotherapy [ [J Night Sweats [0 O Cold Sores L
feartIMu;imur oé foec!' g g Sickle Cell Disease S E Osteoparosis [0 [ Yellow Jaundice S [0 Fever Blisters g g
rregular Heart Bea Hemophilia Bisphosphonates [0 [ Kidney Problems [0 Herpes
Angina/Chest Pain 0 O Methemoglobinemia O O osteonecrosis of Jaw [0 [ Renal Dialysis 0 [0 Stroke |
Heart Attack/Failure ,E! O Leukemia O O aredia V. Reclast V. [0 [ Thyroid Disease [0 O Convulsions =
Congenital Healr2 Disqrderg g Recent Blood Transfusion 1 [ zometa v [ [ Parathyroid Disease O O Epilepsy or Seizures CliiEd
‘hsmnall \tl?:lve Prolapse B8 Eweihn_g of Limbs [S S Fosamax, Actonel, Boniva [1 [ Arthritis/Gout [0 O Fainting or Dizziness B[]
R{I?s:zfnatﬁ:vlezgver’ ELE Bung“?lsef;sebl D'.'D Stomach/intestinal Disease [] [] Rheumatism O 0O Glaucoma L)L)
Artificial Heart Valve * CE O SL%armgfs ogoBrZr;th 0o Ulcers [0 [0 Painin Jaw Joints O O Tumors or Growths £l E
Heart Pace Maker* It | t Couah 00 Recent Weight Loss [0 [ Cortisone Medicine [J [0 Nervousness ulig = |
- K requent Coug Frequent Diarrhea 0O O Artificial Joint * [0 [ Psychiatric Care -
Pulmonary Shunt O O Hay Fever O O Frequ ych _
High Blood Pressure 0 O Sinus Trouble O [ Diabetes O] [0 Sexually Transmitted Disease [0 [ Alzheimer's Dlgease El-
(w Blhad biataiite B Asthma 0O [ Excessive Thirst O O ADs O O Allergies (Medicines) L1.5L]
Bacterial Endocarditis* O O Bloody Sputum [0 [0 Hypoglycemia O 0O Hiv _Posmve O a AI_Iergues (Pollen/Dusty [ O
Unexplained Fever O O Emphysema O [ Liver Disease [0 [ Genital Herpes [0 [0 Hivesor Rash_ : Bl
Bruise Easily/Blood Disease [ [ Tuberculosis [0 [0 Hepatitis A (Infectious) 0 [O Drug Addiction/Alcoholism [J [0 Need Premedication? 0o o
Anemia O O cancer [0 [0 Hepatitis BorC [0 [0 Tattoos/Body Piercing O O Ever taken fen-phen?* L
Coronary Stent* 0 O X-Ray Treatments (Radiation)T] [ Protease Inhibitor [ [J Sleep Apnea O O cochlear implants? O g
Have you ever had any other serious iliness not checked above? Discuss Yes No
Do you wish to talk to the dentist privately about any problem? Yes No
To the best of my knowledge, all the preceding answers are correcl. If | have any changes in my health status or if my medicines change, | shall inform the dentist and staff at the next appointment without fail.
X Date
PATIENT SIGNATURE (PARENT OR GUARDIAN)
Reviewed By Doctor Date BP Pulse
History Review and Significant Findings
Medical Updates
| have read my MEDICAL HISTORY dated and confirm that it adequately states past and present conditions.
DATE EXCEPTIONS PATIENT'S SIGNATURE BP PULSE REVIEWED BY
None L[l . - = Dr. T
: None O ____ e S e Dr. S
— None O Dr.
i None O Dr.
None O Dr.
None 0O Dr.

T W S S N R T T e e e e e B e W s P O U S R ]
i SopBnganesoaucasss com 6 1987, 1931 992, 1965, 1998, 2001, 200, 2005, 200, 2007, 2008 DENTAL AND MEDICAL HISTORIES - UPDATES



DENTAL HISTORY

Referred by How would you rate the condition of your mouth? (JExcellent ((JGood ((JFair ((JPoor
Previous Dentist How long have you been a patient? Months/Years
Date of most recent dental exam / / Date of most recent x-rays / /

Date of most recent treatment (other than a cleaning)
I routinely see my dentist every: (J3mo. (J4mo. (J6mo. (J12mo. () Not routinely

WHAT IS YOUR IMMEDIATE CONCERN?

PLEASE ANSWER YES OR NO TO THE FOLLOWING: YES

PERSONAL HISTORY O_

Are you fearful of dental treatment? How fearful, on ascale of 1 {least) to 10 (most) [ ]
Have you had an unfavorable dental experience?
Have you ever had complications from past dental treatment?

Have you ever had trouble getting numb or had any reactions to local anesthetic?
Did you ever have braces, orthodontic treatment or had your bite adjusted?
Have you had any teeth removed?

SMILE CHARACTERISTICS ofele ]

7. Isthere anything about the appearance of your teeth that you would like to change?
8.  Haveyou ever whitened (bleached) your teeth?
9.  Have you felt uncomfortable or self conscious about the appearance of your teeth?
10 Have you been disappointed with the appearance of previous dental work?

BITE AND JAW JOINT ofele ]

Do you have problems with your jaw joint? (pain, sounds, limited opening, locking, popping)
12. Do you / would you have any problems chewing gum?
13. Doyou/would you have any problems chewing bagels, baguettes , protein bars, or other hard foods?
14. Haveyour teeth changed in the last 5 years, become shorter, thinner or worn?
15. Areyour teeth crowding or developing spaces?
16. Do you have more than one bite and squeeze to make yeur teeth fit together?
17. Do you chew ice, bite your nails, use your teeth to hold objects, or have any other oral habits?
18. Doyou denchyour teeth in the daytime or make them sore?
19. Do you have any problems with sleep or wake up with an awareness of your teeth?

Do you wear or have you ever worn a bite appliance?

TOOTH STRUCTURE ofele @@ |

Have you had any cavities within the past 3 years?
22. Does the amount of saliva in your mouth seem too little or do you have difficulty swallowing any food?
23. Doyou feel or notice any holes (i.e. pitting, craters) on the biting surface of your teeth?
24. Areany teeth sensitive to hot, cold, biting, sweets, or avoid brushing any part of your mouth?
25. Do you have grooves or notches on your teeth near the gum line?
26. Have you ever broken teeth, chipped teeth, or had a toothache or cracked filling?

Do you get food caught between any teeth?

GUM AND BONE ofeje |

Do your gums bleed when brushing or flossing?
29. Have you ever been treated for gum disease or been told you have lost bone around your teeth?
30. Have you ever noticed an unpleasant taste or odor in your mouth?
31. Isthere anyone with a history of periodontal disease in your family?
32. Haveyou ever experienced gum recession?
33, Haveyou ever had any teeth become loose on their own (without an injury), or do you have difficulty eating an apple?
34, Have you experienced a burning sensation in your mouth?
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Patient’s Signature Date

Doctor’s Signature d Date

To reorder, please visit: www.koiscenter.com © 2010 Kois Center, LLC - v2.1
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