
_______________ _ 

_______ __ ________ 
_ _ _____________ ____ _ _ 

( PLEA S E PRIN T) 

~. Patient Information 
0 8Ie _________ _____ _ _____ 

SSlHIClPalien! 10 , __________ _____ _ 

Patient Name _..... , _ ______________ 
Mii..... ..... 


Address _____________ ____ _ _ 

E·mail ______________________ 

c;~ 

Slate Zlp _____ ____ 


Sex OM O F Age ______ 


Birthdate ____________ 


o Married o Wldowed o Single o Minor 

o Separated o Divorced o Partnered lor ___ years 

Pal ient EmployerISChool ______ _________ 

~u a _____________________p t~n 

Employer/School Address ______________ 

Empk1,'&rlSchool Phone <->___ _______ 
Spouse's Name _________________ 

Blrthdate ___________________ 

ss. __________________________________________ 

Spousa's Employer _______________ 

Whom may we thank lor relerring you? 

~ Phone Numbers 
Home~ _ Wor1< <-1 
Spouse's Work (-> Best time and place to reach you ,.. ­

~ Dental Insurance 

Who Is responsible for this account? ________ ___ 

Relationship to Patient ___ _________ ___ 

Insurance Co. _ ______ _________ 

G~p.__________________ 

Is patient covered by additional insurance? 0 Yes 0 No 

SubscObe(s Name _______ _____ _ _ _ _ _ 

Birthdate __________ ss. ______ ___ 

Relationship to Patient ______________ _ _ 

I nsu~nceCO. ___________________ 

Group • ________________ _ _ 

ASSIGNMENT AND RELEASE 
I certIfy that I. anellOl' my depe~nl(s ). have insurance coverage with _ __--..========,,____ and assign dlrectty to NarM oIlnsureflC8 company(ln) 

Dr. all insurance ooJll,!ms. if 
any. 0!hefWiM payable to me 101' seMces rendered. I undefsLand that I am 
IinancialIy responlble 101' al cnargGs ..meth8r or not paid by nsurance. I aulhorl:re 
!he uw 01 my slgrwlll..... on aM In$urance submissions. 

The abo'4-nwned den\l$1 may use my h4WIh care ~Iormalion and may disdosa 
such inIofmalion 10 !he aboYe-named InsunInoa Comparry(oe.s) and !heir &genl$ tor 

::-:::~~~~"'~~r::: 
treatmerot plan .. oornpIeI«I or Me year from the date signed below. 

Please PriM name 01 Patient. Pal'ltnt. Guarcian 01' P&rsoroal Representali\le 

oata 

"", _____ Cell Phone L--) _ _______ 

,.. ­

IN CASE OF EMERGENCV, CONTACT (Specify someone who does not live In your household.) 


N'me _ _ _________ __________ ________________ _____
Relal~nshlp 

Home Phone (--> Wort< PhOne <--J 

f , Dental History 
Reason lor leday's visit ________ Burnr,g sensatIOn on tongue D Yes 0 No Mouth breathing DYes oNo 

Chew on one side of mouth OV" oNO Mouth pain. brushing o v"" oNo 
Cigarette. pipe, or cigar srnoklng 0 Yes o No Orthodontic treatmenl o v"" oNo 

Former Dentist ___________ 
Clicking or popping jaw 0 Ves o NO PaIn around ear ov"" o No 

City/State ______________ Dry mouth 0 Ves o No Periodontal treatment DVes o No 
Fingernail biting D Ves o No Sensitivity to cold OV" oNoDate 01 last dental visit __________ 
Food coIecbon between the teeth o Ves o No Sensitivity to heat DYes oNo 

Date 01 last dental X·~ys _______ Foreign ob;ects OV" ONe Sensitivity to sweets DYe, oNo 
Grinding teeth Sensitivity when biting oNoPlace a mark on "yes" or "no" to indicate" you D Ves o No DV" 

have had any 01 the foltowing: Gums swollen Of tender D Yes o No Sores or growths in your mouth o v"" oNo 
Bad breath o Ves 0 No Jaw pain Of liredness OV., oNo How ohen do you floss? 
Bleeding gums o Ves 0 No Up or cheek biting D Ves o No 
811sl ers on lips or mouth D Yes 0 No Loose teeth or broken fillings o Ves oNo How often do you brush? 

Dental Registration and History 
(V!In.,02SSSOol) - DVER _ 



~ Health History 

Physician's Name Date of last visit 

Have you ever taken any of the group of drugs collectively relerred to as ien-phen?"These include combinaliuns 01 lonimin, Adipex, Fastin (brand 
names 01 phentermine), Pondimin (fenfluramine) and Redux (dexfennuramine). 0 Yes o No 

Place a mark on "yes" or "no' to indicate il you have had any 01 the lollowing: 

AIDS/HIV DYes o No Epilepsy D Yes o No Respiratory Disease D Yes oNo 

Anemia DYes o No FalnUng or diZZiness D Yes o No Rheumatic Fever D Yes oNo 

Arthritis, Rheumatism DYes o No Glaucoma D Yes o No Scarlet Fever D Yes o No 

Arliliclal Heart Valves D Yes o No Headaches D Yes o No Shortness of Breath D Yes o No 
Artificial Joints DYes o No Heart Murmur D Yes o No Sinus Trouble D Yes o No 

Asthma D Yes o No Hear1 Problems D Yes o No Skin Rash D Yes o NO 
Back Problems DYes o No HepatitIS Type D Yes o No Special Diet DYes oNo 

Bleeding abnormally. with Herpes o y", o No Stroke D Yes o No 
extractions or surgery D Yes o No High Blood Pressure D Yes o No Swollen Feet 0 1 Ankles D Yes o No 

Blood Disease DYes o No Jaundice D Yes o No Swollen Neck Glands D Yes o No 

Cancer D Yes o No Jaw Pain D Yes o No Thyroid Problems D Yes o No 

Chemical Dependency D Yes o No Kidney Oisease D Yes o No Tonsillitis D Yes o No 

Chemotherapy D Yes o No Uver Disease D Yes o No Tuberculosis D Yes o No 
Circulatory Problems D Yes o No Low Blood Pressure D Yes o No Tumor or growth on head 

or neck D Yes o No Congenital Heart Lesions D Yes o No Mitral Valve Prolapse D Yes o No 
Ulcer DYes oNoC()(tisone Treatmenls D Yes o No Nervous Problems D Yes o No 
Venereal Disease D Yes o No Cough. persistent or bloody D Yes o No Pacemaker O Yes o No 
Weight Loss, unexplained DYes o NoDiabetes DYes oNo Psychiatric Care D Yes o No 

Emphysema D Yes o No Radialioo Treatment D Yes o No 

Do you wear cootact lenses? D Yes o No 
Women: 

Are you pregnant? D Yes o No Due date Are you nursing? 0
, 
Yes o NO 

Taking birth control pills? 0 Yes o No 

~ ~ Medications ~ Allergies 

D Aspirin o Local Anesthetic 
diagnosis: 

D Barbiturates (Sleeping pills) D Penicillin 

Ust any medications you afe currently taking and the conelatlng 

D Codeine D Sulla 

o Olher'_______Pharmacy Name'__________________ o Iodine 

Phone (-> o Latex 

~1 Updates (To be filled 111 at future appollltments) 

Has there been any change in your health sInce your last dental appointment? D Yes 0 No 

For what conditlons?' _______________ ___________________ _ _________ 

II so, whal? ________ ______ __________Are you taking any fleW medications? ______ 


PaUenl's Signature _ _ _____ _ _________ ___ ___ ________ _ _ 0'..'__________ 


Doctor's Signalure ________________________________ _ O'm'__________ 

........................... .... ....... .... ... .. ..... ..... .. .. ...... ........ ... ... ............... .. ........................ ............. 

Has there been any change in your health since your leSI dental appointment? 0 Yes D No 

For what condltions?' _____ _ __________ _______________ _ ____________ 

Ifso,what? ____ _______________ _________Are you laking any new medications? _ _____ 


Patient's Signature __________________ _ _ _____________ O'm'__________ 


Doctor's Signalure Date 



I 
'--­


Please read and initial the items checked below 
PatiemName'____________________________________and read and sign the sectIon at the bottom of form. 

o 1 . Work To Be Done 
I understand that I am having the following work done: Fillings' ____::-_ Bridges' ________ Crowns________ Extractions, ______ _ 

Impacted teeth removed General Anesthesia Root Canals Other________:ccc-c __________---:: 
(Inilials,_________) 

O z. Drugs And Medications 
I understand that antibiotics and analgesics and other medications can cause allergic reactions causing redness and swelling of 

tissues, pain, itching. vomiting, andlor anaphylactic shock (severe allergic reaction). (Initials ) 

D 3. Changes In Treatment Plan 
I understand that during treatment it may be necessary to change or add procedures because of conditions found while working on 

the teeth that were not discovered during examination, the most common being root canal therapy !oHowing routine restorative 
procedures. I give my permission to the Dentist to make any/aU changes and additions as necessary. (Initials ) 

o 4 . Removal Of Teeth 
Alternatives to removal have been explained to me (root canal therapy, crowns, and periodontal surgery, etc.) and t authorize the 

Dentist to remove the following teeth and any others necessary for reasons in paragraph #3. t 
understand removing teeth does not always remove all the infeclion, if present. and it may be necessary to have further treatment. I 
understand the risks Involved in having teeth removed, some of which are pain. swelling, spread of infection, dry socket, loss of feeUng 
in my teeth, lips, longue and surrounding tissue (Paresthesia) that can last lor an indefinite period of time (days or months), or fractured 
jaw. I understand I may need further treatment by a specialist or even hospitalization if complications arise during or following treatment. 
the cost of which is my responsibility. (Initials ) 

o 5 . Crowns, Bridges And Caps 
I understand that sometimes it is not possible to match the color of nalural teeth exaclly with artificial teeth. I furlher understand thai I 

may be wearing temporary crowns, which may come off easily and that I must be careful 10 ensure that they are kept on until the 
permanent crowns are delivered. I realize the final opportunity to make changes In my new crown, bridge, or cap (Including shape, fit , 
size, and color) will be before cementation. (Initials ) 

o 6. Dentures, Complete Or Partial 
I realize that full or partial dentures are artificial, constructed 01 plastic, metal, and/or porcelain. The problems of wearing these 

appliances have been explained to me, including looseness, soreness, and possible breakage. I realize the final opportunity to make 
changes In my new dentures (including shape, fit, size, placement, and color) Will be the "teeth in waxw try-in visit. I understand that 
most dentures require relining approximately three to twelve months atter initial placement. The cost for this procedure is not included in 
the initial denture fee. (Initials ) 

o 7. Endodontic Treatment fRoot Canal) 
I realize there Is no guarantee thai root canal treatment will save my tooth, and that complications can occur from the treatment, and 

that occasional1y metal objects are cemented In the tooth or extend through the root, which does not necessarily affect the success of 
the treatment, I understand that occasionally additional surgical procedures may be necessary following root canal treatment 
(apicoeclomy). (Inilials ) 

o 8. Periodontal Loss ,TIssue & Bone) 
I understand that I have a serious condition. causing gum and bone infection or loss and that it can lead to the loss of my teeth. 

Alternative treatment plans have been exPlained to me, including gum surgery, replacements and/or extractions. I understand that 
undertaking any dental procedures may have a future adverse effect on my periodontal condition. (Initials ) 

I understand that dentistry Is not an exact science and that , therefore, reputabte practitioners cannot fully guarantee results. I 
acknowledge that no guaranlee or assurance has been made by anyone regarding the dental treatment which I have requested and 
authorized. I have had Ihe opportunity to read this form and ask questions. My questions have been answered to my satisfaction. I 
consent to the proposed treatment. 

Signature of Pat iem'_____________________________________________________ Oate ___________________ 

Signature of ParenVGuardian if patient is a minor'_________________________________ Oate'_______________________ 

t), Treatment Consent l(J) 
.,...,.-0_.... _ ,~'" 



PamperedSmiles 
Patient Name: _____ _ _ _ ____ _ _ Date: ____ _ _ 

1. 	 What is the primary reason for your appointment today? 

2. Why did you leave you r other dentist? Any negative dental experiences? 

3. 	 Do your gums bleed? Y or N 

4. 	Have you seen a dentist at least once a year in the last 5 years? Y or N 
(If no, how frequent and why?) 

5. 	Do you wish your teeth were whiter? Y or N 

6. 	Are you pleased with the appearance of your smile? Y or N 

. 
7. 	How is the dental health of your immed iate family? 

Good Fair Poor 

8. 	On a scale from 1 to 10, how important is it for you to keep your teeth 
for a lifetime? (10 being very important) 
1 2 3 4 5 6 7 8 9 10 

9. 	Do you understand the limitation(s) of your denta l insurance? Y or N 


