
Patient Information (confidential) 
Date: __________ 

Name:____________________________ Birth date_______________Referred by:__________________ 

Address_______________________________City___________________State____________Zip________________ 

Home Phone_______________________Cell Phone___________________Email_____________________________ 

Occupation_____________________Employer_______________________Work Phone_______________________ 

Check Appropriate Boxes:MaleFemaleMinor SingleMarriedDivorcedWidowedSeparated 

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: 
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
Heart Palpitations 
Hepatitis Type_________
Herniated Disk
Herpes 
High/Low Blood Pressure 
High/Low Thyroid 
Hypoglycemia
Insomnia
Jaundice
Jaw Pain
Kidney Disorders 
Low body temperature
Lymph Glands swell frequently
Pacemaker
Premedication
Kidney Disease
Liver Disease
Lupus 
Lyme’s Disease
Mental Disorders 
Mitral Valve Relapse
Multiple Sclerosis 
Neck Pain 
Nervous Disorders 
Numbness fingers and toes 
Osteoporosis/Osteopenia
Pacemaker

 Are you Pregnant?
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: 
Medications Name                                Dosage                                               Diagnosis 

(if any additional medications please attached a separate page) 
Nutritional Supplements:None Multivitamins Trace Minerals  EPA-DHA(Omega
3’s)Macro-Minerals(Zinc,Magnesium )Probiotics Digestive 
Enzymes AminoAcids AntioxidantsSuperfoods Others____________ 
Are you under medical treatment right now?    Yes No 
Have you ever been hospitalized for any surgical operation/serious illness within the last years? 
If yes, please explain _______________________________________________________________________________________ 
Are you wearing contact lenses? Yes No 
Women only:    a) are you pregnant or think you may be pregnant Yes No     

b) Are you nursing? Yes No
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 

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 
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
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? Yes No 
Are you accustomed to seeing a dentist on a regular basis ? Yes No 
Please rate your comfort level with receiving dental treatment: No problem Slight Moderate   
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



Epworth Sleepiness Scale 
Daytime Sleepiness Evaluation 
For the following situations, answer with one of the following numbers: 
0-would never doze 
1-Slight chance of dozing  

2-Moderate chance of 
dozing 
3-High chance of dozing  

Nighttime Sleepiness Evaluation 
1. Snoring

A) Do you snore on most night (more than 3x nights per week)?
Yes (2)             No (0)                ________ 

B) Is your snoring loud? Can it be heard through a door or wall?
Yes (2)             No (0)                ________ 

2. Has it ever been reported to you that you stop breathing or gasp during sleep?
        Never (0) Occasionally (3) Frequently (5)     ________ 

3. What is your collar size?
Male: Less than 17 inches (0)  more than 17 inches (5)                      _________ 
Female: Less than 16 inches (0) more than 16 inches (5)  _________ 

4. Do you occasionally fall asleep during the day when:
You are busy or active?               Yes (2)      No (0) _________ 
You are driving or stop at a light?   Yes (2)    No(0) _________ 

5. Have you had or are you being treated for high blood pressure ?
         Yes (1)          No (0)  _________ 

Total           _________ 

_______________________________________________________________________ 
Score  
9 points or more 6-8 points       5 points or less 
Refer to sleep      Gray area        Low probability 
specialist or order use clinical of sleep apnea 
sleep study      judgment 

Situation Score 
Sitiing and reading 
Watching television 

Sitting, inactive in a public place  
As a passenger in a car for an hour without a break 

Lying down to rest in the afternoon when circumstances permit 
Sitting and talking to someone 

Sitting quietly after a lunch without alcohol 
In a car, while stopped for a few minutes in traffic 

Total Score 









/-1/Pflfl Information and Consent Form lnitial __ Date" ___ _ 

1he /.-lea/th Insurance Portability and flccountabi/ity flct (/.-IIPflfl) provides sa(e9uards to protect your 

privacy· Implementation oF /.-IIPflfl requirements officially be9an on flpril 74, 2003· Many or the 

policies have been our practice For years· ,his Form is a "Friendly" version· fl more complete text is 

posted in the office· What this is all about: Specifically, there are rules and restrictions on who may 

see or be notified or your Protected /.-lea/th Information (P/.-11)· 1hese restrictions do not include the 

normal interchan9e oF information necessary to provide you with office services· /.-IIPflfl provides certain 

ri9hts and protections to you as the patient· We balance these needs with our 9oal oF providin9 you 

with quality professional service and care· fldditiona/ information is available From the U·5· Department 

oF /.lea/th and /.luman Services· www·hhs·9ov· We have adopted the Followin9 policies: 

7 • Patient information will be kept confidential except as is necessary to provide services or to ensure 

that all administrative matters related to your care are handled appropriately· ,his specifically includes 

the sharin9 oF information with other healthcare providers, laboratories, health insurance payers as is 

necessary and appropriate For your care· Patient files may be stored in open file racks and will not 

contain any codin9 which identifies a patient's condition or information which is not already a matter 

oF public record· 1he normal course oF providin9 care means that such records may be left, at least 

temporarily, in administrative areas such as the Front office, examination room, etc· ,hose records will 

not be available to persons other than office staff • You a9ree to the normal procedures utilized within 

the office For the handlin9 oF charts, patient records, P/.-11 and other documents or information· 

2· It is the policy oF this office to remind patients oF their appointments· We may do this by 

telephone,text, e-mail, U·5 mail, or by any means convenient For the practice and/or as requested by 

you· We may send you other communications inFormin9 you oF chan9es to office policy and new 

techno/09y that you mi9ht find valuable or informative· 

3· 1he practice utilizes a number oF vendors in the conduct oF business· 1hese vendors may have 

access to P/.-11 but must a9ree to abide by the confidentiality rules oF /.-1/Pflfl· 

4· You understand and a9ree to inspections oF the office and review oF documents which may include 

P/.-11 by 9overnment a9encies or insurance payers in normal performance oF their duties· 

5 • You a9ree to brin9 any concerns or complaints re9ardin9 privacy to the attention oF the office 

mana9er or the doctor· 

6· Your confidential information will not be used For the purposes or marketin9 or advertisin9 or 

products, 9oods or services· 

7· We a9ree to provide patients with access to their records in accordance with state and Federal laws· 

8· We may chan9e, add, delete or modify any oF these provisions to better serve the needs oF the 

both the practice and the patient· 

9· You have the ri9ht to request restrictions in the use oF your protected health information and to 

request chan9e in certain policies used within the office concernin9 your Pl-II· /.-lowever, we are not 

obli9ated to alter internal policies to conform to your request· 


