Aesthetic C}Ve[come

P/ (VY
;ﬂq’ Dﬁ/ﬂf U y{/ Thank you for selecting our exceptional dental healthcare team. Our

of Palm primary commitment is to provide our patients with the best possible
dental care. To help us meet your dental healthcare needs, please fill out
“Oopanitmend 1o Exctlleme” this form in ink. If you have any questions or need assistance please ask.

Date Social Security # Email Cell

Name Birthdate Phone

Address City State Zip

Check Appropriate Box ~ _ Minor [ Single [ Married [ Divorced [ Widowed _ Separated

If Student, Name of School/College Gity State | Full ime [ Part-time
Patient’s or Parent’s Employer Work Phone

Spouse or Parent’s Name Emplover, Work Phone

Whom May We Thank for Referring You?

Person to Contact in Case of Emergency Phone
Person Responsible for this Account Relatonship to Patent
Address Phone
Birthdate Emplover Work Phone
Is this Person Currently a Patient in our Office? L] Yes [1 No
Physician Office Phone Date of Last Exam
Are vou under medical treatment now? [ Yes [ No Are you allergic to or have you had any reactions to:
Have you ever been hospiralized for any Local Anesthetics (eg. novocaine) Ll Yes L) No
surgical opetation ot setious illness within . = Peciicilli 0 Yes [N
the last 5 years? If yes, Please explain. | Yes LIl Na Scie il 5 2
Sulfa Drugs LI Yes LI No
Barbiruates - Yes LI No
Have vou been advised to take Pre-Medication antbiorics ; FT s T mex
o 5 Sedatives L Yes LI No
prior to vour dental treatment? B . . =
If Yes, list PRE-MED taken. ~ Yes _ No Todine _ Yes _ No
Aspirin Ll Yes: L1 No
Any Metals (eg. nuckel, mercury, etc.) | Yes [l No
Have vou ever taken Fosamax, = _ Latex Rubber _ Yes _ No
Actonel, Boniva or Reclast? [ | Yes LI No i — . =
_ : i _ o Other (Please List) Ll ¥eg: LIl No
Are vou raking Prolia or Forteor | ¥es L1 No
Have vou ever received intravenously __ -
Aredia or Zometa? L ¥es |l No Woities Ol
Do you use tobaccor U ¥es U No Are vou pregnant or think vou mav be? _ Yes _ No
Do you use controlled substances? 2 ves U No Are ou ﬂUTSiﬂg-’ Li Yes L No
Are vou taking contraceptives? ! Yes _ No
Are you taking any medication(s) including over the counter medications and supplements? _ Yes _ No

If Yes, List




Do you have or have you had:

Heart Disease _ Yes _ No  Emphysema ~ Yes — No  AIDS or HIV Infection Yes _ No
Heart Murmur — Yes — No  Radiation Therapy — Yes _ No  Sexually Transmitted Dis. Yes ~ No
%}IVP ot — Yes _ No  Chemo Therapy — Yes — No Do vou take dietary

eart Attack — Yes — No  Anemia C Yes _ No sisnlesnaiits sesilatles Vs 0N
Chest Pains/Angina ZYes Z No  Glaucoma _ Yes — No DEE;@“ r:gsul‘:fgl;ata}lm aiiv ok thie followoing-
Stroke ~ Yes Z No  Arthritis CYes DNO i, - Yes = No
Rheumatic Fever — Yes _ No  Recent Weight Loss £ Yoo = No Ginper ; Y, 5 \
Pacemaker _ Yes — No  Thyroid Problem = ¥ = No AR =g
Defibrillator — Yes — No  Hay Fever/Allergies  — Yes _ No ik s O.No
Artificial Joints — Yes Z No  Epilepsy/Convulsions — Yes — No Ginseng Xos T B
Stents ~ Yes — No  Respiratory Problems ~ ~ Yes — No  Fish Ol es No
Valve Replacement — Yes — No  Asthma ~ Yes ~ No VitaminE Yes ~ No
Filters — Yes — No  Shortness of Breath — Yes — No  Echinacea es _ No
Dental Implants — Yes — No  Tuberculosis — Yes _ No St John’s Wart ~ Yes T No
High Blood Pressure  — Yes _— No Diabetes F¥es S No FEawm " Yes T No
Low Blood Pressure = ¥es O I\J:o Hepatitis Type — Yes — No  Vglerian Yes ~ No
Cancer — Yes — No  Laver Disease = Yes U No
Do your gums bleed while brushing/flossing? — Yes — No Do you have frequent headaches? J Xex I No
Are your teeth sensitive to hot or cold? 2 ¥es L No Do you clench or grind your teeth? ~— Yes — No
Are vour teeth sensitive to sweet or sour? % © Np Do you bite your lips or cheeks frequently?  — Yes — No
Do vou feel pain in any of your teeth? s U Ple Have you had difficult extractions? O ¥es C Mo
Do you have sores or lumps in your mouth? — Yes — No Have you had prolonged bleeding following
Have you had any head, neck or jaw injuries? _ Yes _ No extractions? = Yes i No
Have you experienced any of the following; S5 = Have vou had any orthodontic treatment? - ¥Yex L. No

Clicking _ Yes — No g : o D __

Pain (joint, ear, side of face) v T Mo Do vou wear dentures or partials? = Xes T No

Difficulty in opening or closing — Yes: = No If yes, date of placement

Difficulty in chewing Yes ~ No

If vou could Change anything about vour smile, what would vou change? (For Example: Color, Shape, Spacing, Straighter, Silver Fill-
ings, Missing Teeth, etc.)
Have you had Botox/Dysport and/or Dermal Fillers (Juvederm, Restylane, Voluma, Radiesse) in the past? _ Yes _ No
Would you be interested? — Yes _ No
What additional services would you like to learn abour?

— Clenching/Grinding Treatments _ Facial Iniectable:s;’ Fillers - B,

~ Straightening Crowded Teeth/Invisalign ~ Improvement of Facial Lines/Wrinkles

— Correcting Facial Asymmetries ~ Brow Lift

~ Improving Thin Lips/Liplines Other
Do vou snore more than three nights a week? _ ¥ J No
Is your snoring loud (can be hear% through a door or wall)” _ Yes _ No
Has anyone ever told you that vou briefly stop breathing or gasp when you are asleepr Yes — No
Do vou feel fatigued throughout the day? ~ Yes ~— No

I agree that Aesthetic Dentistry of Palm City, Inc. may use photographs of me, with or without my name, for example, such
purposes as publicity, illustration, advertising and web content. Tauthorize the release of my photo(s). - Yes _ No

Signature Date

1 certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered
I understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information including the
diagnosis and the records of any ireatment or examination rendered to me or miy child during the period of such dental freatment to health practi-
tioners. I agree to be responsible for payment of all services rendered on my bebalf or my dependents

Signature of Patent (or Parent)




