Oakwood Family Dentists.....
Smile With Us

% Oakwood

Medical Staff Member

Patient Information

Patient’s Name: Preferred Name:

Preferred Language: e Male  Female o Marital Status:

Address:

City: State: Zip:
Date of Birth: Social Security #: Driver’s License #:

Home Phone: Cell Phone: Email:

Employer: Work Phone:
Emergency Contact: Relationship: Phone:

May we ask how you heard about our office?

Insurance Information

Primary Insurance

Insurance Co: Phone:

Insured’s Name: Relationship to Patient:
Insured’s ID #: Insured’s Date of Birth:
Insured’s Employer: Group #:

Secondary Insurance

Insurance Co: Phone:

Insured’s Name: Relationship to Patient:
Insured’s ID #: Insured’s Date of Birth:
Insured’s Employer: Group #:

Raphael V. Goldstein, DDS e Steven P. Jaffe, DDS e Eric M. Kruske, DMD e Milad S. Rabban, DDS
4700 Schaefer, Suite 190 » Dearborn, MI 48126




Patient Name

DENTAL HISTORY

Patient Account No. Medical Alert

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 Last Dental Cleaning Last Full Mouth X-rays
What was done at your last dental visit?

Previous Dentist's Name Telephone

Address State Zip

How often do you have dental examinations?
How often do you brush your teeth? How often do you floss?
Have you everused orare currently using topical fluoride? Yes No

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

Doyouhaveanydentalproblemsnow? Yes No Ifyes, pleasedescribe:

Are any of your teeth sensitive to: Have you ever had:

HOE OF €OlA7 wovve v ssess s sesss e Yes No Orthodontic treatmeNt? ........cvvcermmsmmsmrssrsnnenee Yes No

RITTICY S— . Yes No Oral SUrgery? ... Yes No

VO N Yes No Periodontal treatMent? ... Yes No

Have you noticedany mouth 0dors or bad tastes?...........mmrrrrrevsrennens Yes  No Your teeth ground or the bite adjusted?............vumrnnns Yes No

Do you frequently get cold sores, blisters or any other oral lesions?............ Yes  No A bite plate or MOUth QUAr?.......vcvvvrvmrvmsmsmsnsssnins Yes No
A serious injury to the mouth or head? ... Yes No

Do your gums bleed Or NUM? w....oovvvvvevevrrrrsneerssssnssssssssnssssssssssnsssnes Yes  No Please describe, including cause

Have your parents experienced gum disease ortooth10SS?.................en. Yes No

Have you noticed any loose teeth or change in yourbite?..............erevenene. Yes  No Have you experienced:

Does food tend to become caughtin between yourteeth?.............cccccreeen. Yes No Clicking or popping Of the JAW?........ccuvvvrmvmrvssmsssnnnnn Yes No

If yes, where Pain? (joint, ear, side 0f face) ................ ..Yes No
Difficultyinopening or closingthe mouth?... No

Do you: Difficulty in chewing on either side of the mouth?... No

Clenchorgrind yourteeth while awake 0rasleep?........oovvvvvvvvvvevverrrmminnnnns Yes No Headaches, neckaches or shoulder aches?................ Yes No

Bite your lips or cheeks reguIary?...........ovvvvvrmmssmvrrrmsssmssssessssnssssesns Yes  No Sore muscles (neck, ShOUIErS)? ......vvvwrvvrerssmssinns Yes No

Holdforeign objectswithyourteeth? (pencils, pipe, etC.) ....ovvvrvvrsvsseen YES  NO s e

Mouth breathe while awake or - ASIBED? ......cccceescvverssseesssressissessssnes Yes No Are you satisfied with your teeth’s appearance? Yes  No

Have tired jaws, especially in the MOMING? ........vvmmmmmmmmssmmmssssnns Yes No Would you like to replace your silver filings? ................ Yes No

Snoreorhaveanyothersleeping disorders?..........ovwvvvveeeeeesrmmmnssneerenens Yes No Wouldyouliketokeepallofyourteethallofyourlife?...Yes ~ No

Smoke/chewtobaccooruse othertobacco products?...........rrrerevvveeenns Yes No

Doyoufeelnervousabouthaving dentaIrEAMENT?.............mrimiiiiiis i e e s Yes No

Pleasedescribe

Haveyoueverhad anupsetting dental EXPEIIENCE? ............uuuuwimiruirirriiriirirresrsssssssssss s Yes No

Pleasedescribe

Have you everbeen told to take a pre-medication prior to dentaltreatmENt?...........cvevvvvvvvvveirmmmiinsss s ssss s ssssssssss st ssssssnssssnns Yes No

Is there anything else about having dental treatment that you would like USTOKNOW?.............ccccoviiiiiiiriiiiiriiriiriiriirrinsirsssessisss s Yes No

Ifyes, please describe

(Please complete other side)
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Patient Name

MEDICAL HISTORY
Patient Account No. Medical Alert

1. Physician’s Name Phone ( )
Have you had any medical care Within the PaSt TWO YEAIS? .......viviriiiiiiiiiinene et es Yes No
Describe

2. Have you taken any medication or drugs during the Past tWO YEAIS? .......c..uueueueirreeneerrensensesssesesssess seees st ssssssesssssesessssssessnees Yes No
Ifyes, pleaselistname and dosage

3. Are you currently taking any medication, drugs, pills or herbal remedies, including regular dosages of aspirin? .........c.cuovinvninernns Yes No
Ifyes, pleaselistname and dosage

4. Have you ever taken bone loss prevention drugs such as Fosamax, Actonel, Boniva or other bisphosphonates? ... Yes No
Ifyes, pleaselistname and dosage

5. Are you aware of having an allergic (or adverse) reaction to any substance or MediCation? ..........cc.vceererreeeeneernerneeeerseeeeeeseeseeenns Yes No
If yes, please specify

6. Have you been a patient in the hospital during the PASt fIVE YEAIS? ......cc.cvriiiierieieieeeiss st ees Yes No

7. Indicate which of the following you have had, or have at present. Circle “yes” or “no” to each item.
Heart(Surgery, Disease, Attack)... Yes  No UICEIS vt Yes No Hepatitis A B C (circle) ... Yes No
Chest Pain ......ccccrermeercrineins Yes No Diabetes ......ccccovvvrveriereeierien, Yes No Venereal DiSease ..........couveeen. Yes No
Congenital Heart Disease ........... Yes No Thyroid Problems . .. Yes No A.LD.S./H.I.V. Positive . Yes No
Heart MUrmur ..o Yes No GlauCOMA ..o Yes No Cold Sores/Fever Blisters .......... Yes No
High/Low Blood Pressure ............ Yes No Contact [eNSES .......ccvvvvvvrrernnn. Yes No Blood Transfusion ... Yes No
Mitral Valve Prolapse .................. Yes No Emphysema .......coccvvrnneennrennnenn. Yes No Hemophilia ........coocovevreirieienns Yes No
Artificial Heart Valve/Pacemaker ......... Yes No Chronic Cough ......covvrervereernienn. Yes No Sickle Cell Disease ...........c...... Yes No
Rheumatic FeVer ...........couvenenn. Yes No TUDErCUlOSIS .....coovvervrrieciians Yes No Bruise Easily .......cccoeerrernienerenns Yes No
Arthritis/Rheumatism ................... Yes No AStMA .o Yes No Liver Disease/Yellow Jaundice .. Yes  No
Cortisone Medicine .............c....... Yes No Hay Fever/Allergy/Hives .............. Yes No Neurological Disorders .............. Yes No
Swollen AnKIeS ..o Yes No Latex SenSitivity ..........coerervennens Yes No Epilepsy or Seizures ..........coo..... Yes No
SHIOKE oo Yes NO  Sinus Trouble .....ccccoovrverrnrrrinnnns Yes No Fainting or Dizzy Spells ............. Yes No
Diet (Special/Restricted) .............. Yes No Radiation Therapy ........ccceeveevernes Yes No Nervous/AnXious ...........ccceeveen. Yes No
Artificial Joints (hip, knee, etc.).... Yes  No Chemotherapy No Psychiatric/Psychological Care.. Yes  No
Kidney Trouble .......c.ccccovrirrvrnn. Yes No TUMOTS vt No (07110 (RN Yes No

8. Have you lost or gained more than 10 pounds iN the PASE YEAI? .........vieiiiininrierie e s esre st ss s ssesses s Yes No

9. Do you have or have you had any disease, condition, or problem NOt lISTEA? ..o s Yes No
Ifyes, pleaselist:

10. Women: Areyoupregnantorthinkyoucould be pregnant?  Yes Months No Nursing? Yes No
11, Do you use birth CONtrol PrESCHPIONS? ...........oviiiir ettt Yes No
History Review
Dentist Signature Date

© Pride Institute

| 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. | will notify the doctor of

any change in my health or medication.
Patient/Guardian Signature

Date

FORM 015

(10.12)

1.800.925.2600
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