PATIENT DENTAL HISTORY

PATIENT™S MAME DATE OF BIRTH

REASON FOR THIS VISIT
WHEN WAS YOUR LAST DENTAL VISIT WHAT WAS DONE THEN
HOW OFTEN DI0 YOU VISIT THE DENTIST BEFORE THEN

PREVIOUS DENTIST [MAME AND LOCATION)
HAYE ¥OU HAD A COMPLETE SERIES OF DENTAL FILMS [X-RAYS) TAKEN WHEN WHERE .
HOW QFTEN D YOU BRUSH YOUR TEETH HOW OFTEN DO YOU FLOSS YOUR TEETH
JS YOUR DRINKING WATER FLUCRIDATED

YES NO YES NO
D YOUR GUMS BLEED WHILE BRUSHING [ ¥OU BITE VOUR LIPS OR CHEEKS FREQUENTLY. [ ]
TR e A R L e O [0 HAVE YOU NOTICED ANY LOOSENING OF
ARE YOUR TEETH SEMSITIVE TO HOT OR COLD N R T T o b B D L S O ||
LICUIDSFOODS, | e Pl | O HIES FOOD TEND TO BECOME CAUGHT
ARE YOUR TEETH S-EN’SI"\"F H] S-Wl:EI UR SGUH BETWEENYOURTEETH . ......0000vivnnnssnnsaas | H|
LIQUIDS/FOODS, . i ee.. O O HAVEYOU EVER HAD PERIODONTAL
O YOU FEEL PAIN TD AM!' ﬂr 'I"IJUR T'EI:TH ...... B | O TREATMEMT: [GLRIS) sl e o b i | &
D} YOL HAVE ANY S0ORES OF LUMPS 1IN OR EVER WORN A BITE PLATE OR OTHER APPLIANCE .. [ =
MEAR YOUR MOUTH . o | | Ll HAVE YOU EVER HAD ANY DIFFICULT EXTRACTIOMS
HAVE YOU HAD ANY HEAD, NECK OR 1AW INIURIES. [ Kl 1IN THE PAST , - O [H
HAVE YO EVER EXPERIENCED ANY OF THE HAYE YOU E\-’E“ HAD AN'I" FH’DI.DNE-ED ELE EDTNG
FOLLOWING PROBLEMS IN YOUR JAW? FOLLOWING EXTRACTIONS .......ooooenenn. . 3l oz
CLICKING | e L] o DO YOU WEAR DENTURES OR PARTIALS. . ... ... ... | a
PAIN pmm I:M-'. EIDE UF FALEi S O IF YES, DATE OF PLACEMENT
DIFFICULTY IN OPENING OR CLOSING .. ....... O | HAYE YOU EVER RECEIVED ORAL HYGIENE
DIFFICULTY IM CHEWIMNG. . ... coeeae e i s L] [ | INSTRUCTIONS REGARDING THE CARE OF
DO YOU HAVE FREQUENT HEADACHES _.......... 01 (1  YOUR TEETH AND GUMS. ... .. e, N AL H
meu CLEMNCH OR GRIND YOUR TEETH. . ....... O |

IF YOU COULD CHANGE ANYTHING ABOUT YOUR SMILE, WHAT WOULD YOU CHANGE?

\\‘_ —

AUTHORIZATION AND RELEASE INSURANCE COMPANY TO PAY DIRECTLY TE) THE DENTIST OR DENIAL GROUP
| CERTIFY THAT | HANVE READ AND UNDERSTAND THE ABOVE INFORMATION TO¥ INSURANCE BEMEFITS OTHERWISE PAYARLE TO ME. | LNOMERSTAND THAT MY
MIC BCST OF AN KNOWLEDGE, THE ABONVE QUESTIONS HAYE BEEN DENTAL INSURANCE CARRIER MAY PAY LESS THAN THE ACTUAL BILL FOR
ACCURATELY AMSWERED. | UMNDERSTAND THAT PROVIDING INCORRECT SENVECES, | AGREE TO BE RESPONSIELE FOR PAYMENT OF ALL SERVICES
IKFORMATION CAN BE DANGEROUS 10 MY HEALTH, | AUTHORIZE THE RENGERED O MY BEHALF OR MY DEPENDENTS.

DENTIST T RELCASE aNY INPCORMATION INCLUDING THE DIAGROSIS AND

THE BRECORDS OF AMY TREATMEMNT OR EXAMINATION REMDERED TO ME OR

MY CHILD DURING THE PERIGD OF S00H DENTAL CABE TO THIRD PARTY x NATE

L PAYORS ANDHOR HEALTH PRACTITIONERS. | AUTHORIZE AND REQUEST MY SHGNATURE OF PATIENT CIR PARENTGUARDLAN IF MINGH

DOCTORS COMBMENTS

SIGMATURE DATE

b=

; ; PATIENT NUMBER




