ACQUAINTANCE FORM

Welcome to our office. So we may become acquainted, please provide the following information.

PLEASE PRINT CLEARLY ON BOTH SIDES

	First Name               Middle Initial                Last Name
	Birth date
	S S #   (kept confidential)

	Residence  Address                         Apt #                        City               State         Zip
	HM #:

Cell # :

	Who referred you to this office:
	Email:

	You are employed by:
	Position:
	WK #:                                   Extention?

	Your business address                                   Suite #                                                  City                         State                 Zip

	Below List the Nearest Relative NOT living with you:

	Name
	Address
	Phone


                                      DENTAL INSURANCE INFORMATION

	Insured employee:           SS# of insured employee              Date of Birth:             Insurance company:                        Phone #: 




IF A SECOND DENTAL INSURANCE POLICY EXISTS:

	Insured employee:            employees date of birth:              employees work number:                 SS# of  insured person:                     

__________________________________________________________________________________________________________

 Insurance company:                                      Phone # of insurance company:                           Local or Group #:




TODAY’S DATE________________ FOR MEDICALHEALTH HISTORY INFORMATION:
Date of your last MEDICAL HEALTH care exam: _____________What was this exam for? _____________________

Have you been hospitalized in the last 5 years?   No  Yes      If yes, reason:          ________________________________

Are you currently under physician’s care?
     No    Yes     If yes, nature of care:   ______________________________

Please list the NAMES & PHONE #’S OF PHYSICIAN WHO ARE CURRENTLY PROVIDING YOU CARE:
1.____________________________________________________________________phone#____________________

2.____________________________________________________________________phone#____________________

Your answers are for our records only and will be kept confidential. During your visit you may be asked additional questions.
Have you ever had chemotherapy for bone cancer?_______________

Have you ever taken drugs for osteoporosis?   Such as: Fosamax, Actonel or Boniva?         YES          NO
	Heart Murmur (mitral valve prolapse)
	No
	Yes
	Psychosis
	No 
	Yes

	Anemia
	No
	Yes
	Sore/Enlarged Lymph Nodes
	No
	Yes

	Diabetes
	No
	Yes
	Previous Biopsies
	No
	Yes

	Epilepsy
	No
	Yes
	Slow-Healing Mouth Sores
	No
	Yes

	Hepatitis,  A,  B, or C
	No
	Yes
	Asthma
	No
	Yes

	Rheumatic Fever
	No
	Yes
	Recurrent Illnesses
	No
	Yes

	Cancer
	No
	Yes
	Joint Replacement
	No
	Yes

	Chemotherapy treatment
	No
	Yes
	Glaucoma
	No
	Yes

	Emphysema or Respiratory Illnesses
	No
	Yes
	Abnormal Bleeding from a cut
	No
	Yes

	Abnormal Heart Condition
	No
	Yes
	Liver Disease (including Jaundice)
	No
	Yes

	Kidney Disease
	No
	Yes
	Unintentional Weight Loss/Gain
	No
	Yes

	Heart (Surgery, Disease, Attack)
	No
	Yes
	Gout
	No
	Yes

	Venereal Disease
	No
	Yes
	HIV Infection/AIDS
	No
	Yes


                     OVER:  HEALTH HISTORY CONTINUE
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· Are you allergic or have you had a reaction to:

· 1.Local dental anesthetics___________________________________________No
 Yes

· 2.Penicillin or other antibiotics ______________________________________ No
 Yes

· 3.Aspirin  _______________________________________________________No
 Yes

· 4.Codeine, Valium or other sedatives__________________________________No
 Yes

· 5.Latex _________________________________________________________No     Yes

· 6.Other allergys? please list_________________________________________.No     Yes

· Are you required by your physician to take antibiotics before dental treatment? No 
 Yes
· Are you a smoker? ________________________________________________No
 Yes


· If so, how much do you smoke per day? _________________

· Abnormal Blood Pressure? (Please circle)______________________________ No
 Yes


· If yes, what is your normal blood pressure?  ________/________

· (Next question is for patients interested in planning dental care with oral sedation)
· Do you consume grapefruit juice, grapefruits or grapefruit extract? ____No
  Yes

Please list any medications you are currently taking, & the daily dosage:

	1. _______________________________________
	2. _________________________________________

	3. _______________________________________
	4. _________________________________________

	5. _______________________________________
	6. _________________________________________


 __________________________________________________                           ___________________________________________________

Are you taking Tagamet (Cimetidine)?
                  No
  Yes
   If yes, how often?__________________ 

Do you take Antacids?

                                No
  Yes
   If  yes, how often? _________________

Are you taking any herbal supplements/medicines?
   No        Yes         If  yes, which ones? _________________

Diet:
Restricted Diet? ___________________________________


How many meals a day ____________________________


Food Allergies ___________________________________


Sugar in your diet:     ( None
   ( Slight
     ( Moderate 

  ( High     

Women:  Are you pregnant?  ……………………………………………………………..No  
Yes       

If no, are you planning a pregnancy in the near future? ……………………………………No         Yes


Are you a nursing mother?   ………………………………………………………No
Yes


Are you taking birth control pills?…………………………………………………No
Yes

I understand the above information is necessary to provide me with dental care in a safe and efficient manner.  I have answered all questions to the best of my knowledge.  Should further information be needed, you have my permission to ask the respective health care provider or agency, which may release such information to you.  I will notify the doctor of change in my health and medication.

I acknowledge full responsibility for the payment of services including what my dental insurance does not cover.  

I also agree that I will take full responsibility for any and all costs incurred by my failure to remit for services rendered.

__________________________        _______________________              ________________

Patient (Please print)

              Patient Signature 
                         Date

_______________________________         ____________________________                  ___________________

 Doctor (Print Name)                           Doctor Signature                                 Date
DOCTOR’S USE ONLY

Significant findings from questionnaire or oral interview:

____________________________________________________________________________________________________________________________________________________________________________________________________________
Please! 

Don’t wait until it hurts!

======================================

Periodontal disease is painless… and often victims are unaware they have the disease. It affects two out of three adults in the USA.
        Please take the following test

Warning signs of Periodontal disease

                                YES      NO
1.  Do your gums bleed when you          [  ]        [   ]

     brush your teeth or toothpick

     between them?

2.  Are your gums red, swollen, or ten-  [  ]        [   ]

      der?

3.  Are your gums pulling away from     [  ]        [   ]

     your teeth?

4.  Do you see pus between your             [  ]        [   ]

      teeth and gums when they are 

     pressed?

5.  Are your permanent teeth loose or     [  ]        [   ]

     separating?

6.  Is there any change in the way           [  ]        [   ]

     your teeth fit together when you 

     bite?

7  Is there any change in the fit of          [  ]        [   ]

If your answer is yes to any of these questions ,  please

bring it to our office’s attention.

We want you to keep your teeth for a lifetime!

Symptom Questionnaire
Patient Name: _____________________________________  Date: ______________________________

SCREENING FORM FOR ALL PATIENTS

1.  ____ Yes  ____ No
Does it hurt when you chew?

2.  ____ Yes  ____ No
Does it hurt to open wide or to take a big bite?

3.  ____ Yes  ____ No
Does your jaw make “clicking or popping” sounds when you chew?

4.  ____ Yes  ____ No
Does your jaw “feel tired” after a big meal?

5.  ____ Yes  ____ No
Do you have ear pain or pain in the front of the ears?

6.  ____ Yes  ____ No
Do you have pain in the face, jaw, eyes, throat, neck or temple region?

7.  ____ Yes  ____ No
Do you suffer from headaches more often than twice a week?

8.  ____ Yes  ____ No
Has anyone heard you grinding your teeth in your sleep?





If so, when?  _____________________________________________

9.  ____ Yes  ____ No
Are you aware that you clench your teeth during the day?

10. ____ Yes  ____ No
Does pain or discomfort disturb your sleep?

11. ____ Yes  ____ No
Does pain or discomfort interfere with your daily activities?

12. ____ Yes  ____ No
Do you take medication for the pain?





If so, what?  _____________________________________________

13. ____ Yes  ____ No
Do you take medication for relaxation?





If so, what?  _____________________________________________

14. ____ Yes  ____ No
Have you ever had frequent neck, shoulder, or back pain?





If so, when?  ____________________________________________

15. ____ Yes  ____ No
Have you ever had a whiplash?





If so, when?  ____________________________________________

16. ____ Yes  ____ No
Have you ever had a “nervous stomach” or ulcers?





If so, how long?  _________________________________________

17. ____ Yes  ____ No
Have you ever had digestive problems or colitis?





If so, how long?  _________________________________________

18. ____ Yes  ____ No
Have you ever had arthritis?





If so, how long?  _________________________________________

This worksheet is designed to help you begin to explore the priorities you’d like us to consider during your first meeting with us.  Please feel free to use it in any way that is helpful.

What prompted you to pick up the phone and call us?

What outcome do you have in mind for your first visit with us?

Please think about your previous dental experiences.  Which of those experiences would you like to find in our office?

Which experiences would you like to avoid or eliminate?

What are the main problems, issues, or “wonderings” you’d like us to help you with?

What are the minor ones?

What are the time, economic or other considerations you will want us to understand?

If you have any concerns about gentleness or discomfort, what would you like us to know about them?

What should we know about you in order to work most effectively with you?

Do you tend to feel more comfortable with information which is provided verbally, graphically, or in written form?

What else would you like us to know about you?


