asc HEALTH HISTORY & REGISTRATION

| PATIENT INFORMATION
\PATIENT'S NAME Last First o Middle Initial SEX: M F  BIRTHDATE AGE

Soc Sec If Patient is 2 Minor, give Parent's or Guardian's Mame e [ v v 0 ) R ¥
Who May We Thank for Referring “ou to our Oifice? — Pecsonborthes Vst L%

RESPONSIBLE PARTY INFORMATION

NAME Last o First =ry Middle Initial _ MARITAL STATUS

RESIDENCE Street S — __Apt#_______ City State Zip iy, B
MAILING ADDRESS Street — =R Apt # Gl e n State Zip o

HOW LONG AT THIS ADDRESS ————————— HOME PHOMNE - CELL PHONE —— =

WORK PHONE E-MAIL e

PREVIOUS ADDRESS (if less than 3 yrs.) Strest — City . Stale Zip How Lang
| SOCIAL SECURITY # BIRTHDATE DRIVER'S LICENSE # RELATION TO PATIENT |
|EMPLOVER v OCCUPATION MO.YEARSEMPLOYED |

RESPONSIBLE PARTY'S SPOUSE EMERGENCY INFORMATION: RELATIVE NOT LIVING WITH YOU.

MNAME

EMPLOYER il nmm?iuu ey () ENAE RELATIONSHIP

S0C. SEC. ¢ BIRTHOATE " e | AuoRESs CITY, STATE

HOME PH, CELL PH. HOME PH. CELL PH.

WORK PH. E-MAIL Lt

DENTAL INSURANCE INFORMATION (Primary Carrier) If you have double dental insurance coverage, complete this for the second coverage.

insured’s Name . = Insured's Mame

Ksarancs Co. o1 E-MAIL Insurance Co, E-MAIL

lnsiitance Co. Addvess ) Insurance Go, Addrass = 3 e
Insured's Emiplayer - Insured’s Employer —

G s T Group # Local Insured’s Soc. Sec. # Group # Local #

it is important that | know about your Medical and Dental Hiﬂu%mu facts have a direct bearing on your Dental Health. This information
is strictly confidential and will not be released to anyone. Thank you for taking the time to completely fill out this questionnaire.

2 *DENTAL HISTORY*  YES NO | “MEDICAL HISTORY* YES NO |
_HOW LONG SINCE you have seen a dentst? _| Do you have any CURRENT HEALTH PROBLEMS? B .
Last COMPLETE Dental Exam, Date. | Are you under 8 PHYSICIANS CARE now? : S v s
| Last FULL MOUTH X-RAYS, DATE:(16 Smal Fims or Panoamic) For what? e . =]
| Are you having PROBLEMS now? O O | what MEDICATIONS are you currently taking? : g
WHATZ _ = ;
15 your presant dental health POOR? gL it O O
| Do you wear DENTURES? (Partials or Ful = = ¥ i
Are you W"‘\ your dentures? — L] — _D ali i e ] = 1) | (] :
NN 0 O Rk SEA 35 YOU HAVE HAD, DR PRESENTLY HAVE:
 PEAMANENT REPLACEMENTS? C B FR Jen| 80
Ars you BRPESHENGIVE sbout denial irsatmant? O O | mosmvPos 00 0 B Pechaliic crt O g
Have you had any PERIODONTAL (GUM) treatments? O T1 | Anaphylads B E mp | Ragid weght ganioss O O
| Do your gums BLEED, or fesl TENDER or IRRITATED? O O |Awma fiutoma e =
["Are your teeth SENSITIVE 10 hot, cold, sweets, pressure? e ] ] m""""m E E w'“m_ [ O O
| Are you UNHAPPY with the APPEARANCE of your festh? m C1 | Arbficial joinis E E Heart probhrms cums sete; E E m L
| Are you aware of GRINDING or CLENCHING your teeth? O Ll ﬁ 3 Sher ﬁmdm E H
Do you T HEADACHES, ARAGHES r NECKPRNSY 11 01| ulpeoms ™ 3 0t 0 [ e g O
| Have you worn BRACES on your teetn (ORTHODONTICS) B Bl stase E E Hepatitis E o
Do you have DISCOLORED teeth that bother you? C T H&dm = H ollstorakss ] -
| Would you Bke your smile to LOOK BETTER or DIFFERENT?  [1 L1 | Chemotheropy O E ey disszse o mahuction H E disaase o mahincton ) H
Do you REGULARLY use DENTAL FLOSS? T O | Ciedstoryprotlems T 01 Dheriismass habt u|
Bt - Cortisone breatments (] (]  Maderial slegies O O Tonsits O B
e o Prvcs Dot ot 0 O e i g
| City: Stata: [iabetes Ol [0 Hervous problams B E Veneredl disaace 1 E
== Eplessy O O ruxeclecheatsugey O O ,
O e o e ARE Y0U ALLERGIC T0 O HAVE YOU REAGTED ADVERSELY TO ANY OF THE FOLLOWING MEDICATIONS? |
Pisase RANK, the Sollawing in the order in which they woud Aspitin Local Anesthetic ErySwomycin Latex {baioons, |
KEEP YLl FRIOM having dental treatrest | ou Oxice Codeina Penicilin gloves. et}
mamﬂﬂhﬂdmmWﬂHMMHm |
If yes, please list
(Miofosn  / LAGK of concarm ¢ Is there any ofher Medical or Dental informalion that you feel | should know about?
CORT of ectant. ASENG work e # FAMILY PHYSICIAN N S PN T A R T
PATIENT Signature (Parent of Child) — — Date: DENTIST Signature

m AM-027 © SmartPractice® 1-800-522.0800



MISSING TEETH and EXISTING PROBLEMS

DIAGNOSIS
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DESCRIFTION OF SERVICE

SUR-
FACE

#

DATE | TOOTH

DIAGNOSED

Co-
PAY

ADA
CODE

DESCRIFTION OF SERVICE

EXAMIMATION

X-RAY: PANORAMIC: FND: BWX:
DIAGNOSTIC MODELS

PROPHYLAXIS (CLEANING)

OUADRANTS SCALING & CURETTAGE

NITROUS-OXIDE GAS

PERIODONTAL

EXAMINATION

FACE

TOOTH | SUR-

TREATMENT

PLAN
DATE
DIAGKOSED




REATMENT

COMPLETED T

13 T o & -7 [k 31w [ 11 | 13 [ ] 4 | 16
A B CTD E Fa H 1 J
RIGHT LEFT
T s @ op : : —1/ : A O L =K
2] N | % W | 3| 77 | % | Bm| WM 2= [ n [ 0] 1w [ 18 [ 17
INITIAL PERIODONTAL EXAM: INITIAL X-RAY FINDINGS:
GINGIVAL INFLAMMATION: C1 Stight [ Moderate [ Severe X-RAYSTAKEN; I Pa-Pas  Clawx  CIPANO. [ OTHER
SOFT PLAQUE BUILDUP: 3 Stight 1 Moderate C1 Heavy OUADRANTS
HARD CALCULUS BUILDUP: 0 Light I Moderate ] Heavy L ND BONE LOSS up__uL LR UL
STAINS: : O] Light O Moderate [ Heavy [ SLIGHT BONE LOSS (04600)
HOME CARE EFFECTIVENESS: 7 Good 1 Fair 1 Poor ] MODERATE BONE LOSS (04700)
PERIDDONTAL CONDITION: [ Good 0 Fair L Poor [ MAJOR BONE LOSS (04800)
PERIODONTAL DIAGNOSIS: ) Normal O] Gingivitis [ BEGINNING FURCATION (04700)
PERIODONTITIS: [ Early 1 Modarate [0 Advanced [ ADVANCED FURCATION (04800) |
MUCOGINGIVAL DEFECTS #5: 1 OTHER: -
CLINICAL DATA: B e PERIODONTAL SCREENING &
OCCLUSION: () Class) [ Cass! O Class il O Crossbite: Rl | ! RECORDING
TM.LEAM: CINormal [ Popping [ Deviaton [ ToothWear  [J Pain s | - |
Cusp | ]
8 e ) |.
" — IHITIALSHFEISEHI[EJEHH. — Posts | T ey e R
o . T Bt EXISTING PROSTHESIS:
PATIENT'S TREATMENT DECISIONS: MAX: DATE PLACED: CONDITION:
[ DOCUMENTATION OF DENTAL RECORD COMPLETED MAND: DATE PLACED: CONDITION:
[} PATIENT INFORMED OF TX. RECOMMENDATIONS AND CONSENTS TO TX. (ALTERNA-
TIVES DISCUSSED.) v REFERRALS:
[} PATIENT WANTS NO TX. OR PARTIAL TX. INFORMED OF CONSEQUENCES AND RISKS PERID: ORTHO: ENDO:
INVOLVED. ORAL SURG: ML OTHER:

NOTES

CONSENT

The undersignad harsby authorizes the Doclor 1o take X-rays, study models, photographs, of any other diagnostic aids deemed appropriate by Doctor to make a thomugh diag-
nosie of the patient’s dental neads. | also authorize Doctor 1o parform any and all forms of ireaiment, medication, and therapy that may be indicated. | also understand the use of
Enesthetic agents embodkes 2 centain risk. | understand that my dental insurance is 8 contract between me and the insurance carmier, and not between the insuwrance camer and
the Docior and hat | am =58 fully responsible for all dantal fees. These fees are due and payable at the time services are rendered unless. prior financial arrangements have Deen
made. | siso sssgn &l imswance benefis 1o the Doclor, Any payments received by the Doctor from my ingurance coverage will be credited 1o my account, o refunded 1o me ¥ |
have paid e dental fees incurred. | further understand that a late charge will be added to any overdue balance. | understand that whare appropriate, credi reporns may be obtaned.

PATIENT Sigratore (Porent of Chilf)

Date;

DENTIST Signature _




PEHIQDIC EXAMINATION HEALTH HISTORY UPDATE

CLRRENT MEDICATIONS: Ee- ol o -
Health Changes: = St e S =
Blood Pressurs: CANMCER EXAM:  [OINormal [Cllesion; Hyg'Asst Or.
Stainc ONe OLi. DOwmoed. DOHwy. TMY:  CIAsympiomatic D&'mmnms
Calculsss DONo Ot DCMod CHvy  HOMECARE: BRUSH G F P FLOSS: G F P DMant ”H'“D?é%éﬁﬁm"“
Plagus: OMo Ol OMod.  CHwy PERID DIAG: DMormal DOGingivitis CEarly Paria DiMod. Perio ClAdv. Perio
Bleeding: CNe O Cikdod, OHwy. INSTRUCTIONS: OBrush CFlcss CPerio Akd  C0ther:
RECALL: Konihs CProphylaxis: CFworide Tr. O Perio Pro.  OGheck Next Appt:
Fatient Signature; _ e SENTANT BLORE ]
Drate: CURRENT MEDICATIONS:
Blood Pressure: CAMCER EXAM:  OiNormal  Clesion: Hyp/hsst: DOr.
Stainc ONoe OW. DOMod OHy.  TMS: OAsymplomatic  COSymploms
Calculus: DONo OLL  Cikod. HOMECARE: BRUEH: G F P FLOSS: G F P CIMaint. PEBIODORTA. SCREENING &
Plague: CONo Ot [OMod. DCHwy.  PERID DIAG: DMormal DGingivitis OEarly Pario DMod. Perio DlAdv. Pario
Bleedingg DONo 0OL. DOMod. OHwy INSTRUCTIONS: DOBrush OFioss DPerio Akd O Other:
EE!‘.H.I.I. Monihs COProphylaxis: OFluoride Tr. O Perio Pro. O Check Next Appt:
Patient Signature: SEXTANT SC0RE u
Date: CURRENT MEDICATIONS: = e e
I'Hﬂlth GW I r———— —
Blood Pressure: CANCER EXAM: DMormal Olesione Hyg/Asst - O
Stain ONe O DOMoed. DOHvy.  TM): DAsymplomatic  CSymploms
Calclss: ONo DU  CMod. CHvy. HOMECARE: BRUSH: G FP  FLOSS G F P CIMant iyt L G
Plagus: ONe LK Cikdod, CIHwy. PERID DIAG: OMormal DGingivitis DIEarly Peria Clkod. Perio CIAdY. Parid
Bleeding [DCNo DLt DOMod. DCHwy.  INSTRUCTIONS: CBrush CFioss CiPerio Aid  CIOther: v o
RECALL: Months OProphylaxds: COFuoride Tr. CPerio Pro. CICheck Next Appt: S
Patient Signature: . . SEXTANT SCORE M
Date: CURRENT MEDICATIONS:
Health Changes:
Blood Pressure: CANCER EXAM:  CNormal  ClLesion: HyplAsst D,
Stainc ONe Ot OMed. DOHwy.  TME DAsymplomatic
Cicuss: DNo Lt CMed DOy, HOMECARE: BRUSH. G FP  FLOSS: G F P CMam o] e
Plaqua: ONe Ol Owed. ©O PERID DIAG: ONormal CiGingivitis DiEarly Perio DMod. Perio ClAdy. Perio
Bleeding:g DONo  OLL  DOMod.  ClHwy INSTRUCTIONS: OBrush []FI:I'IF ClPerio Aid  ClOthar:
RECALL: Manihs OFrophylaxis: CFluoride Tr.  CPerio Pro. CIChack Next Appt:
Patient Signature: SEXTANT SCORE "
Drate: e CURRENT MEDMCATIONS:
Health Changes:
Blopd Pressure: L GANGER EXAM: ONormal  CLesion: Hyg/Asst: O,
Stain: ONe OU. OMod. OHy.  TMJ): OAsymptomatic  CSymgtoms
Calculs: DONo Lt DMod. [CHw. HOMECARE: BRUSH: G FP  FLOSS: G F P CiMant bt b oty
Plaqus: ONe DOl  OMod.  OHw PERID DIAG: CNormal CIGingkilis CiEarly Perio DiMod. Pero CiAdv. Perio
Bleeding: DOhe DU COMod.  CiHwy. INSTRUCTIONS: OBrush DFoss CPerio Aid DOther:
RECALL: Maonihs OPropmdads: OFworide Te. DPerio Pro. DCheck Next Appl:
Patignt Signadure: —_— EEXTANT SCORE U
Date: CURRENT MEDICATIONS:
Health Changes:
Blood Pressure: CANGER EXAM: ONormal Clilesion Hyg/Asst: Dr.
Stain: ONe Ot DOMod DOHvy. ML OAsymptomatic :
Calculws: DCINo  DOLL  OMod.  OHwy. HOMEGARE: BRUSH. G F P AOsSS: GF P CMaint. %ﬁ“l
Plagque: ONe DL DOMod. DHay, PERID DIAG: OMormal DIGingnitis CIEarly Peric CIMod. Perio TlAdv. Perio
Bleeding:g [CNo OLt DOMod. DOHwy.  INSTRUCTIONS: OBrush OFloss ClPerio Aid CJOther
RECALL: Manths OProphylaxis; CFlworide Tr, CPerio Pro. DOCheck Next Appt:
Patient Signature: SEXTANT SCORE u
17 CLURRENT MEDICATIONS: St
Health Changes: — - z
Blood Pressure: _______ CANCER EXAM: DONormal OLesion: Hygihsst: _Dr
Stain ONoe Ol OMod. CHwy. TM)E DAsymptomatic DSymgboms
Cicuuss DCNo DOt DCMod [DHw. HOMECARE BRUSH: G F P  FLOSS G F P CMamt Bt g
Plagise: ONe DO Okod. DOHw PERID DUAG: CiNormal CGinghitis ClEarky Peric CMod. Perio TIAdv. Pario |
Bleedingg [OCNe [OL. DOMod. OHwy.  INSTRUCTIONS: OBrush [Foss CPerio Aid CIOther: -
RECALL: Muanihis O Propiylaxs: CiFworide Tr, CIPerio Pro, CICheck Next Appt:

Patient Signature:

SEXUNT SCORE

ra——



RECORD OF SERVICES

TOOTH | SUR-

PATE » | FaCE SERVICES RENDERED ROD. | SERVICE | ppp | RECALL




RECORD OF SERVICES

TOOTH | SUR-

PATE » | FaCE SERVICES RENDERED ROD. | SERVICE | ppp | RECALL




RECORD OF SERVICES

TOOTH | SUR-

PATE » | FaCE SERVICES RENDERED ROD. | SERVICE | ppp | RECALL




RECORD OF SERVICES

TOOTH | SUR-

PATE » | FaCE SERVICES RENDERED ROD. | SERVICE | ppp | RECALL
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