Health History Form: Dr. Tyler Hicks & Dr. Brian Williams

This information is very important to you and your doctor.

Before your first visit, please take time necessary to accurately fill
out the enclosed forms. If you have any questions or problems when
filling out this information, please call our office and one of our staff
will be happy to assist you.

We suggest this be done when you’re not rushed and can candidly
reveal any past fears, disappointments or problems you may have
experienced in dentistry.

The more we know about you the better we’ll be able to serve you.
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Health History Form: Dr. Tyler Hicks & Dr. Brian Williams

Patient Information

Date
Patient’s Name [ IMale [ ] Female
Last First Middle Nickname
Address =
Street City State Zip
Home Phone Work Phone Birth date
If a child, give parent’s or Guardian’s name SS#

Responsible Party Information

Name Marital Status
Last First Middle
Address Birth date
Street City State Zip

Home Phone Work Phone SS#
Employer Occupation No. Years Employed
Spouse’s Name - Birth date

Last First Middle
Home Phone Work Phone
Employer Occupation No. Years Employed
Dental Insurance Information
Insured’s Name B Insured’s SS#

Last First Middle
Dental Insurance Company Address o

Street City State Zip

Date of Employment Effective date of Dental Insurance
Insured’s Employer Employer’'s Address Phone

Do you have dual coverage? [ ] No [ ] Yes If Yes complete the following:
Insured’s Name

Insured’s SS#

Last First Middle
Dental Insurance Company Group No. Local No.
Insurance Company Address
Street City State Zip
Insured’s Employer Employer’s Address
Date of Employment Effective date of Dental Insurance

Emergency Notification Information

In case of an emergency , who should be notified?
Name Address

Phone

Name Address

Phone

Referral Information ( who can we thank )

Name Phone

To the best of my knowledge all the preceding answers are true & correct.

Signature of Patient or Guardian Date
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Health History Form: Dr. Tyler Hicks & Dr. Brian Williams
Dental Information

Last First Middle Nickname

Correct answers to the following questions will allow your dentist to treat you on more individual basis, providing the care
appropriate for your particular needs. Your answers for our records only and will be considered confidential.

Are you having any discomfort at this time? [ 1¥es [ ]No
Have you ever had any serious trouble associated with previous dentistry? [ JYes[ ]No
Does dental treatment make you nervous [ ] No [ ] Slightly [ ] Moderately [ ] Extremely
Date of last visit?
Have you ever been treated for periodontal disease (gum disease, pyorrhea, trench mouth)? [ ] Yes[ ] No
How often do you brush? Brushis: [ ]Soft [ ] Medium [ ] Hard
Do you have or have you ever had any of the following:

MOUTH TEETH

NS R W N~

Bleeding, sore gums [ 1Yes [ ]No Loose teeth [ 1Yes [ ]No
Unpleasant taste/bad breath [ 1Yes [ INo Sensitive to hot [ 1Yes [ 1 No
Burning tongue/lips [ 1Yes [ ]No Sensitive to cold [ TYes [ ]No
Frequent blister, lips/mouth [ ]Yes [ ]No Sensitive to sweets [ TYes [ ]No
Swelling/ lumps in mouth [ TYes [ ]No Sensitive to biting [ 1Yes [ ]No
Ortho treatments (braces) [ 1Yes [ ]No Food impaction [ 1Yes [ ]No
Biting Cheeks/lips [ 1Yes [ 1No Clenching/grinding [ TYes [ ]No
Clicking/ popping jaw [ 1Yes [ ]No If so, when Shifting in bite [ ] Yes [ ] No
Difficulty opening/closing jaw [ ] Yes [ ] No Change in bite [ 1Yes [ 1No
Have tired jaws [ ] Yes [ ]No Headaches [ ]Yes [ ]No Facialpain [ J]Yes [ ]No

8. Do you use the following?
Brush [ ]Yes [ ]No: Dental floss [ ] Yes [ ]No; Fluoriderinse [ ] Yes [ ] No;
Other

9. Do you feel you will eventually wear artificial dentures? [ JYes [ ]No

10. What is the reason for your visit today?
11. Do you have a preference for [ ] Local Anesthesia [ ] Nitrous Oxide [ ] Other

These are the things that are important to me about my dental health:

What do you fear most about dental care?

Circle one letter on each:
1. My mouth is 5. 1 a)have always done the best that was
a) very comfortable recommended for my dental health
b) moderately comfortable b) have not done what my dentist have
c¢) uncomfortable recommended to me
¢) rarely go, and don’t care much about

2 a) think the appearance of my mouth is excellent having any dental work completed
b) am satisfied with the appearance of my mouth
¢) am dissatisfied with my appearance of my mouth a) have put dentistry for myself and family
high on my priority list
3. a) will do anything to keep my natural tecth b) put dentistry for myself and my family
b) want to keep my teeth, but have a certain low on my priority list
budget of time and money that 1 am ¢) dentistry is on my list but it’s hard to find
willing to spend
think my present state of dental health is
- a) have set goals for my health a) Excellent

What are some questions about dentistry and oral health that you have never had adequately answered?

with a previous dentist
b) want to set goals concerning my dental health

b) Good
c) Poor
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Health History Form: Dr. Tyler Hicks & Dr. Brian Williams
Medical Information

Correct answers to the following questions will allow your dentist to treat you so there WILL NOT be an
emergency. However , if an emergency situation does arise this information will help insure proper treatment. As be-
fore, your answers are for our records only and will be considered confidential.

1. Have you been under the care of a medical doctor during the past to years? .............coceiiinienan. .[ 1Yes [ 1No
If Yes, what for?
Physician’s Name

Address City State Zip
2. Have you taken any medication or drugs during the past two years?.........cooeinniinicnnnn. [ 1Yes [ | No
3. Are you taking any medication, drugs or pills BOW? ... [ 1Yes [ |No

If Yes. please list name and dosage

4. Are you aware of having an allergic ( or adverse reaction ) to any medication or substance? ............ [ 1Yes [ ]No
If Yes, please list

(]

Have you been a patient in the hospital diring the Past fivE VEAISY «ivuusuimasivsvsvememmmssvaas v [ 1Yes [ ]No
6. Indicate which of the following you have had, or have present

Heart (surgery, Disease, Attack) [ ] Yes [ ]No Ulcers []1Yes [ ]No Hepatitis [ ]Yes [ |No
Chest Pain | 1Yes | |No Diabetes [ ]Yes [ |No Venereal Disease [ ]Yes [ |No
Congenital Heart Disease [ ]Yes [ ]No Thyroid Problems [ ]Yes [ |No AlD.S [ 1Yes [ |No
Heart Mumur [ 1Yes [ INo Glaucoma [ ]1Yes [ |No H.L.V Positive [ 1Yes [ ]No
High Blood Pressure [ ]Yes [ INo Contract Lenses [ 1Yes [ ] No Cold/ Sores/ Fever Blisters [ ]Yes [ ]No
Mitral Valve Prolapse [ 1Yes | ]No Emphysema [ 1Yes [ |No Blood Transfusion [ ]Yes [ ]No
Artificial Heart Valve [ 1Yes | INo Chronic Cough [ 1Yes [ |No Hemophilia [1Yes [ ]No
Heart Pacemaker [1Yes [ ]No Tuberculosis [ ]Yes [ |No Sickle Cell Disease [ 1Yes [ ]No
Rheumatic Fever []Yes [ INo Asthma [ ]Yes [ |No Bruise Easily [ ]Yes [ [No
Arthritis/ Rneumatism [ 1Yes [ INo Hay Fever [ 1Yes [ |No Liver Disease [ ]Yes [ |No
Cortisone Medicine [ 1Yes [ ]No Latex Sensitivity [1Yes [ |No Yellow Jaundice [ 1Yes [ |No
Swollen Ankles [ 1Yes [ ]No Allergies or Hives []Yes [ ]No Neurological Disorders [ 1Yes [ |No
Stroke [ 1Yes [ |No Sinus Trouble [ 1Yes [ ]No Epilepsy or Seizures [ ]Yes [ |No
Drug Addiction [ ]1Yes [ ]No Radiation Therapy [ 1Yes [ ]No Fainting or Dizzy Spells [ 1Yes [ |No
Artificial Joints (hip, knee, etc.) []Yes [ |No Chemotherapy [1Yes [ ]Na Nervous/ Anxious [ 1Yes [ [No
Kidney Trouble []Yes [ ]No Tumors [ 1Yes [ ]Na Psychiatric/ Psychological Care [ 1Yes [ INo
7. Do youuse more than two pillows t0 SIEEPY......c.cersmremseirersespeneassssessasssensassssasssssonsnssassssassasasasss [ ]Yes[ ] No
8. Have you lost or gained more than 10 pounds in the past year?............cooviiniiiiin. [ 1Yes[ ]No
9. Do you have or have you had any disease, condition, or problem not listed?..........ccccovernennnes [ 1 Yes[ ] No
If Yes, Please list:
10. Women Are you: Pregnant? [ ] Yes, Months [ ] No Nursing? [ ]Yes [ | No

Taking Birth Control Pills? [ ]Yes [ | No

I understand the above information is necessary to provide me with dental care in a safe and efficient manner. I 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 release such information to you. I will notify my doctor of any

change in my health or medication.

Patient/ Guardian Signature Date
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