
PATIENT HEALTH INFORMATION (Gontlnuedy

When x|as !ou.lasl dsntal visin
Holtr fui dld 'ou visit th3 dentisi b€tqs then?

Previous dentist (namo and localbo)

What was done then?

Haw you had a compl6t6 sories of x-iaF trakgn?

Horv ofiefl do you brush ),our !6oh? How ofren do lrou flo6s l,our ies0l?

Have F{ e\rer experienc€d any of th€
follo\'Ying problems in )ouriaw?

Clicking
Pah (ioirt ear, sid€ of fac€)
DifroJlty in opsning or closiog
Dimoity in ch€tt ing

Haw you ever had periodontal
tsahsfi
Hava you ewr r€ceiv€d oral h!€ien6
instuctio.rs ,€gardlrE the care of yq.r
t€ali ard gums?

YES NO
t r !
D D
t r t r
t r t r
E t r
t r t r

YES NO

Oo yoor gums bleed while brushirE
o. fo6shg?
As yolr te€lh aonsilive to hot o.
coH lhuiitsfoodE?
Aro your bsth sensitiw to sw€td o.
so(rr foods,niqulds?
Do tou igel pain in any ot )'our
t€dr?
oo ycr.l haw ftEqu€nt headacttE?
Oo you dencfi or g.ind )o{rr teeti?

Reason for todaYs office visit

O DD t ro t rt r t rD t r
t r t r

AUTHORIZATION AND RELEASE
I cerlify lhat I have read and understand lhe abovs information to the best of my knowledge, and
all questions have be€n accurately answered. I understand lhat providing incorect information
can be dangerous to my heallh. I authorize the dentist to release any records of treatnsnt and x-
rays to olhsr health prac{itioneF or insurance companies. I authorize and requsst my insumnce
company to pay directy lo lhe dentist any insuran@ benefits otherwise payable to me. I
understand that my Insurance canier may pay less than lhe ac-tual bill for services. I agree to be
responsible for payrnent of all servlces rendered on my behalf or my dependents. I undeEtand
lhat, when appropdate, Crcdit BuEau reports may be obtained. In order to avoid an appointrnent
cancellalion fea, I agree to give at least 24 hours advance notice.

Sigrature of patient (or paront if minor ) Date


