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CONSENT FOR TREATMENT

1. I hereby outhorize doctor or designoted siafi to toke x-roys. study models, photogrophs,

ond other diognostic oids deemed oppropriote by doctorto moke o thorough diognosis

of (nome of potieni) 's dentol needs,

2, Upon such diognosis, I outhorize doctor to perform oll recommended treotment

mutucrlly ogreed upon by me ond to employ such ossistonce os required to provide

proper core.

I ogree to the use of onesthetics, sedotives ond other medicotion qs necessory. I fully

understond thot using onesthetic ogenis embodies certoin risks, I understond fhot I

con osk for o complete recitolof ony possible complicotions,

I give consent to the doctor's or designoted stoff's use ond disclosure of ony orol,

wrifien or electronic heolth records thot ore individuolly identifioble os mine for the

purpose of corrying out my treotment, poyment ond heolth core operotions, I

understond thot only the minimum omount of informotion necessory to provide quolity

core will be used or disclosed ond thot c notice fully outlining the protection of rny

personol heolth informotion is ovoiloble,

I ogree to be responsible for poyment of oll services rendered on my beholf or my

dependents, I understond thot poyment is due oi the time of service unless other

orrongements hove been mode ln the event poyments ore not received by ogreed

upon dotes. lunderstond thot a1-112"/" iote chorge (.l8% APR) moy be odded to my

occount, lf required, I olso undersiond o check of my credit history moy be mode.
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Potient's Signoture Witness

Porent/Responsibie Porly's Signoture

Dote

Relotionship to Poiient



DENTAL HISTORY

Welcome! So tbat ue rnay lrrouide you uitlt tbe best lnssfble care
please complete botb sid.es of tltts medical,/dental bistctryfonn.

All information * completely confidenttal

IVhat is the reason for your visit today?

Date ol Last Dental Visil

Whal was done at your last dental visil?

Lasl Denlal Cleanlng Last FullMouth X-rays_

Previous Dentist's Name

Address State_Zp
Telephone.

How oflen do you have denlal examinations?

How often do you brush your teeth?

What other dentalaids do you use? (lnterplak, toothpick, etc.)

Do you have any dental problems now?

How often do you lloss?

Yes No

ll yes, please describe:

Are any ol your leelh sensilive lo:
Hot or cold?

Sweets?

Biting or Chewing?

Have you nol'rced any mouth odors or bad lastes?

Do you kequently get cold sores, blisters or
.any olher oral lesions? Yes

Do your gums bleed or hurt?

Have your parenls experienced gum disease

or loolh loss?

Have you noticed any loose teeth or change

in your bite?

Does lood tend to become caught in between

your teeth? Yes

lf yes, where?

lf so, please describe, including cause

Have you experienced:

Clicking or popping of the jaw?

Pain? (oint, ear, side ol face)

Difficulty in opening or closing the mouth?

Ditficulty in chewing on either side ol the moulh?

Headaches, neckactres or shoulder aches?

Sore musc,les (neck, shoulders)?

Are you salisfied with your teeth's appearance?

Would you like lo keep all ol your teeth all ol your lile?

Do you feel nervous about having dental Ueatment?

ll so, what is your biggest concem?

Have you ever had:

Orthodontictreatment? Yes

Oralsurgery? Yes

Periodontallrealmenl? Yes

Your leelh ground or the bite adjusted? Yes

A bile plate or mouth guard? Yes

A ser'rous injury to ihe mouth or head? Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

Yes

Yes

Yes

ls there anything else about having dental treatment that you would like us lo know?

Do you:

Clench or grind your teeth while awake or asleep?

Bite your lips or cheeks regularly?

Hold foreign objects with your leeth?

(pencils, pipe, pins, nails, lingemails)

Moulh breathe while awake or asleep?

Have tired jaws, especially in the morning?

Smokelchew lobacco? Have you ever had an upsetting dental experience? Yes No

ll yes, please describe_

ll yes, please describe

{Please complete other side)

Yes No



ffiEDICAL HISTORY

1. Haveyoubeen

lf yes, for what?

under the care of a medical doclor during the pasl two years?......,..-....... Yes

Yes

Yes

No

Phone

State -- Zip

Have you taken any medication or drugs during lhe past two years?

Are you taking any medicalion, drugs or pills now, including regular dosages ol aspirin?

lf yes, phase list name and dosage

4. Have you ever laken prescription medicalions lor weight loss (diet pills)?

ll yes, did you lake any ol the lollowing:

Physician's Name

Address City

2.

3.

No

No

NoYes

Yes No

Yes No

Yes No

Fen-Ph6n (Fenlluramine-Phentermine)

Pondimen (Fenfl uramine)

Bedux (Dexfenfl uramine)

lf yes 1o any ol the above, did you have a medical exam for heart issues?

5. Are you aware ol having an allergic (or adverse) reaclion lo any medication or subslance?.

No

No

Yes

Yes

lf yes, please list:

6. Have you been a patienl in the hospital dur;ng the past five years?

7. lndicale whirlh ol the following you have had, or have at presenl. Circle "yes" or "no" to each ilem.

NoYes

Heart(Surgery,Disease,Atlack)... Yes No Ulcers.. ,...... Yes No

ChestPain. .... Yes No Diabetes. ..,.. Yes No

Congenital Heart Disease....... .. Yes No Thyroid Problems.. ., . ., .. . ... .. Yes No

Heart Murmur. .. .. Yes No Glaucorna. . . Yes No

High Blood Pressure. . . ., Yes No Contacl lenses. . . , . Yes No

MitralValveProlapse. ....Yes No Emphysema, ......, Yes No

Artificial Hearl Valve. Yes No Chronic Cough, . - . . Yes No

HearlPacemaker...-.--....., Yes No Tubercuios's. .....Yes No

Rheumalic Fever.. . .. - - .. . .. . Yes No Asthma. . Yes No

ArthritislRheumatism.,..,,.... . ,. Yes No Hay Fever. . . . . Yes No

CortisoneMedicine. ..-..Yes No LatexSensilivity ......Yes No

SwollenAnkles ......Yes No AllergiesorHives. ..,..Yes No

Stroke.. ... . Yes No SinusTrouble. . Yes No

Diel(Special/Bestricted). .- -. .. Yes No RadiationTherapy.... .... . Yes No

ArtificialJoinls (hip, knee, etc.) . Yes No Chemotherapy. . , Yes No

KidneyTrouble. .. .. -. .. Yes lllo Tumors . . . , . . Yes No

Hepatltis A (infeclious) B (serum)..

Venereal Disease.

A.t.D.S.

H.l.V. Posrtive . ... Yes No

Cold SoreVFever Blisters ... .. .. . Yes No

BloodTransfus'ron, . . .. .. . ., Yes No

Hemophilia. . .. -. . Yes No

SickleCell Disease. -.,,...Yes No

Bruise Easily. .. , . Yes No

Liver Disease. . . ., Yes No

YellowJaundice .,........ Yes No

Neurological Disorders. . .. Yes No

EpilepsyorSeizures. ..... Yes No

FaintingorDizzySpells. ........ Yes No

Nervous/Anxious....... .-, Yes No

PsychiairiciPsychological Care. .. . . Yes No

Yes No

Yes No

Yes No

8. Have you ever been told you snore?......... ............Yes
9. Do you have difficulty falling or staying asleep?....... .........,........Yes
10. When you awaken in the morning, do you feel unrested despite a full night in bed?........ .......Yes
1 1. Do you ever awaken from sleep with a sensation of choking or gasping?.. ...,....Yes

Women. Are you: Pregnanl? Yes,_Monlhs No Nursing? Yes No Taking birth control pills? Yes No

I understand the above informalion is necessary to provide me with dental care in a safe and efficient manner. I have

answered att questions to the best of my knowtedge- Should further information be needed, you have my permission to

ask the respective heatth care provider ar agency, who may release such information to you. I witt notify the doctor of

change in my health or medication.

Patient/Guardian Signature

History, teview.:=.:::::::::: r..:

No
No

No
No

D-entist Signature


