
W
elcom

e to O
ur O

ffice!
D

ate
________________

N
am

e
_________________________________________________________________

 S
ocial S

ecurity N
o._______-_____-_______

A
ddress

________________________________________________
C

ity/S
tate/Z

ip
________________________________________

A
ge

____
B

irthdate
__________

S
ex:   M

    F
H

om
e #

______________
B

us. #
______________

C
ell #

_____________

M
arital status (optional)____________________________________

N
am

e of spouse
____________________________________

P
atient's O

ccupation
_____________________________________________

E
m

ployer/S
chool____________________________

In case of em
ergency please notify: N

am
e

____________________________
P

hone
____________________________________

P
hysician's nam

e and phone
____________________________________

  D
ate of last physical exam

______________________

W
hat is your present health?     G

ood____    F
air___     P

oor____    A
re you having pain or discom

fort at this tim
e?   Y

es____  N
o___

C
ircle an

y o
f th

e fo
llo

w
in

g
 w

h
ich

 h
ave h

ad
 o

r h
ave at th

e p
resen

t:
H

eart attack or stroke
Lung disease

Liver disease
A

nem
ia or hem

ophilia
C

hest pains (angina)
S

hortness of breath
Y

ellow
 jaundice

B
lood transfusions

H
eart surgery

E
m

physem
a

H
epatitis A

 (infectious)
B

ruise easily
H

eart pacem
aker

A
sthm

a or hay fever
H

epatitis B
 (serum

)
S

ickle cell disease
H

igh or low
 blood pressure

F
ainting or dizzy spells

H
epatitis C

K
idney problem

s
S

w
elling of ankles

T
uberculosis (T

B
)

D
iabetes

E
pilepsy or seizures

T
hyroid disease

C
ortisone m

edication
G

laucom
a

A
rthritis or rheum

atism
P

ain in jaw
 or joints

S
kin rashes or hives

P
sychiatric treatm

ent
S

exually transm
itted disease

C
ancer or tum

or
D

rug addiction
A

ID
S

 or H
IV

R
adiation therapy (x-ray, cobalt)

A
lcoholism

C
old sores

A
n

tib
io

tic p
rem

ed
icatio

n
 is req

u
ired

 fo
r p

atien
ts w

h
o

 h
ave h

ad
 an

y o
f th

e fo
llo

w
in

g
 (p

lease circle):
P

rosthetic heart valves
H

istory of S
B

E
U

ncontrolled, unstable diabetes
M

itral valve prolapse
IH

S
S

B
lood disease (particularly leukem

ia)
H

eart m
urm

ur (at present)
M

arfan's syndrom
e

A
nti-cancer chem

otherapy
R

heum
atic fever

S
ynthetic valve grafts or stents

A
neurysm

s
S

carlet fever
A

rtificial joints
F

acial traum
a (at present)

C
ongenital cardiac m

alform
ations

K
idney transplant

T
ooth extraction follow

ing radiation therapy

                    C
ircle

D
o you have any diseases, conditions or problem

s not listed above?
.............................................................................................

N
o

Y
es

If  yes, please explain
__________________________________________________________________________________

A
re you presently taking any prescription m

edicine or drugs?
.........................................................................................................

N
o

Y
es

If yes, list drug, dosage and frequency:
____________________________________________________________________

___________________________________________________________________________________________________

A
re you presently taking any over the counter m

edications including vitam
ins or herbs?

................................................................
N

o
Y

es

If yes, list kind, dosage and frequency:_____________________________________________________________________

A
re you allergic to any m

edicine, drug or other substance?
.............................................................................................................

N
o

Y
es

If yes, please list:
_____________________________________________________________________________________

A
re you now

, or have you been under the care of a m
edical doctor during the last tw

o years?
.......................................................

N
o

Y
es

H
ave you ever been hospitalized or had surgery?

............................................................................................................................
N

o
Y

es

If yes, for w
hat and w

hen?
______________________________________________________________________________

H
ave you ever had a reaction to a local anesthetic (i.e. N

ovocaine)?
..............................................................................................

N
o

Y
es

H
ave you ever had prolonged or unusual bleeding?

........................................................................................................................
N

o
Y

es

H
ave you ever had an injury or traum

a to your face or jaw
?

............................................................................................................
N

o
Y

es

D
o you sm

oke or use sm
okeless tobacco?

......................................................................................................................................N
o

Y
es

H
ave you ever had a skin reaction from

 jew
elry?

.............................................................................................................................
N

o
Y

es

W
O

M
E

N
 O

N
L

Y
   C

ircle

A
re you pregnant? If yes, w

hat is your due date?
.............................................................................................................................

N
o

Y
es

A
re you using prescribed birth control m

edication?
.............................................................................................................................

D
o you anticipate becom

ing pregnant in the near future?
................................................................................................................

N
o

Y
es

D
ental H

istory

N
am

e of P
revious D

entist:
_____________________________________________________________________________________

D
ate and reason for your last dental visit:__________________________________________________________________________

W
ere x-rays taken?

...........................................................................................................................................................................
N

o
Y

es

W
hat is your im

m
ediate dental concern?

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

D
E

N
T

A
L

 T
R

E
A

T
M

E
N

T
 D

E
S

IR
E

D
 (circle):

E
xam

P
rofessional D

ental C
leaning

C
osm

etic D
entistry

C
avities R

estored
C

om
plete D

entures

M
issing T

eeth R
eplaced

T
eeth E

xtracted
O

rthodontics
       P

ain R
elief

O
ther

______________________________________________________________________________________________________

  C
ircle

A
re you nervous or concerned about having dental w

ork?
...............................................................................................................

N
o

Y
es

H
ave you ever had an unfavorable experience w

ith dentistry?
........................................................................................................

N
o

Y
es

H
ave you ever had com

plications or illness follow
ing dental treatm

ent?
..........................................................................................

N
o

Y
es

D
o you avoid brushing any part of your m

outh?
...............................................................................................................................

N
o

Y
es

D
o your gum

s bleed w
hen brushing or flossing?

..............................................................................................................................
N

o
Y

es

A
re any of your teeth sensitive to tem

perature extrem
es, biting pressure or sw

eets?
.....................................................................

N
o

Y
es

D
o you grind or clench your teeth w

hile sleeping or under stress?
..................................................................................................

N
o

Y
es

D
o you have frequent headaches?

...................................................................................................................................................
N

o
Y

es

D
o you have difficulty opening your m

outh?
.....................................................................................................................................

N
o

Y
es

H
ave you had orthodontic treatm

ent (braces, retainers)?
.................................................................................................................

N
o

Y
es

H
ave you ever been treated for periodontal disease (gum

 disease, pyorrhea, or trench m
outh)?

...................................................
N

o
Y

es

H
as a dentist or hygienist show

n you how
 to clean your teeth?

.......................................................................................................
N

o
Y

es

P
L

E
A

S
E

 C
H

E
C

K
  A

N
Y

 IT
E

M
(S

) B
E

L
O

W
 T

H
A

T
 Y

O
U

 U
S

E
 O

F
T

E
N

 IN
 M

O
U

T
H

 C
A

R
E

 O
R

 H
A

V
E

 B
E

E
N

 S
H

O
W

N
 H

O
W

 T
O

 U
S

E
:

H
and toothbrush____

E
lectric toothbrush____

P
roxabrush____

W
aterpick____

D
ental floss____

G
um

 stim
ulators, toothpicks____

M
outhw

ash____
T

ongue cleaner____

H
ow

 often do you brush?
_____________________________

H
ow

 often do you floss?
_____________________________

A
U

T
H

O
R

IZ
A

T
IO

N

To the best of m
y know

ledge, all of the preceding answ
ers are true and correct. If I have any change in m

y health, or if any
of m

y m
edications change, I w

ill inform
 D

r. M
ills or his staff at m

y next appointm
ent W

ITH
O

U
T FAIL. I hereby authorize D

r.
M

ills and/or his hygienist(s) to adm
inister such m

edications and perform
 such diagnostic and therapeutic procedures as m

ay
be necessary for proper dental care. D

r. M
ills reserves the right to perform

 credit reports on any patient.

_______________________________________________________________
____________________

     Signature of Patient, Parent or G
uardian

     D
ate
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ITH
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