Aquaintance Form

In this section are forms that are very important.
Please take the time necessary to accurately fill them

Ol

We suggest this be done when you're not rushed and
can candidly reveal any past fears, disappointments
or problems you may have experienced in dentistry.

The more we know about you the better we'll be able

Patient Information

to serve you.

HName Last

——r—

Datea

19

Name Friends Call You

If Child, Give Parentl's or Guardian's Mame

550 Driver's License & Sex Birthdate Race

Address Sfreat City Stare Zip Home Phane

Employment (Nﬁﬂlhh’ﬁﬁ_ = Oecupation — - [Me. Years Employed

Marital Siatus Spousa’s Mame Spouse’s 5.5.8 Spouse’s Birth Date

Spouse’s Employment |?6uuse"§ﬁb’rﬁ'ﬁﬁﬁi' =8 Spouse’s Occupation == Spouse’s No. Years
Employed

Do you have insuranca that may cover any part of our profassional senvices?

[lyes [No

Highest Grade Attained in School

K 1 2 3 4. B 28 53 B

$ 10 11 12

[Il‘ So, Mame of Company

College

1 P

) 4 5 4] T

—_——

IN CASE OF EMERGENCY, Please Notify {a FHEI{EL'HI ather than family member such as, co-worker, neighbor, friend, boss)

MNam

Relation

Address

Hiow were you nefermed to our office?

I, THE UNDERSIGNED [PATIENT OR LEGALLY RESPOMNSIBLE PARTY] (A) CERTIFY THAT THE INFORMATION GIVEN ON THIS FORM IS TRUE AND CORRECT; (B) AUTHORIZE DENTAL
TREATMENT TO BE RENDERED BY THE DENTIST AMD HIS STAFF; (C) UNDERSTAMD AMND ACCEPT THAT | WILL BE RESPONSIBLE FOR PAYMENT OF THIS TOTAL FEE REGARDLESS OF

MY DENTAL INSURANCE BENEFAITS,

[ S =

DATE




Medical Questionnaire

Correct answers to the following questions will al-
low Dr. Scott to treat you so there will not be an
emergency. However, if an emergency situation does
arise this information will help insure proper treat-
ment. As before, your answers are for our records
only and will be considered confidential.

Are you being treated by a Medical Doctor now? If Y¥es, for what reason?

1. LlYes [ INo

Arg you taking any drugs or I'I'IIE|:||E:I|EHE_EI-IE'_IE“|J{'E5E- Hur;';? =} ﬁa’l:? = =
2 llYes |liNo FOR? = = —Ee—e s
Medical Dectors Nama Dwate of Last Exam IT ehild - approximate welght helght.,

3.

— i —

Arg you sensitive or allergic 1o amy medicing, including ﬁ'llcilliﬁ? [ If Yes, What. imcluding penicillin?

4 [lves [INo e o
Have you ever been hospitalized or had any surgical operations?

- _i_l:r-"raa. list reasons and dates,

5. [lves [INo |

Have you aver had a blood transfusion? 'If Yes, gve reason and dates.
|

6. CIves [INo i
7. HAVE YOU HAD:
A ASTHMA DR HAY FEWER - 45 o e st v s s e e T A YES e AL BUADOER THSERGE. ~ari0vs - s Tach s s s aci st m e o s o YES
B, JOREREULORIG o e e T eyt SO S S S A YES v, DIABETES [SUGAFDISBAES) ')« . 2'iis s s e cusieiensannsns YES
. RHEUMATIC FEVER, RHEUMATIC HEART DISEASE. ... .cvvvvnnvnnenns YES T o . YES
o AR T VB S e s o a0 e S et e e P o YES | |1 i EPREPSY OR BEDURES (s - =t frs s s oo b s e sy s s YES
B AR MBI - S i e oy S e S e et wedTonta et VS y. FAINTING ORDIZZY SPELLS . .. ovvuenivnnernarmesnnsnnsssnns YES
f. HEART CHSEASE OR HEART ATTACHK . & . o5 iic ad trabiais s nin siadiniaissieann YES | T R e B T e o i e L T b e oL YES
B ANGINA PECTORIS 1 s o cnmieweam wammons s v es s s siais s waie 88 6§ Frmmss YES T et L YES
BT RORE S e 4 e s AV e T & T o e a3 s o s ST e A1 YES bb. THYROID DISEASE (08 GOIEN) . .« v veevusannenssssssesnsers YES
L G O PRESSIRE . — s s b o4 o e e i P e R e N YES oo PSYGHIATRIC TREATMENT . ..o vin i s il en i iandaania YES
B LN B O PR S LR ot 1 e e o (o o B f TR ey Tk o O B e dd. CHEMOTHERAPY - RADIATION THERAPY (Cancer, Leukemila) ... ...... YES
Ko AN e e B e o g e e e e P e L S, A YES T ST Tl oty Ty (e e St £ A e SRR PR B, | -
L M ERBIET DR HIVES . e v 5m 4 S 2o g et b 4 e e YED ff. HAVE YOU EVER HAD EXCESSIVE BLEEDING FROM CUT OR WOUND? . ... YES
m. ULGERS (Stomach orintestinal] .ot oo v ieenehnaamenaanesnna YES ge. HAVE YOU HAD ANY TROUBLE OR REACTIONS TO
P RRTRTTIS ot e L b e T e YES LOCAL OR GEMERAL ANESTHETICS? ... vv oo einnssanesrsssen: YES
o IV PORTTIVE—AIDE i s v e e S e hh. DO YOU CLENCH OR GRIND YOUR TEETH?. . ... vvvvyns . YES
0 THERPES SIMPLEN TN v v v slnim mnemomrim mom,mmie mimim i arace oo, 5 i Sy o ) il. ARE YOU DISSATISFIED WITH THE APPEARAMCE OF YOUR TEETH? ...... YES
q. VEMEREAL DISEASE (..e.; Syphilis, Gonomhea, €16.) ... .............. YES il HAVE YOU EVER BEEN INSTRUCTED IN
r. KIDNEY OR BLADDER DESEASE & . . .2 iss v oane s it aan i YES CARING FOR YOUR TEETH AND GUMS? & .. . ovveuncevriannesessss YES
8 HEPRTITER N oo s e e e L e YES kk. ARE YOU INTERESTED IN A PREVENTIVE DENTAL PROGRAM? ... ..... YES
R 2 313 - D B o et i e e P B D A YES I, ARE YOU INTERESTED IN COSMETIC DENTISTRY? .......cov0e...:.. YES
IN CASE OF EMERGENCY, Please Netify (a person ather than family member such as, cowarker, neighbior, friend, boss) X
Narme — A |F¢¢|atlm =T

Address ] ' | Phone




Dental Questionnaire

Correct answers to the following questions willallow Dr. Scott to treat

ton amaore individual basis, flrt:rw'ﬂ'ing.I‘hemn*.apprﬁprfﬂm

for your particular needs. Your answers are for our records only and will be considered confidentia

1. When was your last dental appointment?

2. Do you want to learn to control dental disease and retain your teeth? | |Yes | INo
3. Does dental treatment make you nervous? | |No [ |Slightly | Moderately [ |Extremely
4. Do you get frustrated because you always have something to be treated or repaired when you visit the dentist? | |Yes [ No
5. Are you deeply concerned about finances required to return your mouth to excellent dental health? [ [Yes [ |No
6. Are you dissatisfied with your teeth and their appearance? | [Yes | |No
7. Have you ever had any serious trouble associated with previous dentistry? | Yes [ [No
8. Have you ever been treated for periodontal disease (gum disease, pyorrhea, trench mouth)? [_|Yes | |No
9. Are you having any discomfort at this time? [ [Yes | |No
10. How often do you brush? Brushis: [ _!Soft | |Medium [ |Hard
11. Do you have or have you ever had any of the following:
TEETH K MOUTH =
Loose teeth _lYes [ |No Bleeding, sore gums | [Yes [ INo
Sensitivity to hot Yes | _|No Unpleasant taste/bad breath L_|Yes No
Sensitivity to cold L {Yes [ |No Burning tongue/lips [ Yes [ |No
Sensitivity to sweets Yes | INo Fmt%uent feverblister, lips/mouth|_|Yes [ _|No
Sensitive to biting pressure L lYes [ INo Swelling/lumps around teeth  |_|Yes | No
Food impaction areas | iYes | |INo Swelling/lumps in mouth { |Yes [ |No
Clenching/grinding [ iYes | |INo Ortho treatments (braces) | |Yes | [No
If s0, when Biting cheeks/lips ' 1Yes [ |No
Shifting in bite | 1¥es | |No Clicking/popping jaw | |Yes [ |No
Change in bite | 1Yes [ INo Difficulty opening or closing jaw || Yes No
12. Do you use the following:
Pre-Brushing rinse (Plax) ... _| Yes [ INo Fluoride Rinse ............ccccccenvieae._ Yes [ No
Brush i i i i Y08 NG WaLEIDIC Sunniississsnmmannsand] 165 [JNO
How often? - _ Rotodent, Interplak, } [TYes [INo
DDAl 088 ....coorinimmn sl 088 - - _INO Brawn Oral B Plaque Remover
How often? Other

These are the things that are important to me about my dental health:

What doyou fearmost about dental care?

Circle one:

1. My mouth is

a) very comfortable.
b} moderately comfortable
c) uncomfortable.

2.1

a) think the appearance of my mouth is excellent.
b) am satisfied with the appearance of my mouth.
c) am dissatisfied with the appearance of my mouth.

3.1

4.1

5.1

6. | have

7.1 think my present state of dental health is

8.1 aspire to a mouth with:

9. What are some ql-lestiﬂﬁs about dentistry;d oral health that you have never had adequatley answered for yEuiT .

a) will do anything to keep my natural teeth.

b) want to keep my teeth, but have a certain budget of time and money [ am
willing to spend on them.

c) don’t care whether | keep my teeth or not.

a) have set goals for my oral health with a previous dentist.

b) want to set goals concerning my dental health.

c) never set goals concerning my dental health.

a) have alwavs done the best that was recommended for rn§ dental health.
b) have not Jzne what dentists have recommended for my mouth.
c) rarely go, and don't care much about having my dental work completed.

a) put dentistry for myself and my family high on my priority list.
b) put dentistry for myself and my family low on my priority list.
€) it on my list but it is hard to find.

a) excellent.

b) good.

cjpoor.
a) excellent health,
b) good health.

¢) poor health.




Dental Insurance Information

Please complete the following if you have dental
insurance. The information below is not necessary
for us to provide the quality dental care that you
value, but is necessary so that we might help you
with your dental insurance. This is a service we
provide, but is not our responsibility. Please be thor-
ough and complete so your dental insurance might
be maximized for your personal benefit.

Insured's Name Last First Midgle Insured’s 5.5.¥ 2 ‘ Insured"s Date of Birth
Dental Insurance Company Emun- 0. Local Mo,
Dental insurance Company Address Street [City I‘hﬂr& Zip
|
Insured s Employer Employer's Addrass Phone

Date of Marriage

Date of Employment

rﬂecwa Date of Dental Insurance

'] Calender Year of Insurance

Do you have dual coverage? (Are you also covered by another insurance plan?)

[ves [INo If Yes complete the following:

Insured's Name Last First Middle Insured’s 5.5.9
Dental Insurance Company Group No. Local No.

Dental Insurance Company Address Stroel city State Zip
Insured's Emplayer Employer's Address Phone

Date of Employment

Effective Date of Dental Insurance

Calender Yoear of Insurance

————

—_—

FOR OFFICE USE ONLY

Deductible

Maximum

Preventive

Basic

Major

Other
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