ADULT PATIENT INFORMATION

Date
Patient’'s name
Last First Middie

Residence

Street City Zip
Mailing Address

Street City Zip
How long at this address? Home phone Work phone

Previous Address (If less than 3 years)

Cell Phone Birthdate Social Security #

Email Address, Marital Status: Single__ Married__ Widowed___ Separated__ Divorced____
Employer Occupation No. years employed _
Spouse’s Name Relationship to Patient

Employer Occupation No. years employed ______
Social Security # Birthdate Work Phone

Whom may we thank for referring you to our office?

DENTAL INSURANCE INFORMATION

Insured’'s Name Insured’s Social Security #
Insurance Company Group No. Local No.
Insurance Co. Address Phone No.
Do you have dual coverage? Yes No if yes:

Insured’'s Name Insured’s Social Security #
Insurance Company Group No. Local No.
insurance Co. Address Phone No.

EMERGENCY INFORMATION

Name of nearest relative not living with you

Complete address

Street City Zip
Phone

I understand that, where appropriate, credit bureau reports may be obtained.

Signature

Updates (date & initial)




PATIENT INFORMATION FOR PATIENTS UNDER 18 YEARS OF AGE

Date
Patient's name
Last First Middle
Address
Street City Zip
Nickname Birthdate Social Security #
School Sports/Hobbies

Parent or guardian name

Whom may we thank for referring you to our office?

RESPONSIBLE PARTY INFORMATION

Name
Last First Middle

Residence

Street City Zip
Mailing Address

Street City Zip
How long at this address?__ Home phone Work phone
Cell/other phone Email address
Previous Address (If less than 3 years)
Social Security # Birthdate Relationship to Patient
Employer. Occupation No. years employed
Spouse’s Name Relationship to Patient
Employer Occupation No. years employed
Social Security # Birthdate Work Phone

DENTAL INSURANCE INFORMATION

Insured’s Name Insured’s Social Security #
Insurance Company. Group No. Local No.
Insurance Co. Address Phone No.
Do you have dual coverage? Yes_ No__ If yes:

Insured’s Name Insured’s Social Security #
Insurance Company. Group No, Local No.
Insurance Co. Address Phone No.

EMERGENCY INFORMATION

Name of nearest relative not living with you

Complete address

Street City Zip
Phone

| understand that, where appropriate, credit bureau reports may be obtained.

Parent Signature

Updates (date & initial)




South Suburban Dental Center

MEDICAL HISTORY

PATIENT NAME Birth Date

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may
have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the

following questions.

Are you under a physician's care now? (O Yes O No If yes, please explain:

Have you ever been hospitalized or had a major operation?@ Yes O No If yes, please explain:

Have you ever had a serious head or neck injury? () Yes (C) No  If yes, please explain:

Are you taking any medications, pills, or drugs? O Yes O No |If yes, please explain:

Do you take, or have you taken, Phen-Fen or Redux? () Yes () No

Are you on a special diet? () Yes (O No

Do you use tobacco? () Yes () No
Do you use controlled substances? () Yes () No

Renal Dialysis
Rheumatic Fever
Rheumatism
Scarlet Fever
Shingles

Sickle Cell Disease
Sinus Trouble
Spina Bifida

O Yes(O No
O Yes(O) No
O Yes(O No
O Yes (O No
O Yes(O No
O Yes(O) No
O Yes(O No
O Yes(O No

Stomach/Intestinal Disease () Yes () No

Stroke

Swelling of Limbs
Thyroid Disease
Tonsillitis
Tuberculosis
Tumors or Growths
Ulcers

Venereal Disease
Yellow Jaundice

~Women: Are you
Pregnant/Trying to get pregnant? () Yes () No Taking oral contraceptives? () Yes () No Nursing? () Yes () No

~Are you allergic to any of the following?
[ ] Aspirin [7] Penicillin [ ] Codeine [] Acrylic [] Metal [7] Latex [ ] Local Anesthetics
[ ] Other If yes, please explain:
Do you have, or have you had, any of the following?
AIDS/HIV Positive O Yes(O) No | Cortisone Medicine (O Yes() No | Hemophilia O Yes (O No
Alzheimer's Disease (O Yes() No | Diabetes (O Yes(O No | Hepatitis A O Yes(O No
Anaphylaxis (O Yes() No | Drug Addiction (O Yes(O) No | HepatitisBorC (O Yes() No
Anemia () Yes() No | Easily Winded (O Yes(O) No | Herpes (O Yes(O No
Angina (O Yes(O) No | Emphysema (O Yes(O) No | HighBlood Pressure () Yes () No
Arthritis/Gout (O Yes() No | Epilepsyor Seizures () Yes (D) No | Hives or Rash O Yes(O No
Artificial Heart Valve (O Yes(O) No | Excessive Bleeding (O Yes () No | Hypoglycemia (O Yes(O) No
Avrtificial Joint (O Yes(O) No | Excessive Thirst (O Yes(D) No | lrregular Heartbeat () Yes () No
Asthma (O Yes(O No | Fainting Spelis/Dizziness () Yes () No | KidneyProblems (O Yes (O No
Blood Disease (O Yes(O No | Frequent Cough (O Yes() No | Leukemia O Yes(O No
Bloed Transfusion (O Yes(O) No | Frequent Diarrhea (O Yes (D) No | Liver Disease O Yes (O No
Breathing Problem (O Yes(O No | FrequentHeadaches () Yes () No | Low Blood Pressure () Yes () No
Bruise Easily (O Yes(O) No | Genital Herpes (O Yes(O) No | Lung Disease O Yes(O No
Cancer (O Yes(O No | Glaucoma (O Yes (O No | Mitral Valve Prolapse () Yes () No
Chemotherapy (O Yes() No | Hay Fever (O Yes () No | PaininJawJoints () Yes() No
Chest Pains (O Yes() No | Heart Attack/Failure (O Yes(O) No | Parathyroid Disease () Yes () No
Cold Sores/Fever Blisters () Yes () No .| Heart Murmur (O Yes(O No | PsychiatricCare (O Yes (O No
Congenital Heart Disorder() Yes() No | Heart Pace Maker (O Yes() No | Radiation Treatments()) Yes () No
Convulsions (O Yes(O No | Heart Trouble/Disease () Yes () No | RecentWeightLoss () Yes(O) No

Have you ever had any serious illness not listed above? () Yes () No If yes, please explain:

O Yes (O No
O Yes (O No
O Yes(O) No
O Yes() No
O ves(O No
O Yes(O No
O Yes(O No
O Yes(O No
O Yes () No

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be
dangerous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN

DATE




EPWORTH SLEEPINESS SCALE FORM

Instructions: Be as truthful as possible. Print the form. Read the situation in the first column; select your
response from the second column; enter that number in the third column. Total all of the entries in the
third column and enter the total in the last box.

Situation Responses Score
0 = would never doze
Sitting and Reading 1 = slight chance of dozing

2 = moderate chance of dozing
3 = high chance of dozing

0 = would never doze
Watching Television 1 = slight chance of dozing

2 = moderate chance of dozing
3 = high chance of dozing

0 = would never doze

1 = slight chance of dozing

2 = moderate chance of dozing
3 =high chance of dozing

Sitting inactive in a public place, for
example, a theater or a meeting

0 = would never doze

. 1 = slight chance of dozing
without a break 2 = moderate chance of dozing
3 = high chance of dozing

As a passenger in a car for an hour

0 = would never doze

Lying down to rest in the afternoon 1 = slight chance of dozing

2 = moderate chance of dozing
3 = high chance of dozing

0 = would never doze
Sitting and talking to someone 1 = slight chance of dozing

2 = moderate chance of dozing
3 = high chance of dozing

0 = would never doze
Sitting quietly after lunch when you’ve | 1 =slight chance of dozing
had no alcohol 2 =moderate chance of dozing
3 =high chance of dozing

0 = would never doze

In a car while stopped in traffic = slight chance of dozing

2 =moderate chance of dozing
3 =high chance of dozing

TOTAL SCORE




