PATIENT DENTAL HISTORY

Name of previous Dentist and Location

Date of Last Exam

Yez Mo

1.) Do your gums bleed while brushing or flossing?............cmmmne e

2.} Are your teeth sensitive to hot or cold liquidsfoods?. ...,

3.} Are your teeth sensitive 1o sweabisour [IQUIdSIFOOOS ...

4.) Do you feel pain to any of your teeth?.............. S

5.) Do you have any sores o lumps InoF near your r'm:-u'lh'i' ...................................

6.} Have you had any head, neck or jaw iNJUBE?..........cccmimm s

7.} Hawve you ever experienced any of the following
prﬂhlems in your jaw?

Pain Lqmnt. Ear, su::le E‘f fac:e} o g

Difficuity in opening or I:Insing AP

TR i e G e e e e e e S L e

8.) Do you have frequant headaches™............ccen

8.) Do you clench or grind your BBeth ... ....iwmmmmmiimmeernsssramss s e s

10.} Do you bite your lips or chaeks FPEquentiy? . .y st s

11.) Have you had any difficult extractions in the past? ...

12.} Hawve you aver had profonged bleeding following

any extractions?. ... A T b e ki sl T e T A

13.} Have you ever had any orthiodontic l.'rsatment'?

14.) Do you wesar dantures or patial? ... s

15.) Have you ever received oral hygiena inglructions regarding

this cang of your bbb e gUImE 7. i it s ssins ysass s amast s

AUTHORIZATION AND RELEASE

1 sarlify thal | have read and understand Lhe above informalicn 1o the best of my knowtedge, Thae aboes quastions have
bieen ascuretely answered. | uncarstand that providing incoerect informaticn can be dangersus to my. | authorize jhe
diandist o relaase any infarmafion including the disgnosis and the records of any Ireamiment or examination rendared b
ma or my child durng the peried of such Oental care @ (sed party payors andfor hedath praclioners. | autharize and
reguast my insurAnce company o gay dirsctly (o the dantist o dental group Insuwrance banefits otharvise payable o me,
| undarstand that sy dental insurance carmar may pey [ess than the achual Bl for sendces. | agres fo be responsilds e
payment of all services renderad on my behaf or my dapendants

If | do nod pay the entire new balance within 25 days of the monthly billing date, a lsie charge of 1.6% an the balance than
unpaid and owed will be assessed sach month [ aliowed by law), | reakee thal failure o keap this accouwnl curanl may
result in you being unable o provide addiional dental services ascept for dental amergencies or whera thema |8 pre-
gaymend for additional sarvices, |n ihe case of defaull on payment af [his accaun, | agres (o pay colectan costs and
raastnabla albarmey fees incurred in atiermpling o collect an this amount of lulehe acoouni balances.

Signature of patiant or parentiguardian Data



