WELCOME to DENTISTRY on 7

Date: ____/_____/_____   Name:___________________________________________________________ Email______________________________

           MO    DA    YR

Prefer to be called:______________________________   Male         Female         Birthdate: _____/_____/______      Age:__________









       MO    DA      YR

Home Address:__________________________________________________   ________________________    _______   _________________

                          Street
                                                                           Town                                      Prov.        Postal Code

           Single          Married         Divorced          Widowed

Home Ph. #____________________________  Cell #___________________________    Work #______________________________

Whom may we thank for referring you?___________________________________________________________________________

Other family members seen by us?________________________________________________________________________________

Spouse/Common-law/Partner

Name _____________________________________Cell # ______________________________   Work #__________________________

Person Responsible for the Account:

Name ______________________________________#___________________________________ Relationship ________________________

(1) Primary Dental Insurance:                                                                 (2) Secondary Dental Insurance:_______________________ 
Insured’s Name:____________________________________                         Insured’s Name:______________________________________

Insured’s D.O.B.____/____/_____                                                                Insured’s D.O.B._____/____/______

                          MO    DA    YR





   MO    DA    YR

Employer:_______________________________________                              Employer:_______________________________________

Insurance Co.___________________________________                               Insurance Co.___________________________________

Group/Policy#_______________________I.D.#______________                  Group/Policy# ____________________I.D.#______________

Medical History  
Physician’s Name:_______________________________________     Phone #______________________________________

Date of last visit ___________________________Are you currently under the care of a physician?_____________________

If yes, please explain:________________________________________________________________________________________________

Are you allergic to any of the following?:

Aspirin      Codeine       Dental Anesthetics       Latex         Erythromycin     Penicillin        Tetracycline      Jewelry/Metal

Any other drug/metals? ___________________________________________________________

Women:   Are you using birth control?     Yes   No          Are you Pregnant or Nursing?     Yes   No

Your current physical health is:  ______Good  _______Fair _______Poor

Are you taking any prescription/over-the-counter or supplement drugs?    Yes      No

Please list each one:___________________________________________________________________________________________

_______________________________________________________________________________________________________________

Do you smoke or use tobacco in any other form?       Yes        No
Have you had any of the following diseases or medical problems? (Circle Y or N)

Anemia                                      Y       N 


Artificial bones/joints                       Y       N
Arthritis
                        Y       N


Asthma

                           Y       N
Cancer           

        Y       N


Blood Transfusion                             Y        N
Radiation/Chemotherapy        Y       N


Congenital Heart Defect                 Y        N
Diabetes                                     Y       N


Difficulty Breathing                           Y        N
Drug/Alcohol Abuse                  Y      N


Emphysema/Glaucoma                  Y       N
Epilepsy/Seizure/Fainting          Y      N


Fever Blisters/Herpes                        Y       N
Heart Attack/Stroke                   Y      N


Heart Murmur                                    Y       N
Heart Surgery/Pacemaker        Y      N


Hemophilia/Abnormal Bleeding     Y       N
Hepatitis                                       Y      N


High/Low Blood Pressure                  Y       N
HIV/AIDS                                      Y      N


Kidney problems                               Y       N
Mitral Valve Prolapse                 Y      N


Psychiatric Problems                         Y       N
Rheumatic/Scarlet fever            Y      N


Severe/frequent Headaches           Y       N
Shingles                                        Y      N


Sickle Cell Disease/Traits                 Y        N
Sinus Problems                             Y      N


Tuberculosis (TB)                                Y       N

Ulcers/Colitis                                Y      N


Venereal Disease                              Y       N
Have you ever taken any of the following bisphosphonates?
Y     N         Alendronate (Fosamax)


Y     N
Raloxifene (Evista)         Y    N   Denosumab (Prolia)
Y     N         Clodronate (Bonefos, Ostac)

Y     N
Risedronate (Actonel)

Y     N          Etidronate (Didronel)


Y     N
Teriparatide (Forteo)

Y     N          Ibandronate (Boniva)


Y     N
Tiludronate (Skelid)

Y     N          Pamidronate (Aredia)


Y     N
Zoledronate (Zometa)

If yes, when?______________________________

Prescribing Dr. ____________________________

Phone #____________________________

Dental History                                                                         PLEASE READ AND SIGN: 
Reason for your visit:____________________________     
                                                                           I  understand that the information that I have given today is correct to

Are you in pain?________________________________                  the best of my knowledge.  I also understand that this information will

Last Dental Visit?________________________________                  be held in strictest confidence and it is my responsibility to inform this

Discomfort in your jaw joint (TMJ)?_______________                  office of any changes in my medical status.
Do your gums ever bleed?______________________

Have you ever had periodontal disease?________                  ________________________________________________________

How many times a day do you brush?_____ Floss___                                  Patient  Initials

Do you like your smile? (from a scale) 1 2 3  4 5
I authorize the dental staff to perform any necessary services that I may need during diagnosis and treatment with my 
Informed consent

Patient Signature

TMJ HISTORY
YES  NO      Do you ever have a burning or painful sensation in your mouth?_______________________________________________

YES  NO      Do you get popping, clicking, or grinding noises when you open or close?_____________________________________

YES  NO      Do you ever awaken with an awareness of your teeth or jaws?________________________________________________

YES  NO      Are you aware of clenching during the daytime?  How often?_________________________________________________
YES  NO      Have you ever been told you grind your teeth during sleep?___________________________________________________

YES  NO      Do you have trouble opening your mouth widely?_____________________________________________________________

YES  NO      Does your jaw ever lock open or closed?  How often?_________________________________________________________

YES  NO      Do you feel your bite is different, unstable or uncomfortable?__________________________________________________

What professional advice or treatment have you had regarding your TMJ, headaches or pain conditions/problems?
SLEEP, SNORING AND APNEA HISTORY
YES  NO    Do you become easily fatigued? At what time of day?__________________________________________________________

YES  NO   Do you have problems with insomnia?__________________________________________________________________________

YES  NO   Do you have trouble falling asleep or staying asleep?  Which ___________________________________________________

YES  NO   Do you snore or have you been told you do?___________________________________________________________________

YES  NO   Do you wake  up with a headache?___________________________________________________________________________

YES  NO   Have you been told that  you stop breathing while asleep?______________________________________________________

About how many times per night do you wake up?_______________________________________________________________________

YES  NO  Have you ever had an evaluation at a sleep center or been treated for a sleep disorder?

                  Sleep Center Name:________________________________________________________________

                  Location: __________________________________________________________________________

                  Sleep Study Date: __________________________________________________________________

What professional advice or treatment have you received about your snoring or sleep apnea?

I certify that the above information is correct to the best of my knowledge.

PATIENT/GUARDIAN SIGNATURE ___________________________________________________DATE___________________________________

