DENTAL QUESTIONNAIRE FOR (PRINT)

YOUR DENTIST’S NAME FOR HOW LONG:

HOW FREQUENTLY HAVE YOU HAD YOUR TEETH CLEANED DURING THE PAST 5 YEARS:
CILESS THAN ONCE A YEAR JONCE A YEAR  OTWICE A YEAR  OTHREE TIMES A YEAR  JFOUR TIMES A YEAR

MO/YEAR OF YOUR LAST DENTAL EXAM MO/YEAR OF YOUR LAST DENTAL X—RAYS

ARE YOU PRESENTLY SATISFIED WITH THE CONDITION OF YOUR MOUTH AND TEETH (CIRCLE ONE):
UVERY SATISFIED UISATISFIED QiT’s o.K. CISOMEWHAT DISSATISFIED CIVERY DISSATISFIED
YES NO

O O DO YOU PRESENTLY HAVE ANY PAIN, DISCOMFORT OR IMPAIRED FUNCTION RELATED TO YOUR MOUTH?
IF YES, PLEASE DESCRIBE?

O
O

ARE YOU CURRENTLY AWARE OF ANY INFECTION IN YOUR MOUTH?
IF YES, PLEASE DESCRIBE:

ARE YOU CURRENTLY TAKING ANY ANTIBIOITICS FOR INFECTION? |F SO, WHAT:

DO YOUR GUMS EVER BLEED? |IF SO, WHEN:

DO YOU HAVE A PROBLEM WITH BAD BREATH OR HAVE ANY FRIENDS OR FAMILY MADE YOU AWARE OF THIS?
ARE YOU INTERESTED IN REPLACING LOST TEETH?

DO YOU EVER HAVE ACHES OR PAINS IN YOUR JAW JOINTS, EARS, FACE, NECK OR HEAD?

ARE ANY OF YOUR TEETH TENDER WHEN YOU CHEW HARD FOODS?

ARE ANY OF YOUR TEETH MORE SENSITIVE TO: COLD, HOT, SWEETS, CERTAIN FOODS OR DRINKS?

ARE ANY PARTICULAR TEETH VERY SENSITIVE OR PAINFUL? WHEN?

ARE YOU CONCERNED ABOUT GUM RECESSION AROUND ANY OF YOUR TEETH?

ARE YOU CONCERNED ABOUT THE APPEARANCE OF YOUR TEETH OR MOUTH?

O000O0DO00O0O0OO0OO
O000O0DO00O0O0OO0OO

HAVE YOU EVER HAD ORTHODONTIC TREATMENT? OWITH BRACES QWITH REMOVABLE APPLIANCES
WHEN DID YOU GO THROUGH ORTHODONTIC CARE?

O
O

HAVE YOU EVER RECEIVED PERIODONTAL TREATMENT? [JSCALING/ROOT PLANING ~ LdGUM SURGERY
WHEN DID YOU GO THROUGH PERIODONTAL CARE?

CHECK ANY OF THE FOLLOWING THAT DESCRIBE YOU OR MAKES DENTAL TREATMENT EASIER FOR YOU:
| TOLERATE MOST DENTAL CARE REASONABLY WELL AND USUALLY REQUIRE MINIMAL USE OF ANESTHESIA

| APPRECIATE THE USE OF LOCAL ANESTHETIC — IT ALLOWS ME TO TOLERATE MOST DENTAL CARE REASONABLY WELL
| TOLERATE SHOTS IN MY MOUTH WHEN THEY ARE GIVEN WELL

| LIKE THE BENEFITS OF NITROUS OXIDE (LAUGHING GAS)

| PREFER TO BE SEDATED FOR ANY SURGICAL TREATMENT

| PREFER TO BE SEDATED FOR ANY LENGTHY SURGICAL CARE

| HAVE A HARD TIME SITTING IN THE DENTAL CHAIR FOR MORE THAN AN HOUR

| HAVE A HARD TIME SITTING IN THE DENTAL CHAIR VERY LONG DUE TO A NECK, BACK, SPINE PROBLEM

| HAVE DIFFICULTY WHEN TILTED BACK IN THE DENTAL CHAIR (DIZZINESS, BREATHING DIFFICULTY,

Oo00O0oO00O0ODO

WHAT ARE YOUR GOALS OR PRIORITIES FOR THE HEALTH, FUNCTION AND APPEARANCE OF YOUR TEETH & MOUTH:
(RATE EACH ITEM FROM 1TO 5 WITH T BEING YOUR LOWEST PRIORITY AND 5 YOUR HIGHEST - YOU CAN USE ANY NUMBER MORE THAN ONCE)

____BE ABLE TO CHEW FOOD AND EAT WHAT | ENJOY __ AVOID REMOVABLE BRIDGEWORK
____PRESERVE MY TEETH & AVOID DENTURES ____FOR MY MOUTH TO LOOK NICE WHEN | SMILE
____BE FREE OF INFECTION —_MAKE MY TEETH LOOK GOOD

____BE FREE OF MOUTH PAIN & TENDERNESS __ HAVE A HEALTHY AND HASSLE—FREE MOUTH

Signature of patient or legal guardian Date Reviewed by



Health Questionnaire

Physician Your Insurance 1.D.#

Your Age Weight Mo/Year of Your Last Medical Examination

HOW WOULD YOU DESCRIBE YOUR PRESENT HEALTH (CIRCLE ONE): EXCELLENT GOOD FAIR POOR

YES NO 777
a Qa Q
a o Q
a Qa Q

Over the counter, natural or herbal preparations:
You’ve taken: Aredia, Zometa, Fosamax or any other Biphosphonates thru Q I.V., or O orally?

[ S Ay Ay oy Ry Ay
[ S Ay Ay oy Ry Ay
[ S Ay Ay oy Ry Ay

FOR WOMEN, CHECK ALL THAT ARE APPROPRIATE: Q | am pregnant 0O

Has there been any change in your general health in the past year?
Have you had a serious illness, operation or hospitalization during the past five years?
If yes, please describe

DON’T KNOW

Are you taking or recently taken any
Prescribed medications & inhalers:

Do you use any kind of tobacco? If so, how much:
Do you use any kind of alcohol?
Do you have any history of substance abuse or do you currently use recreational drugs?

If so, how much:

Are you required, due to health, to restrict your work or activity in any way?
Are you on a special or restricted diet of any kind?

Has your M.D. told you to take antibiotics prior to having any type of dental procedure?
Are you allergic to any Medications or Drugs, Latex, lodine?
Have you ever had adverse reaction to any drugs, anesthetics, sedatives, narcotics, aspirin, ibuprofen (Motrin)?
Have you ever had excessive bleeding that required special treatment?
Have you been diagnosed as having any Immunodeficiency, Systemic Lupus, ARC or AIDS?
Is there a history of diabetes in your family?

I am nursing O

per day, week, month
per day, week, month

I am taking birth control pills

CHECK ALL OF THE FOLLOWING THAT YOU MAY HAVE HAD IN THE PAST OR THAT CURRENTLY APPLY TO YOU:

QChest pain upon exertion
QShortness of breath
QHigh blood pressure
OLow blood pressure
OHeart valve prolapse
OCongenital heart lesion
QORheumatic fever
UHeart murmur
ODamaged heart valve
OHeart arrhythmia
QTachycardia

UHeart surgery

QCadiac pacemaker
QOHepatitis or jaundice

Do you have any disease, problem or condition not listed above? Please explain:

QReceived blood transfusion
Qimpaired liver function
QKidney disease
Qimpaired kidney function
QEsophygeal reflux
QHiatal hernia

QG.l ulcers

QAnorexia or bulimia
Qirritable bowel syndrome
QColitis

QDiabetes

QRadiation therapy
QChemotherapy

QHistory of cancer

QSleep Apnea
OAsthma
QBronchitis
QEmphysema
QSinus trouble
QPersistent cough
QTuberculosis

QJoint replacement surgery
QArthritis

OConnective tissue disorder
OOsteoporosis

ONeurological disorders
QStroke

QHeadaches
dMigraines

Epilepsy

Seizures

Mental health problems

Glaucoma
Wear contacts
Severely impaired vision

Recurrent infections
Chronic fatigue
Recent weight loss

Signature of patient or legal guardian

Date

Reviewed by



PATIENT DEMOGRAPHIC INFORMATION

Mr. Mrs. Miss Ms. Dr.

I wish to be called at: home/ work, other Name of Spouse/Partner

Address:

Home Phone ( ) Work Phone (__) Ext.#

Cell ( ) E-mail

Birthdate: Social Security # - -
Referred by: Your General Dentist

(If Different from Referral)

DENTAL INSURANCE INFORMATION

Primary Insurance Secondary Insurance
Name of insured Name of Insured
Relationship to Patient Relationship of Patient
Insured’s Birthdate Insured’s Birthdate
Soc. Sec. # - - Soc. Sec. # - -
Employer Employer
Occupation Occupation
Insurance Co. Insurance Co.
Group # Group #
Group Name Group Name

I am not covered by any Dental Insurance at this time

I hereby authorize Michael Edwards DDS, MSD, or his staff to release any and all medical and dental information pertinent to my treatment to the above named
insurance carrier(s) for the purposes of pre-authorization of treatment plan and fees, claims processing, utilization review or financial audit. In addition, I hereby
authorize insurance payment directly to Michael D. Edwards DDS, MSD of the medical and dental benefits otherwise payable to me, for the services rendered to
me by either doctors or their staff. I have been informed that this office will report my diagnosis, treatment and fees to my carrier(s) in accord with standards
conforming to the current procedures established by the American Dental Association, and that it is the sole power and responsibility of my carrier(s) to determine
the actual dollar amounts of benefits for all services rendered. I understand that I am ultimately responsible for the total costs of my treatment provided by Michael
D. Edwards DDS, MSD.

Privacy of Information Policy: I have been informed that this practice will make reasonable effort to protect the privacy of my health information in accord with
the policies set down for dental care providers under the Health Insurance Protection and Accountability Act of 1996 and have read this practice’s policy statement
on privacy of patient’s healthcare information. I authorize the release any and all medical and dental information pertinent to my treatment to my other treating
healthcare providers.

Cancellation Policy: There will be a substantial (1/3 normal fee) charge if a surgical treatment appointment is canceled with less than 3 working days notice. All
other appointments require 1 full working day’s notice for any change. Please remember this time is reserved exclusively for you. Your courtesy in doing this may
allow someone else to be seen in a timelier manner.

Payment: There is a 5% discount for full payment by cash or check. Payment is due at the time of scheduling for surgical appointments, and you will be
reimbursed with any insurance coverage. Payment financing options are available, and we take most major credit cards.

I acknowledge that I have read and understand the above statements and policies and that this authorization remains valid and effective from the date of signing
until revoked in writing.

Signature of Patient or Patient’s Legal Guardian Date_of_Signature



	first_patient_form
	dentalquest
	healthquest
	patientdemo


