
Patient Information Sheet
Name: Last First Middle

Address City State Zip

Social Security Number Responsible Party

Sex Birth Date Spouse/Guardian

Who may we thank for referring you to this office?

Name of Physician Date of Last Physical Are you in good health?

Serious Illness/Surgery in Last 5 Years
List any medication you are presently taking.

Have you ever been told by a doctor that you need to take antibiotics (pre-medication) before dental treatment?

If yes, what antibiotic?

Signature of Patient (or Responsible Party) Date

Home Phone Work Phone Employer

Please Circle Yes or No

Yes No Hepatitis/Liver Disease
Yes No Rheumatic Fever
Yes No Heart Disease
Yes No Heart Murmur
Yes No Diabetes
Yes No Sinus Trouble
Yes No Asthma/Hay Fever
Yes No Kidney Disease
Yes No Abnormal Bleeding
Yes No Hip/Joint Replacement
Yes No Do you use tobacco
Yes No Do you take aspirin

Regular Daily

Yes No Are you pregnant at this time?
Yes No Allergies to medication

If so, list
Yes No Allergies to anesthetics

If so, list
Yes No Arthritis
Yes No Tuberculosis
Yes No High Blood Pressure
Yes No Epilepsy
Yes No Blood Transfusion
Yes No Positive Test Result for HIV or AIDS Virus
Yes No Do you take blood thinning medications?



What is your primary concern for seeking care in this office?

How often do you see your dentist?
Do any of the following cause tooth discomfort?

Hot Cold Sweets Chewing
How often do you brush your teeth? Floss Water Jet
Do your gums bleed while cleaning?
Do your gums ever feel tender or swollen?
Have you had periodontal treatment?
Do you clench or grind your teeth?
Can you chew on both sides of your mouth? Comfortably?
Do you have frequent headaches? Ear Aches?
Have you ever had orthodontic treatment (braces)? When?
Do you lose or break fillings? Do you have a history of recurrent decay?
Do you have any noticeable wear on your teeth? Food traps?
Do you have any missing teeth? Have they been replaced?

Fixed Bridge Removable Partial Full Denture Dental Implant
Are you comfortable with the replacement?
Please describe.
How do you feel about the appearance of your smile?

Have you ever had any cosmetic dentistry done to improve your appearance?
If yes, are you pleased with the results?
Please Comment.
Have you ever had an unpleasant dental experience?
Please add anything you feel is important.


