Welcome to

FAMILY DENTAL ASSOCIATES

About You

Patient Name: Date of Birth: / / SS#: - -
Sex: (JM [JF [IMarried []Single [ ]Divorced [ JWidow
Person Responsible for Account: Relationship to Patient:
Parent/Guardian: Date of Birth: / / SS#: - -

Signature of Responsible Party:

Address:

Home Phone: ( ) - Cell Phone: ( ) -
Work Phone: ( ) -

E-mail:

Would you be interested in having communications sent to you via your e-mail address?
(Ex: appointment reminders, administrative updates and health bulletins) [ ]Yes [ ]No

What is the best time of day to reach you? [] Before Noon [JAfter Noon

How did you hear about our Practice?

Other family members seen here?

When was your last dental visit?

Do you have a previous dentist we need to obtain record from? [JYes [ JNo

If yes, who is your previous dentist?

Do you have any areas of concern you would like the dentist to check?

Emergency Contact Information

(Nearest Relative not living in household)
Name:
Address:

Home Phone: ( ) -
Work (Cell) Phone: ( ) =

Relationship:
Your Preferred Pharmacy f Material Consent
Do you have a specific pharmacy that you use? When there is a choice of material for restorations,
I elect to have the tooth colored fillings.
Name of Pharmacy:
Yes No Always Ask

Location:

Please Initial

Please know, if you choose a tooth color composite
restoration on a molar tooth, your insurance may only
pay the equivalent of a silver amalgam restoration.




Dental History
Have you ever had trouble from a previous dentist? [ ]Yes [INo
Do you have any pain in your jaw or near your ears? [ ]Yes [ ]No
Do you have any unhealed injuries or inflamed areas in or around your mouth? [ JYes [ JNo
Have you experienced any growths or sore spots in your mouth? [ JYes [ JNo
Does any part of your mouth hurt when clenched? [ JYes [JNo
Have you ever had any reaction to Novocain or other anesthetic? [ ]Yes [ JNo
Do your gums bleed? [ J[Yes [ JNo
Do you have a bad taste in your mouth or odor? [ JYes [ JNo
Do you clench or grind your teeth? [ JYes [ JNo
Do you have hot and cold sensitivity? [ JYes [ ]No

Is there any other problem not covered above that you would like to discuss?

Medical History

Do you have a personal Physician? [JY [JN  Physician’s Name: Phone: (

Are you currently under the care of a physician? []Y N If yes, please explain:

Are you taking any prescription/over the counter drug? [JY [J N

Please List or Provide a list of medications to be scanned into your chart:

Do you smoke or use tobacco in any form? []JY [N

Do you use more than two pillows to sleep? []Y [N

Have you been a patient in the hospital in the last five years? [JY [N

Have you lost or gained more than ten pounds of unexplained weight in the last year? [JY [N

Do you have any artificial joints? [ JY [JN If Yes, please specify:

Do you require antibiotics before dental treatment? [JY [N

Do you take any of the medications for Osteoporosis? []Fosamax [JActonel [OBoniva  []Other:

Women:
Are you taking birth control pills? [JY [N
Areyou pregnant? [JY [JN  Week:
Are you nursing? Oy [ON

Are you allergic to any of the following: (circle all that apply)

[JAspirin [JErythromycin [OMetals
[JCodeine OJewelry [JPenicillin
[ODental Anesthetics [OLatex [OTetracycline

Please list any other drug/materials that you are allergic to:

Indicate which of the following you have had, or have at the present. Check each item if it applies to you.

[JSerious Illness [JLiver Problems [ODry mouth
[JHospitalization [JBone Problems [JHepatitis Or Jaundice
[JSurgery [JJoint Problems [JArthritis
[JComplications with Anesthesia [ISteroids [JJoint Replacement
[JBreathing Problems [JAnticoagulants (Blood Thinner) [JHeart Defect/Murmur
[JHeart Problems [JRadiation Therapy [JStomach Ulcers
[IBlood Problems [JChemotherapy [JTuberculosis

[IBleed or Bruise Easily [JRecreation Drug [JPersistent cough Or Cold
[IBlood Pressure Issues [JHives or Skin Rash [JImmune Disease

[JGI Problems [JAsthma [JVenereal Disease
[Thyroid Problems [JFainting Spells or Seizures [JPsychiatric Treatment
[JKidney Problems [ODiabetes [JOsteoporosis

Please List any conditions that may not have been listed above:

[JCancer or Malignancy
[JGlaucoma

[JHerpes

[JAIDS

[JHIV Positive

[JFever Blisters Or Cold Cores
[JBlood Transfusion
[JShingles

[ISickle Cell Disease
[ONervous/Anxious







