GET ACQUAINTED QUESTIONNAIRE

In order for us to better serve you, please fill in the following information completely on both sides.

Mr.

Mrs.
Name Miss Date of Birth
Address Soc. Sec. No.
City State Zip
Home Phone - Work Employer
Email Cell

I would like to receive appointment reminders by email: OYES CONO By text message: OOYES CINO
Status (please circle): Married Single Child  Other

For child or teenager, please list:

Parent's Name Phone
Parent’'s Name Phone
Who may we contact in case of emergency? Phone

How did you hear about our office?

Who will be responsible for this account?

Name Home

Email Cell

For those with dental insurance only:

Dental Insurance Phone
Policy Holder Name Date of Birth
Policy Holder ID/SSN Group #

| authorize the release of information relating to claims for my dental treatment. | understand that my patient portion
is due at time of service unless otherwise arranged prior to treatment, and that any portion not covered by insurance
is my responsibility. | hereby authorize payment directly to Southbridge Dentistry of the group insurance benefits
otherwise payable to me. [ understand if | do not release payment, | will have to pay all dental fees at time of service
and be reimbursed by insurance upon claim processing.

Signed (Patient, or Parent if minor) (Date)
ACKOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES (You May Refuse to Sign This Acknowledgement)

| have received a copy of Southbridge Dentistry's Notice of Privacy Practices.

Signéd (Patient, or Parent if minor) T B (Date)

For Office Use Only: We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtalned because: O Individual refused to sign O Communications barriers prohibited obtaining the
acknowledgement OJAn emergency situation prevented us from obtaining acknowledgment O Other




MEDICAL— DENTAL HISTORY

PATIENT NAME AGE DATE OF BIRTH
CHECK YES OR NO
PATIENT MEDICAL HISTORY PATIENT DENTAL HISTORY

Date of last physical?
OYES CINO Are you under any medical treatment now?
If so, please list
OYES ONO Have you had any recent surgeries?
If so, please list o
OYES CINO Have you ever had a serious accident involving head or jaw injuries?
OYES CINO Have you ever had any of the following?

[0 Heart Ailment O Tumors or Growths

[ Heart Murmur [ Any Blood Disease

[ Mitral Valve Prolapse [ Any Liver Disease

[ High Blood Pressure [0 Any Kidney Disease

[ Low Blood Pressure [ Any Stornach or Intestinal Disease
O Respiratory Disease [ Any Venereal Disease

O Diabetes O Yellow Jaundice or Hepatitis

[ Rheumatic Fever [ Epilepsy

[ Rheumatism or Arthritis CJAIDS

[ Multiple Sclerosis 1 Other

COYES CINO Are you on a “special” diet at this time? Specify
OOYES CINO Are you allergic to any known materials or medications resulting in
hives, asthma, eczema, etc.?

OYES CONO Do you have a latex allergy?
OYES ONO Do you have any reason to suspect you are not in good health?
OYES CINO Have any wounds healed slowly or presented other complications?
OYES CINO Are you pregnant? If so, when is your due date?
OYES ONO Do you have a history of fainting?
CIYES CINO Have you ever had any Chemotherapy?
CIYES OOINO Have you ever had any head and neck Radiation Treatments?
OIYES CINO Have you received any donor organs, artificial heart valves, vessels,
joint implants or use a pacemaker?
OYES OONO Have you ever used tobacco products?
OYES OONO Are you now taking prescription drugs or medications?
(Please list below)
OYES OONO Are you taking bisphosphonate drugs? (i.e. Fosamax, Zometa, Actonel)
(Please list below)
OYES OONO Are you cumrently taking any Immune Suppressant Drugs?
(Please list below)
OYES CINO Are you taking any non-prescription supplements? (Please list below)
CURRENT MEDICATION REASON

Date of last dental visit?

When was your last Full Mouth Series of x-rays taken?

Where?

OYES ONO Do you have any specific problems?

OYES ONO Do you have pain in or near your ears?

OYES OONO Do you have any unhealed injuries orinflamed areas in or around your
mouth?

COYES CINO Have you experienced any growth or sore spots in your mouth?

CIYES CONO Have you ever had local anesthetic?

COYES CINO Any reactions or allergic symptoms to local anesthetic?

CYES CONO Any difficult extractions in the past?

COYES CONO Have you had prolonged bleeding following extractions in the past?

OYES OOINO Do your gums bleed?

OYES CONO Have you ever been instructed on the correct method of brushing your
testh?

OYES CONO Have you ever been instructed on the care of your gums?

CYES CONO Do you chew on only one side of your mouth?

OYES CINO Do you habitually clench your teeth during the day or night?

OYES CINO Does any part of your mouth hurt when clenched?

CIYES CINO Any part of your mouth sore to pressures or imitants (cold, sweets, etc)?
If so, where?

CERTIFICATION: | certify to the best of my knowledge the previous statements are
true and factual. Any misrepresentation releases liability of SBFD, PC and its
employees. A comprehensive dental examination policy (3-12-97 S.B. D.E.) exists in
our office. A modified or limited examination may be performed at my request
which limits liability accordingly. | consent to allow the doctor to examine my oral
conditions. Based on the resuits of the examination, a diagnosis and proposed
treatment plan and options, including consequences of no treatment, will be
explained to me at which time it will be my choice to proceed.

Signature:

Date;

Date Change Signature




