WELCOME TO BRADLEE DENTAL CARE

Thank you for selecting our dental healthcare team! We will strive to provide you with the best possibl
dental care. To help us meet all your dental healthcare needs, please fill out this form completely. I
you have any questions or need assistance, please ask us-we will be happy to help.

Patient Information Date

Name

Address

City, State, Zip

Soc. Sec. No. Birthdate Age

1 Male [1 Female[] Minor [ Single L1 Married L1 Divorced [1 Widowed L1 Separated

Home No. Work No. Email

Employer Occupation

Business Address (Street, City, State, Zip)

Responsible Party

Who is responsible for the account?

Name

Relationship to patient

Home Phone No. Work Phone No.

Soc. Sec. No. Birthdate Age

Address

City, State, Zip

Employer Occupation

Business Address (Street, City, State, Zip)

Who may we thank for referring you to our office?

In the event of an emergency, who should we contact?

Relationship Phone No.




Dental Insurance Information (Primary Insurance) (Please bring a copy of your insurance card)

Insurance Company

Address

City, State, Zip

Phone No.

Subscriber

Relationship to patient

Subscriber Birthdate Soc. Sec. No.

Group No.

Employer

(Secondary Insurance)**This information will help us in assisting you with your claim**

Insurance Company

Address

City, State, Zip

Phone No.

Subscriber

Relationship to patient

Subscriber Birthdate Soc. Sec. No.

Group No.

Employer

Authorization and Release

| authorize the dentist to release any information including the diagnosis and the records of any

treatment or examination rendered to me or my child during the period of such dental care to third part
payers and/or other healthcare providers. | authorize and request my insurance company to pay direc
to the dentist insurance benefits otherwise payable to me. | understand that my dental insurance carri

may pay less than the actual bill for services.

Signature of patient or parent if minor Date



DENTAL HEALTH RECORD

Welcome! So that we may provide you with the best possible care, it is important you tell all dental personnel involved in your treatment
about the general state of your health. Please complete this medical history form. This information is, of course, confidential.

Name Date of Birth L1 male L1 Female

Height Weight Home Phone

MEDICAL HISTORY

Name and address of physician

When was your last physical examination?

Are you now under the care of a physiciaE|>Yes LINo
If yes, for what reason?

Are you presently taking any medications/drugs/piD?Yes LINo
Please list

Are you allergic (or have an allergic reaction) to:
[ Penicillin [ codeine[] Local Anesthetid_] None [ Other

Are you sensitive or allergic to latex? Have you experienced itching, rash or wheezing after using latex gloves or handling a balloon?
Have you had any unusual or unexplained reactions during a surgical procedure?
L yes L No Explain

(Women) Are you pregnantD Yes LINo If yes, how long?

Do you have, or have you ever had:

Heart (Trouble, Disease, Surgery)EEEEEE [ yes [ No Arthritis/RheumatismEEEEEEEE. L yes L No
Heart murmurEEEEEEEEEEEEEE. [1ves[INo Cortisone medicine. EEEEEEEEE [1ves[INo
Heart pacemakerEEEEEEEEEEEEE.. L yes L No Excessive or prolonged bleeding.EEE.[] Yes [ No
Rheumatic fever or Rheumatic heart diseaseEL] Yes L1 No Blood TransfusionsEEEEEEEEE [1ves[INo
Congenital heart defectsEEEEEEEEEE. L yes L No HemophiliaEEEEEEEEEEEE. L yes L No
Artifical heart valveEEEEEEEEEEEE [1ves [ INo Sickle Cell DiseaseEEEEEEEEE. [ves [INo
Mitral valve prolapseEEEEEEEEEEE.. L yes L No Fainting spellsEEEEEEEEEEE. L yes L No
Abnormal blood pressureEEEEEEEEEE L yes CINo Asthma or hay feverEEEEEEEEE L yes CNo
UlcersEEEEEEEEEEEEEEEEE.. L yes L No EmphysemaEEEEEEEEEEEE L yes L No
Tuberculosis or lung diseaseEEEEEEEE L yes L No Sinus troubleEEEEEEEEEEE... L yes L No
DiabetesEEEEEEEEEEEEEEEE.. [1ves [ INo Cancer/Tumors/LesionsEEEEEEE. . [ 1yves[1No
EpilepsyEEEEEEEEEEEEEEEE.. L yes LI No Chemotherapy/radiationEEEEEEE. [ yes L No
AnemiaEEEEEEEEEEEEEEEEE [1ves[INo StrokeEEEEEEEEEEEEEE. L yes CINo
Thyroid problemsEEEEEEEEEEEEE L yes L No GlaucomaEEEEEEEEEEEEE L yes L No
Recreational drug useEEEEEEEEEEE.. L yes L No Psychiatric care/eating disorderEEEE. [] Yes [ No
Chemical dependencyEEEEEEEEEEE.. L yes L No Neurological disordersEEEEEEEE [ yes L1 No
Kidney problemsEEEEEEEEEEEEE. . [ yes LINo Prosthetic implant/artificial jointEEEE [ Yes ] No
Liver diseaseEEEEEEEEEEEEEEE [1ves[INo Venereal diseaseEEEEEEEEEE L yes CNo
JaundiceEEEEEEEEEEEEEEEEE L yes L No HIV positive/AIDS/ARCEEEEEEE L yes L No
Hepatitis B Type A B c eee. Lyes[No Hearing impairedEEEEEEEEE... L yes L No
Have you had any other serious illness, hospitalization or accid_hees [ No B.P.

If yes, please explain

ACKNOWLEDGEMENT

| understand the above information is necessary to provide me with dental care in a safe and efficient manner. | 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, who may release such information to you. | will notify the doctor of any changes in my health or medication.

Patient/Guardian Signature Date




DENTAL HISTORY

What is the reason for your visit today?

Previous DentistOs Name

Address

Date of: Last Visit

Why did you leave the practice?

Last Hygiene Visit

Last X-Rays

How often do you have dental examinations?

How often do you brush your teeth?

How often do you floss?

What other aids do you use? (Interplak, toothpick, etc.)

Do you have any dental problems nol] Yes [1No

If yes, please describe

Are any of your teeth sensitive to:

Hot or Cold?EEEEEEEE.EEEEEEE.. L yes L No
Sweets?EE..EEEEEEEEEEEEEEE. L yes L No
Biting or pressure?E.EEEEEEEEEEEE. L yes L No
Have you ever noticed any mouth odors

or bad taste?EEEEEEEEEEEE L yes L No

Do you frequently get cold sores,
blisters or any lesions?EEEEEEEE [ yes L No

Do your gums bleed or hurt2. EEEEEEE.E L yes L No
Have your parents experienced
gum disease or tooth loss?EEEEEE.. []Yes [1No

Have you noticed any loose teeth
or change in your bite?EEEEEEE.E [ yes LINo

Does food tend to become caught
L yes L No

between your teeth?EEEEEEEEE..

Do you:
Clench or grind your teeth while awake or asleepDEYes CINo
Have tired jaws, especially in the morning 2EEEH_] Yes L] No
Bite your lips or cheeks regularly? EEEEEEE. [ Yes [1No
Hold foreign objects with your teeth?

(pencils, plns nails, fingernails, plpe)EEL_J ves L1 No

L yes L No
Pain’? (joint, ear, side of face) EEeeeeeee.  [ves[No

shoulder aches?EEEEEEEEEEE
Any pain or soreness in the muscles of
your face or around the ears? E.EEEE.[] Yes [INo

L ves [ No

Have you ever had:

Orthodontic treatmentOEEEEEEE . HyesOnNo
O ves L No

Teeth removed?EEEEEEEEEE.... O ves LI No
If so, have they been replaced?....D.Yes LINo

Fixed Bridge?EEEEEEEEEEE L yes CINo
Removable Partial? EEEEEEEEE L yes LI No
Complete Denture? EEEEEEEEE L yes L No
Implant?E..EEEEEEEEEEEE.. L yes L No

Are you happy with the replacement?.E.EL_J Yes L1 No
Periodontal Treatment? EEEEEEEE. [ Yes [1No
L yes L No

Gum Surgery?.EEEEEEEEEE..E
If so,when?

By whom?

Your teeth ground or the bite adjusted? €] ves LINo
A serious injury to the mouth or head? EL] ves LINo
If so, please describe. Include cause

Are you dissatisfied with the appearance

of your teeth? EEEEEEE.......... L yes L No
Are your teeth discolored?E EEEE.E []ves[No
Are your teeth crooked? EEEEEEE... [ yes[INo

Would you like to change the appearance of

your teeth?EEEEEEEEE......... L yes L No
Do you feel anxiety about having dental

treatment?. EEEEEEEEE....... [ ves LINo
Do you feel I.V. sedation would be

helpful?’EEEEE.EEEEE..E. L yes L No
Have you ever had an upsetting dental

experience?EEEE.EEEEEE L yes L No

If so, please describe

Is there anything else about having dental treatment that you would like us to know, please describe.




