


DENTAL HISTORY

My previous dentist was whom | had been a patient for months/years.
Are you satisfied with your past dentistry? [_JYes [ JNo.  Date of most recent dental exam/cleaning__/__ /.
What condition is your mouth in? Most recent x-rays / /

[ JExcellent [ ]Good [JFair [JPoor. []4BW [(]18FMX or [JPano.

| ((Jdon't) go routinely every months/years. Date of most recent dental treatment (besides a cleaning)
The interval was selected by / / .

[IMe or []My dentist/hygienist. Treatment performed

Purpose for Today'’s visit?
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Patient’s Signature Date
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Are you dental phobic?

Have you had an unfavorable dental experience?

Have you ever had complications from past dental treatments?

Have you ever had trouble getting numb or reactions to local anesthetic?
Have you ever had teeth extracted?

Did you ever have braces or orthodontic treatment?

Are you unhappy with the appearance of your teeth?

Have you ever bleached your teeth and or would like a whiter smile?

Do you have existing crowns or dental work, which you consider “ugly”?

Do you have crowded or crooked teeth that bother you?

Are you self-conscious of your teeth or smile of has anyone suggested you change your smile?
Have you noticed any spots or stains on your teeth?

Have you had any cavities within the past 3 years?

Do you have any root canals, crowns, bridges or dental implants?

Do you have dry mouth?

Are any teeth sensitive to hot, cold, biting, or sweets?

Have you ever had a toothache, cracked filling, broken, chipped or cracked tooth?

Do you have difficulty opening, closing, or chewing certain types of foods, i.e. gum or bagels?

Do you have more than one bite or do you feel like you can’t find “home”?

Have you noticed that your teeth have become [_Jshorter or [_] worn down?

Are you a restless sleeper? (Difficulty sleeping or covers disheveled upon waking?)

Jaw problems (Pain in or around your jaw joint, jaw joint sounds, or limited ability to open)?

Do you have tension headaches or stiff neck muscles?

Are you aware of, or has someone told you that you grind or clench your teeth?

Do you wear a splint, night guard, or have had an injury to the head/neck due to an auto accident?

Have you ever been diagnosed or treated for periodontal disease (pyorrhea)?

Have you experienced gum recession or loose teeth, or teeth movement or shifting within the past
two years?

Do you or have you ever used tobacco? (Packs/day ) When did you quit?

Is there anyone with a history of periodontal disease in your family?

Do your gums bleed when brushing, flossing or eating?

Do you brush less than twice a day? | floss once per [ ]Day [ ]Week [ |Month []Year [ |Never
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PATIENT:

Dental Insurance:

As a courtesy service, our practice accepts most dental insurance plans including
indemnity (traditional) and PPO “out-of-network”. We are not part of any managed-care
or PPO network. The fees charged for services rendered to those who are insured are the
usual and customary fees charged to all patients for similar services. Your policy may
base allowances on a fixed fee schedule, which may or may not coincide with our fees.
We will provide you with an estimate based on our examination and any additional
requests you have. The insurance estimate is provided as a courtesy based on the limited
information we have about your insurance. If additional unforeseen treatment is required
as treatment progresses, you will be consulted before it is completed. You may ask for a
revised estimate at that time. Your estimated patient portion is due in full at the time
of service. Please keep in mind that if your insurance carrier pays less than the estimated
amount, you are responsible for the unpaid balance.

Non-insured patients:

We will provide you with an estimate based on our examination and any additional
requests you have. Payment is due in full the day of service unless other arrangements
have been made prior to the treatment date.

Payment:
For your convenience, we accept cash, check, Visa and Mastercard. We also extend a
7% senior discount for our 65+ patients when payment in full is made the time of service.

Additional Products:

Additional products may be recommended as part of your treatment and can be purchased
from our office. These items must be paid for at the time of dispensing. Products may
include: Clinpro 5000 Toothpaste, Prevident, Periomed, Peridex, CariFree and bleaching
gel. Nitrous oxide is available at $40 per hour.

Missed and cancelled appointments:

Your appointment is a time specifically reserved for you. We offer flexible hours and
strive to accommodate your schedule so you can receive treatment as conveniently as
possible. If you foresee a conflict, we require 48 hours notice to reschedule your
appointment. This is necessary so that we may see other patients that require emergency
treatment or urgent care. A fee of $75 per hour will be charged for a broken
appointment without 48 hours notice. It is your responsibility to keep your
appointments and we will assist you in any way we can to help you receive the highest
standard of dental care.

Patient Signature Date






