
AESTI-IETIC DENTISTRY
CONFIDENTIAL PATIENT HEALTH RECORD

NEW PATIENT

P,\'I'IENT INFORMATION (PRINT ONLY PLEASE) Date

lr- altte Nickname/pref'erred to be calIed Birth Date

llonre Acldress cty State 

--Zipl-lotnc Phone- Cell Phone Work Phorre

Insurance Co(s)

Narne of Iusuted Ernployer'

lnsuled Biltlrdate lnsured SS#

Linrcreq.rcl, Contact Relationship Phoue

What is yoLrr enrail address?

i{orv did you hear about our office?

May we enrail you?

MEDICAL INFORMATION
Narrc of physician Phone #

Are.l'ou taking any medication now . including regular dosages of aspirin? Yes,_ No

if sr.r. please list uarres & dosages

,\l e vorr allergic to: Penicillin 

- 
Codeine 

- 
Local Anesthetics 

--- 
Latex 

-- 
or any

other substance?

ilave yoLr been uuder a physician's care dLrring the last two years?

lf so. u,hat tbr'l

Har,'c: volr cve r had rnajor sLu'gcry? 

- 

lf so, for what'?

If'f-ernale: Are tal<ing horrrones or birth control? Are you pregnant ol nursing?

Ilirl'e 1'1111 seen au ENT (ears, nose & throat doctor)'? Yes 

-No -Name
Ijrlu,c vou see n a chiropractor'J Yes 

-No- 
Name

I-!ai.e you seen a neurologist? Yes-No- Name

Have you had or do you have:
lull,illeart Attack yes no Prolonged Coughing ves no Neurological Disorders yeis lro
('orc.nary Artery Disease yes no COPD
Hish Blood Pressure yes l.to Asthma

Ilc-art Valve Issues/MVP yes lto Allergies
Requile Arrtibiotics Prior to Cancer

Dental Ptocedures yes l.lo Chegotherapy

AIDS/HIV
Hepatitis

AnenriaiSickle Cell Anenria yes nc Parkinsons

Irnnrlrne Deficiency yes no MS

yes no Head/Spirre Injr"rry veri lrn
yes no Trigeurinal Neuralgia yes no

yes no Tingling in Arnrs/Fingers )/es n{;

yes no Tl\{J
yes no Sleep Apnea

)/cs iro
yes no Organ Transplant )'es no

ycs 11(t

)i cs 11()

C'ongenital Heart Disease yes l.lo Radiation Therapy yes no Ringing in Ears ves lro

Pacenraker yes no Detnentia yr)s no Reflux yes no

At'rnormal Bleeding yes lto Alzheigrers yes no Thyroid Disease yes no

yes 11o Anxiety yes lro Diabetes ves 11()

yes no CVA/Stroke/Mini Strokes yes no Kidrrey Disease/Dialysis )/cs no

yes no Liver Disease

[- upus

G lar-rconra

Yes no SeizuresiEpilepsy yes no

yes no PsychiatriciPsychological yes no

Hrve you any disease, conditiorr, or problern not previously listed?

l'lirve 1,rru ever had any cosrnetic procedure?-- If yes, what'?

OVER PLEASE



DENTAL HEALTH:
Our office is like few other dental otfices. This will be the rnost important dental visit you will ever have. We place a high emphasis on
helping yoLr detetrnine your pfesent and futut'e dental needs. There are sorne things rve are going to be talking about at your first visit.
These are issttes yor-r have probably not considered. Please check what best expresses how you feel about the following qnestions:

Why have you corlle to our otfice today? Are yoLr in pain? Yes No Explain:
PrevioLrs Dentist: Phone: Last visit date:

Have you ever beetr told that you require antibiotics befbre dental treatnrent'l Yes No

Bad Breath Yes No Dry Mouth Yes No Orthodontic Treatrnent Yes No

Bleeding Gunrs Yes No Grinding Teeth Yes No Pain When Brushing Yes No

Blistels on lips or in mouth Yes No Swollen/Tender Gums Yes No Periodontal Treattrents Yes No

Brol<en Fillings Yes No Jaw Pain Yes No Sensitivity Yes No

Clenchirrg of Teeth Yes No Lip/Cheek Biting Yes No Snoring Yes No

Clicking or popping ofjaw Yes No Loose Teeth Yes No Sores in Mouth Yes No

On a scale of I to | 0, how would you rate your smile ( I 0 being the best)? 

-WoLrld you like whiter teeth? Yes No

Do you feel anxiety about dental treatment'? Yes No

Ou a scale of I to 10, how would you rate your anxiety ( l0 being the rnost anxiours'/ 

-I agree to pay the portion of my bill at the tirre of selvice ttrat rvill not be paid by rny insurance colnpany, including any deductible and/or
co-payment. I Lrndetstand that the anlourlt asked for is an estirnate and that will r.vill be billed the rerrainder of rny balance if any insurance
company does not pay prou-rptly. To tlre extellt uecessary to determine liability for payment and to obtajn leinrbnrsenrent, I authorize
disclosure of portions of the patient's record. I hereby assign alldental/nredical benefits to which I arn entitled toAesthetic Dentistry.

This assignment will remaitr in etlect until revoked by me in writing. A photocopy of this assignrnent is to be considered as valid as the

or-iginal. I hereby authorize said assignee to release all infbnnation necessary to secure paymeut. I accept ultimate i'inancial responsibility
lbr accouuts with Aesthetic Dentistry, whether paid by insLrrance or not. Accounts overdue by rnore than 30 days are subject to interesl fees.

Accounts overdue by 90 days as subject to late fees. collection charges, and/or attorney f'ees.

To the best of my knowledge, the questions on this forrn have been accurately answered. I understand that providing incorrect infbnnation
can be dangerolrs to rny health. It is my responsibility to inform rny dental office of any changes in my medical status.

My signatLrre below certifies that I have lead and fully understand the above financial agreernent.

S ignatr-rre

| ) Date:

Please read the above and add new information (prescriptions, surgeries, insurance. allergies) here:

Si-qnature:

2)Date:

Please read the above and add new inlbrrrration (prescriptions, sr-rrgeries, insurarrce, allergies) here:

SignatLrre:

3) Date:

Please read the above arrd add new inlbr-mation (prescriptions, surgelies. insurance, allergies) here:

Sigrrature:


