CHIEF ORAL COMPLAINT

Brilliant Smiles of North Plainfield, LLC
DENTAL HISTORY

DATE OF LAST EXAM

ANY PREVIOUS MAJOR DENTAL TREATMENT: [ ] YES [[] NO IF YES, WHEN:

DO YOU HAVE OR DO YOU USE ANY OF THE FOLLOWING - INDICATE WITHA (V)

D Teeth sensitive to cold, heat, sweets or pressure

[] Bleeding gums. How long?

[] Food impaction

D Clenching or grinding

[] Burning of tongue

|:] Swelling or lumps in mouth

[[] Frequent blisters on lips or mouth
[] Pain around ear

[] Unusual sounds in ear while eating

[] Bad breath

[[] Unpleasant taste

[[] unfavorable dental experience

[[] Complications from extractions

[[] Periodontal treatment

[] orthodontic treatment

[[] Mouth breathing

[[] oral habits, i.e., fingernail biting
cheek biting, etc.

E] Cigarette, pipe or cigar smoking
[[] Texture of toothbrush

D Frequency of toothbrush

[] Dental Floss

[] Inter dental stimulators

[____] Water jet device

[[] Disclosing tablets or solution
[[] Fluoride supplements

[] Aicohol

MEDICAL HISTORY

Although dental personnel primarliy 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? QO Yes O No

Have you ever been hospitalized or had a major operation? O Yes O No
Have you ever had a serious head or neck injury? QO Yes O No

Are you taking any medications, pills, or drugs? O Yes O No

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

Have you ever taken Fosamax, Boniva, Actonel or any
other medications contatining bisphosphonates?

QO Yes O No

Are you on a special diet? O Yes O No
Do you use tobacco? O Yes O No
Do you use controlled substances? QO Yes O No

If yes, please explain:
If yes, please explain:
If yes, please explain:
If yes, please explain:

—Women: Are you

Pregnant/Trying to get pregnant? O Yes O No

Taking oral contraceptives? O Yes O No

Nursing? O Yes O No

— Are you allergic to any of the following?
[] Aspirin [] Penicillin
[] Other If yes, please explain:

[[] Codeine

[] Local Anesthetics

[] Acrylic ] Metal [] Latex

[] sulfa drugs

AIDS/HIV Positive.............. O Yes O No
Alzheimer’s Disease........... O Yes O No
ANEPhYIEXIS.....cceveveeeeeennennasd QO Yes O No
ARSMAREES S Ee R O Yes O No
Angine....... QO Yes O No

Arthritis/Gout.

Artificial Heart Valve O Yes O No
ATtficial JOINt...ccvvvveveeeeeees O Yes O No
Asthmal s chin i O Yes O No
Blood Disease..... .0 Yes O No
Blood Transfusion... QO Yes O No
Breathing Problem........... O Yes O No
BliiSelEasily s aur e O Yes O No
CarCay O Yes O No
Chemotherapy. O Yes O No
Chest Pains......c......... .. Yes O No
Cold Sores/Fever Blisters.. O Yes (O No

Congenital Heart Disorder ) Yes (O No
Convulsions.............ccceeeee. QO Yes O No

— Do you have, or have you had, any of the following?

Cortisone Medicine.......... QO Yes O No
Digbetes:..v.i i

Drug Addiction..
Easily Winded...

Emphysema.......... o

Epilepsy or Seizures........ O Yes O No
Excessive Bleeding......... QO Yes O No
Excessive Thirst............ QO Yes O No

Fainting Spells/Dizziness O Yes () No

Frequent Cough.............. O Yes O No
Frequent Diarrhea........... O Yes O No
Frequent Headaches...... O Yes O No

Genital Herpes................

GIAUCOMA.......cceeeeeernrmeasis

Hay Fever..............

Heart Attack/Failure......... QO Yes O No
Heart MUrMUF.................. O Yes O No
Heart Pacemaker............ O Yes O No

Heart Trouble/Disease.....

QO Yes O No

Bemonilel Radiation Treatments............ QO Yes O No
Hepatiti Recent Weight Loss................ O Yes O No
epatitis A......... : 7
i RenalBiglysis:. ..ot O Yes O No
Hepatitis B or C :
Herpes Rheumatic Fever...................... O Yes O No
""""""" Rheumatism...... QO Yes O No

O Yes O No Scarlet Fever.. .. O Yes O No

O Yes O No Shingles........... .Q Yes O No

O Yes O No Sickle Cell Disease................. QO Yes O No

Irregular Heartbeat..... ) Yes O No Sln'us Trguble .......................... 8 zes O No
Kidney Problems O Yes O No Spina Bifida g ; es O No
R O Vo< O) ho | 2urchlintssing] Disease.... ) Yes () No
Liver Disease............... O Yes O No Sioke . 0 ies QO No
Low Blood Pressure....) Yes (O No SHeline OH MBewe e Q Yes Q No
Lung Disease.............. O Yes O No Thyr(?lq_ DIEEREE s O Yes O No
Mitral Valve Porlapse.. () Yes () No Tonsnllms‘..i ........... .O Yes O No
OSteopOrosis. ............. O Yes O No Tuberculosis......... QO Yes Q No
Tumor or Growths O Yes O No

Pain in Jaw Joints..... O Yes O No
Parathyroid Disease.. (O Yes (O No

Blcersiisea et e O Yes O No

Venereal Disease................... QO Yes O No

Psychiatric Care......... Yes No
y O O Yellow Jaundice............c.coccee O Yes O No

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




Confidential Patient Information — |

(Please Print Legibly)

Date:

PERSONAL INFORMATION

.\..
Brilliant Smile§

—of North Plainfield

Name: SS #:
Address:
City: State: Zip:
Telephgne: (Home) (Work)
(Cell) e-mail:
Birth date: Sex: Marital Status: Spouse Name:
Occupation: Referred by:
PERSON RESPONSIBLE FOR ACCOUNT
Name: Relationship: SS #:
Address:
City: State: Zip:
Telephone: (Home) (Work)
DENTAL INSURANCE INFORMATION
Primary Insurance Co:
Insurance Co. Address:
Employee: Relationship: S.S. #:
Employer: Policy #:
Secondary Insurance Co:
Insurance Co. Address:
Employee: Relationship: S.S. #:
Employer: Policy #:

APPOINTMENTS: A minimum charge will be made for failed or cancelled appointment without prior notification of 24 hours. This fee covers
only a portion of the overhead suchs as salaries, electric, heat, etc., which still has to be paid whether you are present or not. Once an

appointment is made, please remember this time has been reserved for you.

INSURANCE: To avoid misunderstandings regarding dental insurance, we want our patients to know that all professional services rendered
are charged directly to the patient and that patients are personally responsible for payment of fees. We will prepare necessary forms or
reports to help you obtain your benefits from insurance companies, upon receipt of full (or partial) payment of bill. We do not render our
services on the basis that insurance companies will pay all our fees. Each fee is individual for the individual patient.

I understand that payment is my obligation regardless of insurance or any other third-party involvement.

SIGNATURE:

DATE:




