Ellk Avenue Dental Center

CONFIDENTIAL PATIENT INFORMATION AND RESPONSIBLE PARTY

Name Date

[ prefer to be addressed as

SSH#/SIN Birthdate Home#

Address City State Zip

Email Cell#

Patient orParent/Guardian’sEmployer

Whom may we thank for referring you?

Emergency Contact ' Phonetf

INSURANCE INFORMATION

Name of Insured Relationship

Birthdate SS#/SIN

Employer

Insurance Company _

Group# Policy ID # Phone

FINANCIAL ARANGEMENTS AND DENTAL INSURANCE

We are committed to providing you with the best possible care. If you have dental insurance, we are
dedicated to helping you receive your maximum allowed benefit. In order to achieve these goals, we need
your understanding of our policy.

PAYMENT FOR SERVICES ARE DUE AT THE TIME THEY ARE RENDERED
> We accept cash, check and debit/credit cards.
> Returned checks will be subject to collection and interest.

PLEASE UNDERSTAND THAT

1. Your insurance is a contract between you, your employer and the insurance company.

2. It is your responsibility to know what is covered within your policy.

3. As a courtesy to you, we will file your insurance, but you are responsible for your estimated
portion and any outstanding balance that insurance doesn’t cover.

MISSED APPOINTMENTS

PLEASE CALL OUR OFFICE 24 HOURS IF YOU NEED TO RESCHEDULE OR
CANCEL AN APPOINTMENT. If you fail to cancel in a timely manner a missed
appointment fee of $50.00 will be applied to your account.



ELK AVENUE DENTAL CENTER

PATIENT MEDICAL HISTORY

Patient Name & Nickname Birthdate

Name of Primary Physician and their specialty

Date of last physical examination Purpose

What is your estimate of your general health? (O Excellent ) Good 2 Fair D Poor

DO YOU HAVE or HAVE YOU EVER HAD: YES NO
YES NO D’ 'y Digestive disorders (i.e. gastric reflux)
D ) Hospitalization for illness or injury D 1) Osteoporosis/osteopenia
[®) ) Allergic reaction to: (i.e. taking or have taken bisphosphonates)
) aspirin, ibuprofen, acetaminophen, codeine ) ) Arthritis
) penicillin ) ) Glaucoma
) erythromycin B > Contact lenses
) tetracycline ) ) Head or neck injuries
) sulfa ) ) Epilepsy, convulsions (seizures)
3 local anesthetic ) ) Neurologic problems (attention deficit disorder)
2 fluoride ) > Viral infections and cold sores
) metals (nickel, gold, silver ) ) Y Any lumps or swelling the mouth
) latex bl ) Hives, skin rash, hay fever
2 other R ) Venereal disease
3> D Heart Problems or cardiac stent in the last 6 months A R L S——
(®) ) History of infective endocarditis ) > HIV/AIDS
0 ) Artificial heart valve, repaired heart defect (PFO) ) ) Tumor, abnormal growth
0 ) Pacemaker or implantable defibrillator ) ) Radiation therapy
) ) Artificial prosthesis (heart valve or joints) > > Chemotherapy/cancer
) Rheumatic or scarlet fever > 1) Emotional problems
) ) High or low blood pressure ) 1) Psychiatric treatment
) ) Astroke (taking blood thinners) ) ) Antidepressant medication
O ) Anemia or other blood disorder > ) Alcohol/street drug use
> ) Prolonged bleeding due to a slight cut (INR > 3.5) ARE YOU:
0 > Emphysema, sarcoidosis ) ) Presently being treated for any other illness
9 ) Tuberculosis ) 1) Aware of a change in your health (fever, cough)
0 ) Asthma 5] 1) Taking medication for weight management
) ) Breathing or sleep problems (i.e. snoring, sinus) ) 1D Taking dietary supplements
D ) Kidney disease ) ) Often exhausted or fatigued
0 ) Liver disease ) ) Experiencing frequent headaches
) ) Jaundice ) ') Asmoker, smoked previously or used tobacco
) ) Thyroid, parathyroid disease, or calcium deficiency ) ) Often unhappy or depressed
®) ) Hormone deficiency ) ') FEMALE - taking birth control pills
b) ) High cholesterol or taking statin drugs ) ) FEMALE - pregnant
) ) Diabetes (HbAlc = ) b] ) MALE - prostrate disorders
B ) Stomach or duodenal ulcer

Describe any current medical treatment, impending surgery, or other treatment that may possibly affect your dental treatment
(i.e. Botox, Collagen Injections):

P90 0C0P PP POOORPPOOOOO0RRONEORDEEOE0ODO00000RR00d0REe0EENED000S00D000C000000C000B0O0GBBRBBOE

List all medications, supplements and/or vitamins currently taking. Ask for | certify that | have read and understand the above. | acknowledge that my
an additional sheet if you are taking more than 9 medications. questions, if any, about the inquiries set forth above have been answered

to my satisfaction. | will not hold my dentist, or any other member of his/
Drug Purpose her staff responsible for any errors or omissions that | may have made in the

completion of this form.

v
SIGNATURE OF INSURED PERSON DATE

v
SIGNATURE OF PATIENT / GUARDIAN (IF UNDER 18) DATE

v
SIGNATURE OF DOCTOR DATE




ELK AVENUE DENTAL CENTER

PATIENT DENTAL HISTORY

Name & Nickname Birthdate

Referred by How would you rate the condition of your mouth? DExcellent DGood OFair DPoor
Previous Dentist How long have you been a patient? (Months/Years)

Date of most recent: dentalexam ___ /_ /  xwrays____/_ [/ treatment (other thanacleaning) _ / [/

| routinely see my dentist every: ) 3 months ) 4 months D 6 months O 12 months O Not routinely

W

HAT IS YOUR IMMEDIATE CONCERN?

PLEASE ANSWER YES OR NO TO THE FOLLOWING:

PERSONAL HISTORY YES NO
1. Are you fearful of dental treatment? How fearful, on a scale of 1 (least) to 10 (MOSL) () teeeviiriereeeniiieaiaeenannns O D]
2. Haveyaou hadanunfavorable:dental EXPErERed v s i s e i v s s S A e v e S s B 2
3. Have you ever had complications from past dental treatment? ... ... oottt e e eeeas D )
4. Have you ever had trouble getting numb or had reactions to local anesthetic? .......ccvoiiriiiiiiiiiii e D D
5. Did you ever have braces, orthodontic treatment or have your bite adjusted? .............cccoiiiiiiiiiiiiiie e, ] D
6. Have you had any teeth remMOVET? ... i e e e e et et O O
SMILE CHARACTERISTICS

7. Is there anything about the appearance of your teeth that you would like to change? ...............cccoiiiiiiiinieniinnnns, O 1)
8. Have you ever whitened (bleached) your teeth? .. ... . e e et ) D
9. Have you felt uncomfortable or self conscious about the appearance of your teeth? ...........cc.cevveieiieiniieiiireeeeeenenns D D
10. Have you been disappointed with the appearance of previous dental Work? ..............ooiiii e D D
BITE AND JAW JOINT

11. Do you have problems with your jaw joint? (pain, sounds, limited opening, locking, POPPING) ......ovvveeieiieineieienennen, O D
12. Do you / would you have any problems CheWiNg GUM? ... . et ae e e D @]
13. Do you / would you have any problems chewing bagels, baguettes, protein, bars, or other hard foods? ..................... D @)
14. Have your teeth changed in the last 5 years, become shorter, thinner O WOrN? ... ......oiiiiiiiiiir i eeeerereaenns ] D
15. Are your teeth crowding or developing SPACEST ...ttt e e e e e e 0] D
16. Do you have more than one bite and squeeze to make your teeth fit tOSELREIT ... .. ..iuii e O D
17. Do you chew ice, bite your nails, use your teeth to hold object, or have any other oral habits? ............ccccvvvivueenenns. D D
18. Do you clench your teeth in the daytime which Makes them SOre7 ......iueeee et e )] D
19. Do you have problems sleeping or wake Up With Jaw Pain? ..ottt et e e e, D 2D
20. Do you wear or have you ever worn a bite applianCe? ..........iiueii it e )] D
TOOTH STRUCTURE

21. Have you had any cavities within the PAst 3 YEAIS? ..........iiuiiiiinii ittt e et et e ettt e e e eraeenes 0 D
22. Does the amount of saliva in your mouth seem too little or do you have difficulty swallowing any food? ..................... o D
23. Do you feel or notice any holes (i.e. pitting, craters) on the biting surfaces of your teeth? ..........cooviioieiiniinieannnn, O 2D
24. Are any teeth sensitive to hot, sold, biting, sweets, or avoid brushing any part of your mouth? .........cvoeeeeeiueeeeninenn.. p] D
25. Do you have grooves or notches on your teeth near the guM LINET ..o et D] D
26. Have you ever broken teeth, chipped teeth, or had a toothache or cracked filling? .........cooviiiiiiiini i, »] D
27. Do you frequently get food caught DetWeen Ny tEELI? . ...iiiiiriiviorsorsesis e ves s datosbowsisoasssssasisiasisii i 9] B
GUM AND BONE

28. Do your gums bleed or are they painful when brushing or flossing? ... enn, D =
29. Have you ever been treated for gum disease or been told you have lost bone around your teeth? ......................o...... ®) D
30. Have you ever noticed an unpleasant taste or odor in YOUr MOULAT .. ..... i e e D D
31. Is there anyone with a history of periodontal disease in your family? ..o e eeeneenn @ )
32. Have you ever experienced GUIM FBCESSTON? . ... ... ettt ettt et e et e e e e s et e e et e e e e et e ettt ae e e ae e e e e et e e et e e e enanes ®) @
33. Have you ever had any teeth become loose on their own (without an injury), or do you have difficulty eating an apple? . O 2
34 Have youwexperienced a bupning:sensabion INVEUFMOUENT. ..o o s i corn s s i sov s C 9]
Patient Signature Date

Doctor Signature Date







