Apple Street Dental

Patient Information

Name

RS FAE TARICIE THITIAL FICFFERE

Address

STREE

oIy STATE P

Emp]lu_yxd Mlhtary b

Birth date Social Security #

May wa contact you at workt] Yes ) Mo
Phone: Home ( ) [(§rengerz, J  rFemale
Work ( ) Mobile( )

Email address :

Emergency Name and Phone number

Relationship to the patient

How did you hear about us? Please circle one : Mailer Sign/Drive-by Internet/Google
Newspaper Radio Insurance Co. Facebook Word of mouth

Other

I understand that I am responsible for all costs for dental treatment. I hereby authorize Apple Street Dental to
administer such medication and perform such diagnostic and therapeutic procedures as may be necessary for proper

dental care. The information on this page and the medical history is correct to the best of my knowledge.

SIGNATURE OF PATIENT/GUARDIAN DATE

What was the reason for today>s-vistt?

Would you be interested in Nitrous Oxide to make your visit easier today?

Do you love yoursmie?

When was your last dental cleantng?

Why did you leave your last dentist?



Apple Street Dental

What did you like most about your last-dentist



Apple Street Dental

You current health is ( ) Good ( ) Fair ( ) Poor

Are you currently in pain? ( ) Yes ( ) No

How many times do you: Floss per week? Brush per day?
Have you ever had gum treatment? ( ) Yes ( ) No

Are your teeth sensitive to hot, cold or sweets? () Yes ( ) No

Do you take any Body Density medications? ( ) Yes ( ) No

Medical History and Information

Other Information

c fiti
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O Alcohol Abuse —l Heart Surgery Allergies
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Jd  chemotherapy = Mitral Valve Prolapse [Are yqelregnant? () Yes ()
L colitis 1 Pace Maker NO
1 congenital Heart Defect d  Psychiatric Problems QFE Mﬂﬂﬁl(_)i&s_(_}l_ﬂﬂ

Ho yBisseffer from any other corditionsidisordersdhatare not listed above? e

U

Drifficulty Breathing .| Fhaumatic Fewvar
Hieagelistamgmedications that ybu aseicureently taking:

E:Z‘ljregﬂ‘gst that the inform_altiorﬁ,gi"ﬁﬂér {rié and accurate to the best of my knowledge
. | Shimnglas
PATIENTS SIGNATUREN  Sickle Cell Diseasea DATE
1 Sinus Problems

Facial Surgery

Fainting Spells

Faver Blistars
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