MARCIA L. BLAZER, D.D.S., P.C.

Today's Date
Patient Information

Patient Name Marital Status, Date of Birth
Home Phone Work Cell

Patient Address City State Zip
Employer Name Patient’s Social Security #

Emergency Contact Name and #

Email How did you hear about our office?

Responsible Party Information (if different from above)

Name Marital Status Date of Birth
Address Home Phone Work Phone
City State Zip Employer

Social Security # Date of Birth Cell Email

____Insured’s Date of Birth
Insured’s Social Security #




Please list all medications you are currently taking (include supplements and over-the-

counter medications)

If you are female, are you pregnant, nursing or taking birth control pills? yes__ no

Do you have any disease, condition or problem that’s not listed above that you feel we

should know about?

Have you had any trouble with previous

dental treatment?

How can we help you today?

Dental History

When was your last dental visit?

yes no
Do your gums bleed while brushing or flossing?d

Are your teeth sensitive to brushing, hot, cold, G Q1
sweets or sour foods/liquids?

Have you noticed any loosening of your teeth? O

Have you ever experienced any of the
following problems in your jaw?
a. Clicking?
b. Pain (joint, ear, side of face)?
c. Difficulty in chewing?

Do you smoke?

o0 Oooo O
o0 odo o d

Do you use chewing tobacco?

Please elaborate on the above responses

Have you had any head, neck, or jaw injuries?
Do you have frequent headaches?

O 00%
O 008

Do you clench or grind your teeth while awake
or asleep?

Have you ever had:
a. Orthodontic treatment (braces)?
b. Oral surgery?
c¢. Gum treatment?
d. Your teeth ground or the bite adjusted?
e. Worn a bite plate or other appliance?

L ooooo

Are you satisfied with the appearance of
your teeth?

Would you like more information about
our cosmetic dental options? a

Is there anything about having dental treatment
that bothers you?

I certify that I have read and understand the above questionnaire and all questions have

been answered to the best of my knowledge. I will not hold the dentist or office staff

responsible for any omissions that I may have made in completion of this form.

Signature of Patient or Responsible Party / Date

ooodooog

(]
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