
Patient Information (confidential)
Date:__________________
Name:___________________________________________ Birthdate_______________Referred by:__________________
Address_____________________________________City___________________State____________Zip_____________
HomePhone_____________________CellPhone________________Email__________________
Occupation________________Employer_____________________Work Phone______________
Check Appropriate Boxes:MaleFemaleMinor SingleMarriedDivorcedWidowedSeparated
Physician__________________________Phone____________________Date of Last Exam_____________________
Person to contact in case of emergency_____________________Phone______________Relationship_______________

Health Information :
Have you ever had any of the following? Please check those apply:
Y/N Y/N Y/N
AIDS/HIV
Anemia
Anxiety or excessive stress
Allergies__________
Arthritis
Artificial Joints/ Implants
Asthma
Back Pain or Sciatica
Bell’s Palsy
Biphosphonates for Bone Loss
Birth Control Pills
Blood Disease
Cancer___________
Chemical Sensitivity
Chemotherapy
Chronic Bronchitis
Chronic Fatigue
Chronic Headaches
Chronic Muscle/Joint Pain
Circulatory Problems
Cough,persistent or bloody
Covid 19
Depression
Diabetes
Difficulty Sleeping
Drug Addiction
Eye Conditions
Emphysema
Endocarditis
Epilepsy
Excessive Bleeding
Fainting or dizziness
Frequent Sore throats
Frequent Urination
Glaucoma

GI Disorders
Hay Fever
Headaches
Head Injuries
Heavy Metal Toxicity
Heart Attack
Heart Disease
Heart Murmur
Hepatitis Type______
Herniated Disk
Herpes
High/Low Blood
High/Low Thyroid Hypoglycemia
Insomnia
Jaundice
Jaw Pain
Kidney Disorders
Low body temperature
Lymph Glands swell frequently
Palpitations
Premedicate
Pressure
Kidney Disease
Liver Disease
Lupus
Lyme’s Disease
Mental Disorders
Mitral Valve Relapse
Multiple Sclerosis
Neck Pain
Nervous Disorders
Numbess fingers and toes
Osteoporosis/Osteopenia
Pacemaker

Pregnancy
Due date:___________

Psychiatric/Emotional care
Rapid fatigue
Radiation Treatment
Rheumatic Fever
Rheumatism
Shaky Hands/Feet
Shortness of Breath
Short term memory loss
Skin Problems
Sinus Problems
Sleep Apnea
Special Diet ___________
Snoring
Stroke
Swollen feet or Ankles
Swollen Neck Glands
Tingling in my body
Trouble making decisions
Tuberculosis
Twitching of Muscles
Tumors or

growth on head or neck
Ulcers
Urinary Troubles
Venereal Disease (STD)
Use Sugar Substitutes
Use Tobacco, pipe or cigar smoking
Use Recreational Drugs
Use Fen Phen
Use Hormones
Weight Loss,unexplained
Work around mercury



Allergies(Please list the response next to each allergy- i.e. rash, hives, anaphylaxis)
Acrylic
Aspirin
Codeine

Latex
Local Anesthetic
Metal

Sleeping Pills
Sulfa Drugs
Others____________

Iodine Penicillin

List any medications you are currently taking and the correlating diagnosis:
Medication Name Dosage Diagnosis

(if any additional medications please attached a separate page)
Nutritional Supplements:NoneMultivitaminsTrace Minerals EPA-DHA(Omega 3’s)
Macro-Minerals(Zinc,Magnesium )ProbioticsDigestive EnzymesAminoAcidsAntioxidants
SuperfoodsOthers____________
Are you under medical treatment right now?YesNo
Have you ever been hospitalized for any surgical operation/serious illness within the last 5 yrs?________________
If yes, please explain ______________________________________________________
Are you wearing contact lenses?YesNo
Women only: a) are you pregnant or think you may be pregnantYesNo

b) Are you nursing?YesNo
c)Are you taking any contraceptives Yes No

Dental Information:
Reason for today’s visit___________________________________________________________
Date of last dental visit:_____________Date of last X-rays___________Date of Last Hygiene_________________
Previous Dentist:_________________City/State____________Reason for leaving:________________________
Have you ever taken an antibiotic prior to dental treatment?Yes No
Have you ever had any problem associated with dental anesthetic?Yes No
Y / N
Bad Breath
Bleeding Gums
Blisters on lips or mouth
Burning sensation on tongue
Chew on one side of mouth
Clicking or popping jaw
Dentures or partial
Dry mouth
Fingernail biting

Y / N
 Food collection between teeth
Grinding Teeth
Jaw pain or tiredness
Lip or cheek biting
Loose teeth or broken fillings
Metallic taste
Mouth breathing
Mouth pain, brushing
Nightguard

Y / N
Pain around the ear
Periodontal treatment
Sensitivity to cold
Sensitivity to heat
Sensitivity sweets
Sensitivity when biting
Sores or growths in your mouth
How often do you floss_______________
How often do you brush?_____________

Gum Swollen or tender Orthodontic treatment

Is having silver mercury fillings a concern for you?YesNo
Are you accustomed to seeing a dentist on a regular basis ?YesNo
Please rate your comfort level with receiving dental treatment:No problem SlightModerate
Please describe any problems you have had with past dental experiences ___________________________________

Is Biologic Dentistry (using materials that are compatible with your body)an interest to you?Yes No
Do you believe that the health of the mouth can affect the health of the whole body?Yes No





EXAM VIA TELEDENTISTRY CONSENT FORM 
 

Advanced Dental Centers will be using TeleDent’s remote communication technology to 

conduct problem-focused evaluations/re-evaluations virtually, to help manage your oral health 

problem and to determine whether you have a condition that requires immediate in-office 

treatment.  

 

During the current pandemic the federal government announced that it will not enforce HIPAA 

regulations (privacy for health records) in connection with medical and dental offices’ good faith 

provision of medical or dental services using non-public facing audio or video remote 

communications services. Remote patient consultations may take place over applications that 

allow video chats such as Apple Face Time, Facebook Messenger video chat, Google Hangouts, 

Skype, or Zoom and may involve or be based on photos or videos taken with smart phones by 

the patient and transmitted to the dental office. Please do not contact us using public-facing 

services such as Facebook Live, Twitch, or TikTok, which are not permitted by the federal 

government for this purpose. 

 

As always, our office will take dental record confidentiality very seriously, and will do what we 

can under the circumstances to protect the information you send us. While we believe the risk to 

such confidentiality is not high, it may be greater than it would be if these remote electronic 

communications were encrypted, which is one of the main HIPAA requirement’s that is being 

relaxed during the nationwide COVID-19 public health emergency.  

 

Certain major dental plans have announced that they will reimburse dental offices for conducting 

such remote evaluations, and we will submit claims in connection with them. 

 

Our dental office is using one or more of the permitted modalities listed above for remote 

transmission of information to conduct limited problem focused evaluations. While entirely 

adequate in the vast majority of cases for such limited purposes, these evaluations may not reveal 

conditions that would be discovered during an office visit or through the use of specialized 

teledentistry technology.  

 

Please indicate your understanding of and informed consent to these terms, which will be in 

effect until the government rescinds its suspension of these HIPAA requirements, by sign your 

name in the space provided and return via email to this office. 
 

 

_________________________________________                                        

Patient Signature 
 
 
 
____________________ 

Date 
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