



	Patient name: 
	Date of birth: 
	Sex: 
	Age: 
	Home address: 
	City: 
	State: 
	Zip: 
	Billing address if different: 
	City_2: 
	State_2: 
	Zip_2: 
	Home phone: 
	Cell: 
	Email: 
	Drivers license: 
	State_3: 
	SS: 
	EmployerOccupation: 
	Bus Phone: 
	Spouses name  phone: 
	Emergency phone  other than spouse: 
	Primary dental insurance: 
	Group: 
	Secondary dental insurance: 
	Group_2: 
	Subscribers name: 
	Date of birth_2: 
	SS_2: 
	Name of your medical doctor: 
	Date of last visit to medical doctor: 
	Name of previous dentist: 
	Referred to us by: 
	Date of last visit to dentist 1: 
	Date of last visit to dentist 2: 
	or others: 
	Do you clench or grind your jaws frequently: 
	Do your jaws ever feel tired: 
	Text13: 
	Text32: 
	because of pain: 
	Do you have earaches or pain in front of the ears: 
	Do your gums bleed easily: 
	upon awaking in the morning: 
	fill_51: 
	Do your gums feel swollen or tender: 
	about your mouth: 
	How often do you brush: 
	fill_38: 
	sleep daily routine or other activities: 
	frustrating or depressing: 
	Are your teeth sensitive: 
	pain relievers muscle relaxants antidepressants: 
	Hot foods or liquids: 
	TMD: 
	Cold foods or liquids: 
	Sours: 
	throat or temples: 
	Sweets: 
	fill_64: 
	Text33: 
	Are you aware of an uncomfortable bite: 
	Have you had a blow to the jaw trauma: 
	Do you prefer to save your teeth: 
	Are you a habitual gum chewer or pipe smoker: 
	Do you want complete dental care: 
	Heart Problems: 
	Chest pain: 
	Shortness of breath: 
	Blood pressure problem: 
	Heart murmur: 
	Heart valve problem: 
	Text12: 
	Taking heart medication: 
	Rheumatic fever: 
	Pacemaker: 
	fill_16: 
	If so how much_2: 
	Blood Problems: 
	Easy bruising: 
	Frequent nosebleeds: 
	Abnormal bleeding: 
	Blood disease anemia: 
	Ever require a blood transfusion: 
	Allergy Problems: 
	Hay fever: 
	Sinus problems: 
	Text11: 
	Skin rashes: 
	Taking allergy medication: 
	Asthma: 
	Intestinal Problems: 
	Ulcers: 
	Weight gain or loss: 
	Special diet: 
	ConstipationDiarrhea: 
	Kidney or bladder problems: 
	Bone or Joint Problems: 
	Arthritis: 
	Back or neck pain: 
	Joint replacement: 
	Fainting Spells Seizures or Epilepsy: 
	Strokes: 
	Frequent or severe headaches: 
	Thyroid problems: 
	Persistent cough or swollen glands: 
	Premedications required by physician: 
	CancerTumor: 
	Other: 
	Notes 1: 
	Notes 2: 
	undefined: 
	Date: 
	Diabetes: 
	Urinate more than 6 times a day: 
	Family history of diabetes: 
	Do you drink alcohol: 
	If so how much: 
	Do you smoke: 
	Hepatitis jaundice or liver trouble: 
	Herpes or other STD: 
	HIVpositiveAIDS: 
	Glaucoma: 
	Do you wear contact lenses: 
	History of head injury: 
	History of alcohol or drug abuse: 
	If so please describe: 
	Other_2: 
	undefined_2: 
	undefined_3: 
	If so do you have any symptoms: 
	undefined_5: 
	Notes 1_2: 
	Notes 2_2: 
	Dentist Initial: 
	Check Box22: 
	Check Box31: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	7: Off

	Check Box30: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	7: Off

	Check Box23: 
	Check Box24: 
	Check Box25: 
	Check Box26: 
	Check Box27: 
	Check Box28: 
	Check Box29: 
	Button35: 
	Text37: 
	Text38: 
	Text39: 
	Text40: 
	Text41: 
	Text42: 
	Text43: 
	Text44: 
	Check Box20: 
	0: 
	0: 
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	7: Off
	8: Off
	9: Off
	10: Off


	Check Box21: 
	0: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	7: Off
	8: Off
	9: Off
	10: Off




