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LastingSmiles

PATIENT INFORMATION

DENTAL CARE

NAME I:lMARRIED EISINGLE [Jvnor I:lMALE [ ]FemALE
ADDRESS

CITY STATE ZIP

HOME PHONE CELL # BIRTH DATE AGE
E-MAIL ADDRESS SOCIAL SECURITY #

DRIVER'’S LICENSE #

IF F/T STUDENT, SCHOOL NAME

EMPLOYER OCCUPATION
BUSINESS PHONE NO. YEARS EMPLOYED
EMPLOYER ADDRESS

PERSON RESPONSIBLE FOR THIS ACCOUNT

DENTAL INSURANCE COMPANY

GROUP #

PERSON TO CONTACT IN CASE OF AN EMERGENCY WHO DOES NOT LIVE WITH YOU:

NAME

TELEPHONE

ADDRESS

RELATIONSHIP

WHOM MAY WE THANK FOR REFERRING YOU TO OUR OFFICE?

FAMILY INFORMATION

HUSBAND (OR FATHER IF MINOR) WIFE (OR MOTHER IF MINOR)

LAST FIRST M LAST FIRST M

STREET CITY STATE ZIP STREET CITY STATE ZIP

HOME PHONE # BUSINESS PHONE # HOME PHONE # BUSINESS PHONE #

EMPLOYER BIRTH DATE EMPLOYER BIRTH DATE
DENTAL INSURANCE CO. SS# DENTAL INSURANCE CO. SS #
AUTHORIZATION

| authorize Dr. Ghodsi and his staff to perform any diagnostic procedures and treatment deemed appropriate for proper dental care. |
authorize the release of any information concerning my or my dependents health care, advice and treatment provided for the purpose
of evaluation and administering claims for insurance benefits and/or other dentist.

| hereby authorize payment of insurance benefits directly to Dr. Ghodsi or his associates. | understand and agree, that regardless of
my insurance status, | am ultimately responsible for the balance of my account for any dental services provided.

| understand that all responsibility for payment of dental services provided for myself or my dependents is mine, due and payable at
the time services are rendered unless prior arrangements have been made. | also understand that if | do not pay the entire balance
within 60 days, a 1.5% finance charge (18% APR) may be added to my account, in addition to any collection charges.

X
[JAcutt Patient [JFatner (r Husband) [_JMother (or wite) [ _JGuardian Date




DENTAL HISTORY

Patient Name

Welcome! So that we may provide you with the best possible care please complete both
sides of this medical/dental history form. All information is completely confidential.

What is the reason for your visit today?

Date of Last Dental Visit

Previous Dentist’s Name

What was done at your last dental visit?

How often do you brush your teeth?

How often do you floss?

What other dental aids do you use? (interplak, toothpick, etc.)

Do you have any dental problems now? Yes No
If yes, please describe:
Are any of your teeth sensitive to: Have you ever had:
Hot or cold?  Yes[] No[ Orthodontic treatment? ~ Yes[dJ No [
Sweets?  Yes[d No [ Oral surgery?  yes[] No[l
Biting or Chewing?  Yes[d No O Periodontal treatment?  Yes[J No [
If Yes, Where? Your teeth ground or the bit adjusted?  Yes[d No[d
Have you noticed any mouth odors or bad tastes?  Yes[] No [ A bite plate or mouth guard? ~ Yes[J No[l
Do you frequently get cold sores, blisters, or A serious injury to the mouth or head?  Yes [ No[
any other oral lesions? ~ Yes[J No[J If so, please describe, including cause
Do your gums bleed or hurt  Yes[J No[J Have you experienced:
Have your parents experienced gum disease Clicking or popping of the jaw?  Yes] No[d
o
H iced | ‘ otrhtoothhloss. Yes[] No[] Pain? (joint, ear, side of face)  Yes[J No[d
ave you noticed any loose eein o;;:r E:[g?’ ves[J NoDl Difficulty in opening or closing the mouth?  Yes[J] No[J
Does food tend to become caught ir:/betweerll Difficulty in chewing on either side of the mouth?  Yes[] No[]
9 your teeth?  Yes[] No[l Headaches, neck aches or shoulder aches?  Yes[J No[J
’ ?
If Yes, Where? Sore muscles (neck, shoulders)? Yes[] No[J
Do you: Are you:
Clench or grind your teeth while awake or asleep?  Yes[] No[d Satisfied with your. teeth's appearance?  Yes[d No[d
Bite you lips or cheeks regularly? ~ Yes[] No[] Nervous about having dental treatment?  Yes[] No[d
Mouth breath while awake or asleep?  Yes[J No[] Have you ever had an upsetting dental experience?  Yes[] Nod
Have tired jaws, especially in the morning?  Yes[] No[
Smoke or chew tobacco?  Yes[] No[J

Is there anything special you would like us to know that would make your visit as pleasant as possible?

If yes, please describe

History Review

Doctor Signature

Date

(Please complete other side)




MEDICAL HISTORY

Patient Name

1. Have you been under the care of a medical doctor during the past tWO YEars? ...........ccoiiiiiiiiiii e Yes[
If yes, for what?
Physician’s Name Phone
Address City State Zip

Have yo taken any medication or drugs during the past two years, including appetite suppressants fen-phen? .. ... Yes[1
3. Are you taking any mediCation OF ArUGS? ........ooiiiiiiiii et st e e b e e e b e s e e e b e s b e e e b e e ab e s et a e s an e Yesd
If yes, please list name and dosage
4. Are you aware of having an allergic (or adverse reaction) to any medication or substance? .............cccociiiiiiiiiiii i Yes[
If yes, please list:
5. Have you been a patient in the hospital during the Past fiVE YEAIS? ..ottt Yes[d
6. Indicate which of the following you have had, or have at present. Circle “yes” or “no” to each item.
Heart (Surgery, Disease, Attach) ..... Yes[J NoLd UICers ..o YesT1 NoOl Hepatitis A (infections) / B (serum) . Yes[]
Chest Pain ......cccccoeveeieeieeicieeeee. Yes[T] No[] Diabetes ......cccoooeeiieieeecieceeeeeenne. YesO No[d Venereal Disease ........ccccccceveuen.... Yes[
Congenital Heart Disease ................ Yes[0 No[d Thyroid Problems ..........cccccceveveuenane. Yesd No[d ALD.S .o Yes[
Heart MUrmMUr .......ccoooveeiieeeeceee No[d Glaucoma .......cccccooeveceeeeeeeiieeeenne YesO No[O M.LV. Positive .....ccccoovvveceeeeenenn. Yes[
High Blood Pressure .........cccccooeeiene No[J Contact LENSES .......cccevvrviiiirieniene Yes[0 No[d Cold Sores/Fever Blisters ................ YesO

Mitral Valve Prolapse .. No[d Emphysema No[d Blood Transfusion

Artificial Heart Valve .............ccc......... No[d Chronic Cough

Nod Hemophilia ........ccccoveveveeecrerireieirnne,
Heart Pacemaker .........ccccccceeennnee No[J Tuberculosis ........cccocveviiiiiiiiinennen. No[J Sickle Cell Disease ............cccceeverune Yes[
Rheumatic Fever ..........cccceevveveeeennn. No[J Asthma ......cccoovviiiiiiiiiieeee e No[J Bruise Easily .....cccocevviveiiiieienenne
Arthritis Rheumatism No[J Hay Fever ......ccccocviiiniiiiiieniene. No[[] Liver Disease ........cccoceeeeuvreeevenennnen.
Cortisone Medicine .. . No[] Latex Sensitivity . No[] Yellow Jaundice
Swollen AnKIES .......cccvvvrircrecieienns No [ Allergies or Hives .........ccccccveernnenne Yes[O No[d Neurological Disorders .................... Yes[
SHOKE .veeeiceicieieee e No[d Sinus Trouble .......ccccoereiiiririnieenens Yes[ No[d Epilepsy or Seizures ..........ccccu..... Yes[
Diet (Special/Restricted) ................... Yes[d No[d Radiation Therapy .........cocoevnnes Yes[d No[d Fainting or Dizzy Spells ........c.......... Yes[]
Artificial Joints (hip, knee, etc.) ......... Yes[] No[d Chemotherapy .......ccccoceveverennnnee Yes[J No[d Nervous/AnXious ..........cccccccvereeuene. Yes[
Kidney Trouble ...........cccoooiiiiinnnnn. Yes[] NO[J Tumors ......ccvviveviiiiiniiciiinicins Yes[] No[] Psychiatric/Psychological Care ....... Yes[J
Do you use more than twWo PIlIOWS 0 SIEEPT ...ttt b e s sttt e s he e b e e st e e b e e et e e b e e e e saeesne e Yes[d
Have you lost or gained more than 10 pounds iN the PASt YEAI? .......coui ittt Yes[
9. Do you have or have you had any disease, condition, or problem NOt lISTEA? ..........cciiiiiiiiiiii s Yes[
If yes, please list:
10. Women. Are you: Pregnant? Yes, _ Months No[] Nursing? Yes[J No[l Taking birth control pills? .Yes[

No[

No[
No[]

No[

No[]

No
No[
No[
No[
No[
NoO
No[
No[]
No[
No[
No[
NoO
No[d
No[
No
No[]

No[
No[
No [

No[d

| understand the above information is necessary to provide me with dental care in a safe and efficient manner. | have answered all questions to the best
of my knowledge. Should further information be needed, you have my permission to ask the respective health care provider or agency, who may release

such information to you. | understand it is my responsibility to advise your office of any changes in the information contained on this form.

Patient/Guardian Signature Date

History Review

Doctor Signature Date

Print Form Submit Form




	055: Off
	0125: Off
	0: Off
	0_2: Off
	GXOW 3DWLHQW: Off
	DWKHU  2U XVEDQG: Off
	0RWKHU  2U LIH: Off
	XDUGLDQ                       DWH: Off
	Patient Name: 
	What is the reason for your visit today 1: 
	What is the reason for your visit today 2: 
	What is the reason for your visit today 3: 
	Date of Last Dental Visit: 
	Previous Dentists Name: 
	What was done at your last dental visit 1: 
	What was done at your last dental visit 2: 
	How often do you brush your teeth: 
	How often do you floss: 
	What other dental aids do you use interplak toothpick etc: 
	If yes please describe: 
	If Yes Where: 
	If Yes Where_2: 
	If so please describe including cause: 
	Have you experienced: 
	If yes please describe_2: 
	Date: 
	Patient Name_2: 
	If yes for what: 
	fill_2: 
	Phone: 
	ist name and dosage: 
	ist: 
	ist_2: 
	Date_2: 
	Date_3: 
	name: 
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Address: 
	City: 
	State: 
	Zip: 
	home phone: 
	cell: 
	Birthdate: 
	AGe: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Check Box26: Off
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Check Box12: Off
	Text34: 
	Text35: 
	Text36: 
	Text37: 
	Print Form: 
	Submit Form: 
	folder: ghodsi
	office: main
	form_file: form.pdf
	type: reg
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Check Box94: Off
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Check Box110: Off
	Check Box111: Off
	Check Box112: Off
	Check Box113: Off
	Check Box114: Off
	Check Box115: Off
	Check Box116: Off
	Check Box117: Off
	Check Box118: Off
	Check Box119: Off
	Check Box120: Off
	Check Box121: Off
	Check Box122: Off
	Check Box123: Off
	Check Box124: Off
	Check Box125: Off
	Check Box126: Off
	Check Box127: Off
	Check Box128: Off
	Check Box129: Off
	Check Box130: Off
	Check Box131: Off
	Check Box132: Off
	Check Box133: Off
	Check Box134: Off
	Check Box135: Off
	Check Box136: Off
	Check Box137: Off
	Check Box138: Off
	Check Box139: Off
	Check Box140: Off
	Check Box141: Off
	Check Box142: Off
	Check Box143: Off
	Check Box144: Off
	Check Box145: Off
	Check Box146: Off
	Check Box147: Off
	Check Box148: Off
	Check Box149: Off
	Check Box150: Off
	Check Box151: Off
	Check Box152: Off
	Check Box153: Off
	Check Box154: Off
	Check Box155: Off
	Check Box156: Off
	Check Box157: Off
	Check Box158: Off
	Check Box159: Off
	Check Box160: Off
	Check Box161: Off
	Check Box162: Off
	Check Box163: Off
	Check Box164: Off
	Check Box165: Off
	Check Box166: Off
	Check Box167: Off
	Check Box168: Off
	Check Box169: Off
	Check Box170: Off
	Check Box171: Off
	Check Box172: Off
	Check Box173: Off
	Check Box174: Off
	Check Box175: Off
	Check Box176: Off
	Check Box177: Off
	Check Box178: Off
	Check Box179: Off
	Check Box180: Off
	Check Box188: Off
	Check Box189: Off
	Check Box190: Off
	Check Box261: Off
	Check Box262: Off
	Check Box263: Off
	Doctors Address: 
	Doctors City: 
	Doctors State: 
	Doctors Zip: 


