In order to save lots of time, please fill out this form and e-mail it to ddshelps@yahoo.com. Thank you!
ABOUT YOU:

Please type response following the question.
Today’s Date: 


File #: 
Patient Name: (last, first, mi)

What you prefer to be called:

Male/Female
Birth Date: 

Age:

SS#:

Mailing address:

City, State, Zip

Home Phone #: 

Work Phone #:

Ext:

Other #: 

E-mail Address: 

Referred by:

Employer:

How Long?

Employer’s Address:

City, State, Zip

Occupation: 

Status:

Minor
Single
Married
Divorced
Separated
Widowed

Spouse’s Name: 

Do you have children?
How many?

INSURANCE INFORMATION:

Primary Dental Insurance

Co. name:

Address:

City, State, Zip

Phone #:

Insured’s SS#:

Group # (Plan, Local, or Policy #):

Insured’s Name:

Relation: 

Birth Date: 

Insured’s Employer: 

Secondary Dental Insurance

Co. name:

Address:

City, State, Zip

Phone #:

Insured’s SS#:

Group # (Plan, Local, or Policy #):

Insured’s Name:

Relation:
Birth Date: 

Insured’s Employer: 

DENTAL INFORMATION
Reason for today’s visit:
Please type a “Y” in front of the question, if the answer is yes.

  Exam
  Emergency
  Consultation

  Are you in pain?
  How many days? _______ (enter number of days)
Please type a “Y” in front of the question, if the answer is yes.

  Discomfort, clicking or popping in jaw
  Red, swollen or bleeding gums

  Sensitive tooth, teeth or gums

  Blisters/Sores in or around the mouth
  Lost/Broken filling(s)

  Teeth grinding

  Ringing in Ears

  Broken/Chipped Tooth

  Locking Jaw

  Bad Breath

  Stained teeth

Other: (type response here)
Do you require pre-medication? 

Previous dentist: 

Name:

Phone #:

Last dental exam:

Last dental X-rays:

Times a day do you brush?

Times a week you floss?

What type of tooth bristles do you use?

  Soft

  Medium

  Hard

How would you rate your smile on a scale of 1 to 10? (type response here)
MEDICAL HISTORY

Please type a “Y” in front of the question, if the answer is yes.

Are you taking any of the following medications?

  Pills for nervous disorders or anxiety?

  Pain killers (including aspirin)?

  Muscle relaxants?

  Stimulants?

  Blood Thinners?

  Tranquilizers?

  Insulin ?
Other(s): (type response here)
Do you have or have you had any of the following diseases, medical conditions or procedures? Please type Y for Yes, N for No after each question.
  Heart Attack/Stroke

  Heart Surg. / Pacemaker

  Heart Murmur

  Rheumatic Fever

  Mitral Valve Prolapse

  Artificial Valves

  Heart Disease

  Congenital Heart Defect

  Chest Pains

  Scarlet Fever

  Nervousness

  Thyroid Problems

  Kidney Problems

  Liver Problems

  Respiratory Problems

  Sinus Problems

  Stomach Problems/Ulcers

  Psychiatric Problems

  Venereal Disease

  Alcohol /Drug Abuse

  Tuberculosis TB

  Jaw Problems TMJ/TMD
  Cancer / Tumors
  Shingles

  Hepatitis

  HIV + AIDS/ARC

  Arthritis / Rheumatism

  Artificial Bones/Joints

  Emphysema

  Fainting / Seizure / Epilepsy

  Severe / Frequent Headaches

  Frequent Neck Pain

  Back Problems

  Cosmetic Surgery

  Xray or Cobalt Treatment

  Chemotherapy

  Asthma

  Difficulty Breathing

  Diabetes / Hypoglycemia

  Leukemia

  Anemia

  High/Low Blood Pressure

  Bleeding Problems

  Glaucoma

Are you allergic to the following? Please type “Y” in front of the question, if the answer is yes.
  Latex  Penicillin/Amoxicillin
  Tetracycline  Aspirin

  Dental Anesthetics
Other allergies that might affect your dental treatment:  (type response here)
Please type response following the question.

Do you use tobacco?

How used? 
How much?
How long?
Please rate your general health from 1-10: ___________

Do you wear contact lenses?

Have you ever taken the drug Phen-fen and/or Redux?
How many children have you had? 

Are you pregnant?

How long?

Are you nursing?
