Please check any of the following problems that apply'to

ou.
ﬁ Sensitivity (hot, cold, sweet)
| Tooth pain or discomfort when chewing
|| Headaches, earaches, neck pain
72w jointpain. "
|| Teeth or fillings breaking
| Grinding or clenching teeth
Bleeding, swollen or irritated gums
Loose, tipped or shifting teeth
Bad breath or bad taste in your mouth
Do you have or have you had any of the following?
Dentures ‘
Partial dentures
Braces L
Periodontal (gum) treatments
Please share the following dates:

b

I you could
_afford; would-you.do it?
Do you smoke or use chewing tobacco

Your last cleaning e
Your last oral cancer screening & S
Your last complete X-Rays . e
Name of Previous Dentist :

City State

Phone Number

Please check any of the following that apply toyou:

] AIDS ‘Drug Addiction -

| | Allergies (Seasonal) 1| Emphysema

| Anemia || Excessive Bleeding
Arthritis | Fainting :

(| Artificial Heart Valve | | Glaucoma

|| Artificial Joints | | Heart Condition

| | Asthma | | Heart Lesions (Congenital)
Blood Disease |_| Heart Murmur

1 Bruise Easily " || Heart Surgery

| | Cancer | | Hepatitis A

| _| Chemotherapy || Hepatitis B
Diabetes | | Hepatitis C
Dizziness ] High Blood Pressure

Do you have any of the following allergies?

(] Aspirin ] Codeine

|| Latex || Erythromycin

|| Nitrous Oxide | | Valium

| | Percodan Penicillin

|| Local Anesthetic [: Other

Y N
Y N
Howmuch? For howlong?

éould whiten your teeth for a cost argon,e could

g 11 could change my smile, I would:

Make them brighter
.| Make them straighter
Close spaces

‘I"|Replace blacktietal fillings  with natural, tooth-colored ,

| Replace missing teeth
Replace old crowns that don’t match-
-| Have a-smile makeover

- Onascale of 1-10, with 10 béing the highest rating:
.+ [JHow important is your dental health to you?

1 2 3 4 5 6 7 8 9 10

i_*_D'_Wherq would your rate your current dental health?

1923 4 5 6 7.8 9 10

.. Why'did you leave your preyious dentist?

. What s the most important thing to you about your future
""" smile and dental health? '

What is the most importahﬁ fhhig to you about your dental

-~ yisit today? :

MEDICAL HISTORY

“HIV Positive Rheumatic Fever
- Jaundice el EE Rheumatism

| -Jaw Joint Pain i 1| Scarlet Fever
{| Kidney Disease - || Seizures
| | Liver Disease ' | | Stomach Problems
| Low Blood Pressure -~ “[.] Stroke
{Z] Mitral Valve:Prolapse:~ - - -~} | Thyroid Disease
| | Nervousness/Depression | | Tuberculosis
1 | Pacemaker ' {| Ulcers
|_| PhenFen (1 month +) | | Venereal Diseases
T} Pregnant Currently : Respiratory Problems
[] Radiation (head/neck) [] other
- Are youunder a physician’s care?. Y N What for?
~ Areyou taking medications? Y N What?
Family Physician Phone Number

Is there.any other medical or dental information:we _should knowabout? Y . N

PATIENT Signature (Parent of Child)_

~ Date:



St. Matthews Advanced Dentistry
148 Chenoweth Lane, Louisville, KY 40207
Tel 502.897.1677 Fax 502.895.5153

Today"s Date:

“How did you hear about our office? DOther atient (friend)
ellow pages ﬁN _
Name of person or office referring you to-our practice:

[ IDental Office

Patient’s Name: Preferred Name:
Sex: M _F __ Birth date: Age: SSN:
Please Check One:  C.Single [ Married C Separated  Widow Occupation: . :
Home Address: __City: State: Zip:
E-mail address: s
Home Phone # : Work phone #:
Cell Phone #: Fax #:

‘ How Long
Your Employer: : ; .. Employed:
Are you a full time student? If patient is minor we need: _
Yes _ No Mother's DOB: Father’s DOB:
Person responsible for account: SSN:
E-mail address : :
Home phone #: Work phone #:
Cell phone #: Fax #:
Emplover: - .

ther patient (relative)

chool

[Jother

ewspaper [Work

EMERGENCY INFORMATION

Name, Address & phone of a relative.not living with you:

Reason for this visit

DENTAL INSURANCE INFORMATION (Primary Carrier)

1f you have a‘double insumnce Eov‘érage, complete this for the second

coverage
Insured's name: Insured’s name:
DOB: SSN: & DOB; SSN:
Insured's employer: Insured's employer:
Insurance Company: - Insyrance Company:
Ins Co Address: Ins Co Address:
Phone # Phone #
Group # Local#t Group # Local #







