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Please check any of the following problems that apply to

you.

[Sensitivity (hot, cold, biting, sweets)
Where? [JUR [JUL LR [CILL

[1Headaches, earaches, neck pain

[lJaw joint pain

CTeeth or fillings breaking

[IGrinding or clenching teeth

[1Bleeding, swollen, or irritated gums

[Loose, tipped, or shifting teeth

[IBad breath/taste in mouth

[1Drinks soft drinks

[IDrinks coffee/tea

Do you have or have you had any of the following?
[1Dentures

[IPartial Dentures

[IBraces/Invisalign

[JPeriodontal (Gum) Treatments

[1Oral Surgery

[INight Guard or Retainer

[ISleep Apnea Appliance

Please share the following dates:
Last cleaning

Last oral cancer screening

Last complete set of x-rays

Name/Phone number/Address of previous dentist

City State

Phone Number

Reason for leaving previous dentist

If you could whiten your teeth for a cost anyone could
afford, would you do it?

OYes ONo

If I could change my smile, | would:
[IMake them whiter

[IMake them straighter

[IClose spaces

[IReplace black fillings with tooth colored
[IRepair chipped teeth

[IReplace missing teeth

[JReplace old crowns that don’t match
[IHave a smile makeover

Are you interested in facial esthetics such as
Botox or Fillers?

OYes ONo

On a scale of 1-10, with 10 being the highest rating:
How important is dental health to you?

1 2 3 4 5 6 7 8 9 10

Where would you rate your current dental health?

1 2 3 4 5 6 7 8 9 10

Where would you like your dental health to be?

1 2 3 4 5 6 7 8 9 10

What is the most important thing to you about your visit
today?

What is the most important thing to you about the future of
your smile?




Medical History
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Are you under the care of a physician? J YES CONO If Yes,
Have you ever been hospitalized or had a major surgery? 1 YES CINO If Yes
Have you ever had a serious head or neck injury? J YES CONO If Yes,
Do you use tobacco, vape, or marijuana? J YES CONO If Yes,
Have you ever had a joint replacement? 1 YES CINO If Yes
Are you currently or have taken blood thinners
such as Warfarin, Xaralto, or Coumadin? J YES CONO If Yes
Do you take or have you taken Fosamax, Bonivia, Actonel,
or any other medication containing bisphosphonates? 1 YES CINO If Yes
Have you ever been exposed to Tuberculosis? 1 YES CINO If Yes
Are you on a special diet? ] YES CINO If Yes
Do you used controlled substances? ] YES CINO If Yes
What medications are you currently taking?
Women:
[J Pregnant [J Nursing [ Taking oral contraceptives
Are you allergic to any of the following?
[JAspirin Penicillin [JCodeine UAcrylic ULocal Anesthetics UMetal [Latex
[dSulfa Drugs [other

Have you had or do you currently have any of the following conditions? ONLY CHECK IF YES

CJAIDS/HIV
[JAlzheimer’s disease
Anaphylaxis
[CJAnemia

[JAngina
[CJArthritis/Gout
CArtificial Heart Valve
OArtificial Joint
[JAsthma

[irregular Heartbeat
[JKidney Problems
[Leukemia

[Liver Disease
[JSwelling of Limbs
OThyroid Disease
Tonsilitis
[OTuberculosis
[OTumors or Growths
[Ulcers

[Venereal Disease
[JRadiation Treatments
[JRecent Weight Loss
[JRenal Disease
[JRheumatic Fever

[JRheumatism

[Scarlet Fever

CIShingles

[ISickle Cell Disease
[JSinus Trouble

[JSpina Bifida
CStomach/Intestinal Issues
[IStroke

[JCancer
[JChemotherapy

[JChest Pains

CJCold Sores/Fever Blisters
[JCongenital Heart Disorder
[JConvulsions

OYellow Jaundice
(Cortisone Medicine
[IDiabetes

[JDrug Addiction

[JEasily Winded
CJEmphysema

CIEpilepsy or Seizures
[JExcessive Bleeding
[JFrequent Cough
CFrequent Diarrhea

UIFrequent Headaches
[ILow Blood Pressure
(Lung Disease
[IMitral Valve Prolapse
[JOsteoporosis
[JParathyroid Disease
OPsychiatric Disease
[OBlood Disease
[IBlood Transfusion
[IBreathing Problems
[(Bruise Easily
OGlaucoma

[JHay Fever

[JHeart Attack/Failure
JHeart Murmur
[(JHeart Pacemaker
[JHeart Trouble/Disease
[JHemophilia
[JHepatitis A
[JHepatitis B or C
DHerpes

[JHigh Blood Pressure
[JHigh Cholesterol
JHives/Rash

To the best of my knowledge, the questions on this form were answered to the best of my knowledge and by providing incorrect
information it can be dangerous to my (or patient’s) health. It is my responsibility to inform the office of any future changes.

Signature of patient or guardian

X

Date:
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Patient Registration

Full Name: Date:
Last First Ml
Address:
Street Address Apartment/Unit #
City State Zip Code
Cell Phone: Home Phone: Work Phone:

Email Address:

Social Security Number: Date of Birth: Age:
Male Female
Sex: ] U Occupation:
Your Employer Length of Employment:
Yes No
Are you a full time student? [ |

If Patient is a minor we need mother and father’s date of birth:

Insurance Information

Person who holds insurance account: Date of Birth:
Employer: Insurance Company:
Social Security No. or ID Number on Insurance Policy Group ID:

Insurance Company Address:

Insurance Company Phone Number:

Emergency Contact Person

Full Name: Relationship:

Address: Phone:




W ENDRES
EJ GATEWAY
.4 DENTISTRY

“Oral Health is the Gateway to Healthy Living”

INTERNET COMMUNICATION

Full Name: Date:
Last First Ml

OYes [INo | grant permission to the dental practice to contact me via e-mail for upcoming appointments for
myself and my children.

Email Address:

OYes [ONo | grant permission to the dental practice to contact me via text for upcoming appointments for
myself and my children.

Phone Number:

HIPPA CONSENT

| understand that | have certain rights to privacy regarding my protected health information. These rights are given to me under the Health
Information Portability and Accountability Act of 1996 (HIPPA). | understand that by signing this consent | authorize you, Endres Gateway
Dentistry, to use and disclose my protected health information to carry out the following:

e  Treatment (including direct or indirect treatment by other healthcare providers involved in my treatment)
e  Obtaining payment from third party payer (insurance company)
e  The day-to-day healthcare operations of Endres Gateway Dentistry

I have also been informed of and given the right to review and secure a copy of the Notice of Privacy Practices, which contains a more complete
description of the uses and disclosures of my protected health information, and my rights under HIPPA. | understand that you reserve the right to
change the terms of this notice from time to time and that | may contact you at any time to obtain a current copy of this notice.

| understand that | have the right to request restrictions on how my protected health information is used and disclosed to carry out treatment,
payment, and health care operation, and that you are then bound to comply with this restriction.

| understand that | may revoke this consent, in writing, at any time. However, any use or disclosure that occurred prior to the date | revoke this
consent is not affected.

| give the following people permission to have access to my records:

Name: Relationship to patient: Phone Number:
Name: Relationship to patient: Phone Number:
Signature of Patient or Guardian: Date:

Print Patient’s Name:

Relationship to Patient:




