IYeleome to one ractice!

912-638-9001
plantationdentalssi@gmail.com _ _
300 Main Street, Suite 101, St. Simons Island, GA 31522 Plantation Dental Associates

Please complete the following form. The information provided on this form is important to your dental health. If there
have been any changes in your health or medications, please tell us. If you have any questions, do not hesitate to ask.

Today’s Date:

Patient Name: Sex: Date of Birth: Age:
Home Address: City: State: Zip:
Billing Address (if different): City: State: Zip:
Home Phone: Cell: Email:

How do you prefer to be contacted?
Drivers License #: State: SS#:

Employer/Occupation: Bus. Phone:

Spouse’s Name & Phone #:

In the event of an emergency, is there someone you prefer we contact?

Name: Relationship:
Work #: Cell #: Home #:

Whom may we thank for referring you?

PRIMARY DENTAL INSURANCE

Insurance Company Name:

Insurance Company Address: Phone#:
Group#: Insured’s Name:
Relationship: Insured’s Birthdate: Insured’s SS#:

Insured’s Employer:

SECONDARY DENTAL INSURANCE

Insurance Company Name:

Insurance Company Address: Phone#:
Group#: Insured’s Name:
Relationship: Insured’s Birthdate: Insured’s SS#:

Insured’s Employer:

Please see next page



MEDICAL HISTORY

Name of your medical doctor: Date of last visit to medical doctor:
Name of your last dentist: Date of last visit to dentist:
Yes No Yes No
Heart Problems.........ccccoveveueeeeeeeccnnieenennns O Od Fainting spells, seizures or epilepsy....................... O O
Chest Pain..........cocovieii 0 o SHTOKE(S). v vt O O
Shortness of breath..................... o 0O
Frequent or severe headaches............c..c.cccocueuee.... O 0O
Blood pressure problem................ o Od
Heart murmur. ... O 0O Thyroid Problems...........cccovovveeeeeeeeeeeeeeeeennen O O
Heart valve problem...................... O O Persistent cough or swollen glands........................ O O
Taking heart medication................ O O Premedications required by physician.................... o 0O
Rh ticfever.......ccooocciveeeeene...
eumatic fever O o (07T aTot=Y o/ U o o ) o O
Pacemaker...........ccccceveveeeeereenenn. O O
Ar‘tIfICIal heart Valve ....................... D D DlabeteS .................................................................. D D
Urinate more than 6 times a day................ O O
Blood Problems..........ccceceeeeeruereresesenennens O d Thirsty or mouth is dry much of the time... 00 [J
ESY DIUISING oo O 0O Abnormal bleeding..............cccoevevevcruennn.. O O
Frequent nosebleeds..................... O O Tuberculosis or other respiratory disease.............. o 0O
Abnormal bleeding........................ O o Do you drink alconol?..........c...ovveoeeeeeeeeeeeeeeenn! O Od
Blood disease (anemia)................. O O B
Ever require a blood transfusion? [ [
DO YOU SMOKE?....eeeeeeeeeeeeee e O 0O
Allergy Problems...........ccceeeeeeeecccenenen. o Od Packs per day?
IR TR rrrrmorrocen e mereercres o 0O Hepatitis, jaundice or liver trouble.......................... o O
e O o Herpes or other STD......o.vovvveeeeeeeeeeeeeenenen O O
SKin rashes...........oocrrereenreneeeenns o o » O O
T i ey e O 0O HIV-positive/AIDS..........c.ccooeeiiiiiee e
AStNMA oo O O Glaucoma..........coociiiiiiii o O
Do you wear contact lenses..........ccccceeeeeeieeeeeenen... o o
I [ S S mmmemmommmreromrssmmmneens O o History of head injury.........cccococeiiiiiiiiieee o o
UICEIS. .. O O
| ical disease? O O
Weight gain O I08S........oooorossen O 0O Epilepsy or other neurological disease”.................
Special Diet........coovevereereeeeenen. O O History of alcohol or drug abuse?............ccccceeeuneee. o O
Constipation/Diarrhea.................... O O Do you have any disease condition, or problem
Kidney or bladder problems.......... O O not listed previously that you feel we should know
ADOUL?. ..., 0o o0
Bone or Joint Problems..........ccccceueune... O O e e e e
ArthritiS......oooveeeececeeeeeeeeee O 0O
Back or neck pain...........c.cc.cove... O 0O
Joint replacement.............cccc........ O O

(e.g., total hip, pins or implants)



MEDICAL HISTORY (CONTINUED)

During the past 12 months, have you taken any of the following?

Yes No Yes No
Antibiotics or sulfa drugs...........cccccveeevevennnn. O O A you taking any prescription/over the counter
Anticoagulants (e.g. Coumadin)..................... 0o o ArUGS? e O O
High blood pressure medicine......................... O O If so, list each one (name, dosage, amount per day)
TranqUIliZErs.........coeveeeeeeeeeeeeeeeeeeeeee O O
Insulin, Orinase, or similar drug....................... O O
F N o111 O O
Digitalis or drugs for heart trouble.................... O 0O
NItroglyCerin..........uveeeiiiiiiiiiiiieeee e O O
Cortisone (Steroids)........ccoccvuveeeeiiiiieeeeiiiieenennn O O
Natural remedies..............cccocoiiiiiiiiiiinine. O O
Nonprescription drug/supplements.................. O O

Have you ever been diagnosed with sleep apnea? [J Yes [] No
If so, do you have a CPAP? [J Yes [ No

Are you allergic, or have you reacted adversely, to any of the following?

Yes No Yes No
Local anesthetics (“Novocaine”).........ccccccveeeeene O O Reaction to metals..........cocceeeiiiiiieiiiiinenn, O O
Penicillin or other antibiotics..................cccuuvee.. O O Latex or rubber dam................ccoeeciniiinennn.... O O
Sulfa drugs. ... O O List any other allergies here:
Barbiturates, sedatives, or sleeping pills.............. O O
Aspirin, Acetaminophen, or Ibuprofen................... O O
Codeine, Demerol, or other narcotics.................. O O

Women
Are YOU NUISING?...coiiiieiiiie e O O

Are you taking contraceptives or other
NOrMONES?....ooieieeee e 0 [ Have youreached menopause?.......................... o o
Are YOU Pregnant?.........c.ccocoveeeeeveeeeereseereseenanns ] [ 'fso, doyouhaveany symptoms?

If so, expected delivery date:




DENTAL HISTORY

Please answer the questions below: Yes No Yes No
Do you clench or grind your jaws frequently?.......... O O
Are you apprehensive about dental treatment? D D Do yourjaws everfeel tired?.....coooeeeiiieeiaei D D
Have you had problems with previous dental Does your jaw get stuck so that you can’t open it
treatMent?........c.oov e OO DO fre@ly ..o O O
Do you gag €asily?........cceeieeiiiiiieii e O [ Does it hurt when you chew or open wide to take a
Eh CUREEC TN CS L ——————— I OO O O
Does food catch between your teeth?................ O 0O po you have earaches / pain in front of your ears? [] []
Do you have difficulty chewing food?................. O 0O po you have any jaw symptoms or headaches
' 2
Leel CheYV on onl.y one side of your mouth?  [1 [ upon awakening in the morning?..........cccc.cccoveeenne.. O O
Do you avoid brushing part of your mouth Does jaw pain or discomfort affect your appetite,
because of PAIN?........ccccceveveveeeeeeeeeee e O O _ , o
) sleep, daily routine, or other activities?................... O O
Do your gums bleed easily?...........c.ccccoveveveen.... O O o _ _
Do you take medications or pills for pain or
Do your gums bleed when you floss?................ O 0O i - ] ; | |
Do your gums feel swollen or tender?................ O [ @som ort (pain relievers, muscle, relaxants,
i 2
Ml n s S eeling Seres i o antidepressants)?........cccoeveeeveeeeeeeieeeee e O Od
around your mouth?..........ccceevviiieeiiiiiiee e O O Do you have a temporomandibular (jaw) disorder
Are your teeth Sensitive? ____________________________________ D D (TMJ)'? ...................................................................... D D
Do you feel spurts of pain when your teeth Do you have pain in the face, cheeks, jaws, joints,
come in contact with: throat or temPleS?........covieeeieeieee e O O
Hot foods or liquidS?..........cocveueeeeerenn O [ Are you unable to open your mouth wide?............... O 0O
Cold foods or liquids?............ccccuvrreneenn. O [O Are you aware of an uncomfortable bite?................ O O
SOUS?.cooeeeeeeeeeeeeeeeeeee e O O Have you had a blow to the jaw (trauma)?............... O O
SWEES 2 et D D Type of toothbrush bristles?
Do you take fluoride supplements?.................... O O [] Hard ] Medium [] Soft
Are you dissatisfied with the appearance of How often do you brush?
?
(Yo LU (=11 S O O How often do you floss?
P
Do you prefer to save your teeth?..................... O O Wi e e B e Bl v
Does your jaw make Noise?..........cccceceevvvveeeennns O O

PATIENT CERTIFICATION & AUTHORIZATION

| certify that | have completed this Medical History Form and that the information provided is true, complete, and accurate to the best
of my knowledge. | understand that it is my responsibility to inform this office of any changes to my medical history, medications,
health status, or insurance information.

| authorize Dr. Charles T. Hopkins 11l and authorized members of his staff to use and disclose my health information as necessary for
treatment, payment, healthcare operations, and insurance claim processing. | authorize the release of any information required to
process insurance claims and determine benefits, and | authorize the use of my signature on all insurance submissions, whether
submitted electronically or otherwise.

This authorization shall remain in effect until revoked by me in writing. Any written revocation will not apply to actions taken prior to
the receipt of such revocation.

By signing below, | acknowledge that | have read, understand, and agree to the above statements.

Signature of Patient, Parent, Guardian or Personal Representative Date

Please print name of Patient, Parent, Guardian or Personal Representitive Relationship to Patient
Payment is due in full at time of treatment unless prior arrangements have been approved.






