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Welcome to .
Charles T. Hopkins, lll, D.M.D. « Plantation Dental Associates
/ 300 Main Street, Suite 101 - St. Simons Island, GA 31522
Om & 912-638-9001 - plantationdentalssi@gmail.com

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:

Spouses 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 INSURANCE

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

SECONDARY 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



Name of your medical doctor:

MEDICAL HISTORY

Date of last visit to medical doctor:

Name of your last dentist:

Date of last visit to dentist:

Heart Problems .. st rtbsszrneds
CREST DRI L e i o s ccs ek
Shorthess of breathu s il s s, L
Blood pressure problem ...
Heart P I o

.......

.......

Heart valve problem.........isin

Taking heart medication. ...
Rheumatiafever i LIl LR Sl
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Artificial heart ValVe.......coverreeessemseressssesss

Blood Problems ...
|2 ot o151 T s Il S Lol L SO
FratUeRt NOSEDISEUS il saiimsssmasbimscssaons
Abnormal bleeding.......mmcssns

Blood disease (anemia) .......ccemeenmmsensens
Ever require a blood transfusion?...........

Allergy Problems.............ccoomiciiinnscesmisinn
Hay feveri sla it e S il
Sinus problems.. o e s '
Sk rashiesaRl el el R AT L
Taking allergy medication ...
ASthmal ., oS b,

Welghtigain orlossi il . i

Special dlef . o s s

uuuuuuu

.......
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Constipation/Diarrhea......uun.

Kidney or bladder problems............cc.....

Bone or Joint Problems............ccoovvonviiins

Arthritisias dalisad

.......

Back or neck pain
Joint replacement

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

......
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Fainting spells, seizures or epilepsy

10} € ) p e e S ot e
Frequent or severe headaches.........

Thyreld problems i sl it sl

Persistent cough or swollen glands

Premedications required by physician .............
CaNCET/MUMOIE il il ittt b L L

Biabetes i
Urinate more than 6 times a day......ue
Thirsty or mouth is dry much of the time...
Abnarmaliblesaing Tl i

Tuberculosis or other respiratory di

Do yetvdtink aleoRol?. .l b et b b

......................

Sedaserrasanntrenanay
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Yes

[]

Drinks per day?
Do YoHSIOKa ... i il
Packs per day?
Hepatitis, jaundice or liver trouble..
Hetpes orother STB s waiinsi

HINCEOSIVE/AlDS et mnisnrastesiasais

L]

(] P10 el 7 e gt i o oS P et []
Do you wear contact [enses?.......mmmn ]
History GFRE At ANUTYT o riassiisissbssasemiassssssaoss []
Epilepsy or other neurological disease’............. []
History of alcohol or drug abuse? ... []

Do you have any disease condition, or problem
not listed previously that you feel we should

know about? ........

If so, please describe:
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MEDICAL HISTORY (CONTINUED)

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

Yes No
ANtIDIOtICS OF SUIA ATUGS...svccsvsssmssosssorsssmmmmsses ]
Anticoagulants (e.g. Coumadin) ......ccemmseminens []
High blood pressure medicing.........cou e []
Tranduilizers:, ol ELBILLL LU b R []
Insulin, Orinase, or similar drug........rives []
Digitalis or drugs for heart trouble........cccocceov... Ll
N O ICETIT v rrersabas sovass e s Sasssyss iantines []
Cottisone (Steralds) . i s iasse []

[]

[]
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Yes No

Are you taking any prescription/over the
coUntarariesiuitn . Cobm N il H N

If so, list each one (name, dosage, amount per day)

Nonprescription drug/supplements..........co......
Have you ever been diagnosed with sleep apnea?........... Yes[ ] Nol[ ]
If 50, dO you have @ CPAPT .....cecivremssssessssnesmsesssssssessssens Yes[| Nol[_l

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

Yes No
Local anesthetics (“NOVOCAINE")......corrvnussnerness g [ |
Penicillin or other antibiotics ... L |
SO PGS it G e L [ ]
Barbiturates, sedatives, or sleeping pills............. H H
Aspirin, Acetaminophen, or lbuprofen................D []
Codeine, Demerol, or other narcotics.................. n N

Women
Yes No

Are you taking contraceptives or
other hormones?........... []

L1 []

Areyou'prednant? LSRRI Ny ol []
If so, expected delivery date;

Yes No
REACHBN 0 PEYALS el ittt sl 1]
{0 T2l U] o) aT2Y s s e v S el e B Rl | |

List any other allergies here:

Yes No
Are you nursing? ‘AN
Have you reached menopause?......ms n N

If so, do you have any symptoms?

Please complete dental history on next page



DENTAL HISTORY

Please answer the questions below: Yes No Yes No
Are you apprehensive about Do you clench or grind your jaws
denTalitteatmenta i . s e | 1] ] T RN el Ll AR R S HEE
Have you had problems with previous Do your jaws ever feel tired? ... ] L
dantal Hearmentaar et BRI I (S0 | Does vour jaw get stuck:so that vou
your jaw g b
Do you gag easily? E S e 11 1 i I I cantopen itifrealya INIEaEEDEL L.t o LI | S |
Do you wear dentures? e S e Tl | Does it hurt when you chew or open
: B
Does food catch between your teeth? T | wide to take aibited .. L i il [ 1AL |
Do you have difficulty chewing food?................ H N Do you have earaches / pain in
I (i ie e o 7 e et I [ I
Do you chew on only one side .
of your mouth? [ ] Do you have any jaw symptoms or headaches
T upon awakening in the morning?...........cuu. L]
Do you avoid brushing part of your | | !
mouth because of pain? o ) S Does jaw pain or discomfort affect your
_ appetite, sleep, daily routine,
Do your gums bleed €asily?.....mmsnmn ) ] Bt otherdetivielos: |G RO 1 T [0 [ |
Do your gums bleed when you floss?......c.c.cc..... | | Do you take medications or pills for pain
Do your gums feel swollen or tender?....o. | [] or discomfort (pain relievers, muscle alm
i ?
Have you noticed slow-healing sores relaxants, antidepressants)? ...
Inoraratndvetrmouth? ...l [ 1 Do you have a temporomandibular (jaw) sl
i ?
AreybiirtecthsBrisitive ... il H'w clisaretar (T e e st i s saanshises
Do you feel spurts of pain when your Do you have pain in the face, cheeks, jaws,
faath corne in contact with: Joinits, throatortemplosr Ml G0 IGIT T ]
Hot foods or liquids T | Are you unable to open your mouth wide?..[ | []
COId fOOUS OF lIGUITS eovrmrressresrieremreresens [ ] [  Areyouaware of an uncomfortable bite?......... | [
SOUfS? ...................................................................... % E Have you had a blow to thejaw (trauma)? ........ D D
SWeeks L b GGG 0 Lt s 1
0 O Type of toothbrush bristles?
' ?
Do you take fluoride supplements? ........cccocccunns [ el [ mtediam [ |isoft
Are you dissatisfied with the appearance '
ofyourteathy. . L HEUINIITR . 1L H u How often do you brush?
Do you prefer to save your teeth?......cue S | How often do you floss?
Does your jaw make noise?......... MG T H R When was your last dental visit?
AUTHORIZATION
| certify that |, and/or my dependent(s), have insurance with and assign directly to
Name of Insurance Company(ies)
Dr. allinsurance benefits, if any, otherwise payable to me for services rendered. | understand that | am financially

responsible for all charges whether or not paid by insurance. | authorize the use of my signature on all insurance submissions.

The above named dentist may use my health care information and may disclose such information to the above-named Insurance Company(ies)
and their agents for the purpose of obtaining payment for services and determining insurance benefits or the benefits payable for related
services. This consent will end when current treatment plan is completed or one year from the date signed below.

Signature of Patient, Parent or Guardian or Personal Representative Date

Please print name of Patient, Parent, Guardian or Personal Representative Relationship to Patient

Payment is due in full at time of treatment unless prior arrangements have been approved.




