NICOLE M. BERGER, D.D.S., P.A.
PATIENT HEALTH RECORD

Please Print

Date Soc.Sec. No.

Name

(LAST) (FIRST) (MIDDLE)
Name you wish to be called

Home Address

(STREET) (CITY) (STATE) (zIP)
Home Phone Business Phone Cell Phone
Date of Birth E-Mail Address
Sex Height Weight Single Married Widow Divorced
Occupation Place of Employment
Spouse’s Name Date Of Birth Business Phone
Spouse Occupation Place of Employment
Dental Insurance Company Policy Number
Closest Relative Phone
Who Recommended Our Office? Most Convenient Time for Appointment
Person Responsible For Account Driver’s License#

MEDICAL HEALTH

Name and address of
Physician

Are you taking any medications now? Yes[] No[] For What Purpose?

List Medications

Have you ever been treated for:

Heart DiSEase.....ccvevueecieeeeeieeieseereesieereenne Yes[] No[] Diabetes....cceevieeeeieeieceeeee e Yes[]
Rheumatice Fever.......ccocvievveveecieeieeeenen. Yes[] No[] EPIlEPSY.cvieieeieeieeteee e Yes[]
Abnormal Blood Pressure............cccecveevvennnene Yes[] No[] ANEMIA.ciiiieiiiieeieceeeeese e se e saeeaeens Yes[]
Heart Attack......cooeeceecieecieeieeeceeeeeeeeeae Yes[] No[] JaUNICe v Yes[]
Heart Valve Defect........... ...Yes[] No[] Asthma

Heart Valve replacement........cccceeevveeniinennns Yes[] No[] Sinus Trouble or Hay Fever

Heart MUrmMuUr........ccocveeeeeeee e Yes[] No[] COUBN ..ttt

Hip Replacement.......ccoeeevvevieecieeiecieeieenen, Yes[] No[] HEPAtItiS...ccveeeeeeeeeee et
UICEIS ittt Yes[] No[] AIDS/HIV. ..ottt
Tuberculosis........ ... .Yes[] No[] Arthritis...

Nervous DiSOrders.........ccecvereereesreesueenreenns Yes[] No[] SErOKE vt

LUNE DiSEASE....ueevreereereereeieeereeveeereeeeeeeas Yes[]  No[] Psychiatric Treatment.........ccccceevveennennee. Yes[]

Venereal DiSease........ccevveevueeieeveeveneennnn Yes[] No[] [0 Tl USSR Yes[]

Thyroid DiSease.......ccocuvereecveeisssrrvesevereesenneenn. Y€S[] - NO[] High Cholesterol........cccocevevecervcererreennennn. YES[
Are you Allergic to: Penicillin [] Codiene [] Local injected Anesthetics [] Other...

Have you received or are you currently receiving medication known as Bisphosphonates
(for example zoledronic acid (Zometa) or Pamidronate Aredia)

Have you noticed any changes in YOUr MOULH OF JAWS?.....coouiiiiiiiieie ettt sttt e et e s be e s bae e sbeesbaesssaeennseas Yes[] No[]
Have you noticed any foul smell, swelling or discharge in your MOoUth?..........cocciiiiiiiiiiinieee et Yes[] No[]
Have you ever had radiation trEatMENT?.........cciiiieiieieecie ettt e et e st e e beeteebessaesssesseesssasseeseessaansaessanssesssasssesssaseensensenns Yes[] No[]
Are you sUbJEct t0 ProloNged DIEEAING?.......cciiiiieeceee ettt ettt et e e e e beeteeaeestessaesssesssesseessaesseenseesseassesssesssasssessseseensennns Yes[] No[]
DO YOU NaVE TrOUDIE SIEEPING?......eiiieiieeiieeeee ettt ettt et e et e bt e s te e bt e teesbeesbeesseassessaesseessassaensaesseasseesseassesssasssasaenssansaensaensennsans Yes[] No[]
DO yoU have problems With DIESTION?......c.c.ccieiieeieiteecteeiteecteete et e s ee st esteestaesseesseeseesseesseassesssasssesssasssesssenseanseessesnsenssenssesssesseessees Yes[] No[]
DO YOU SMOKE?....ceeiiiieiieieeieete et et ste e et veevesaae e Yes[] No[] How Much?

Have you had any serious operations in the [ast'5 YEAIS? ... i ittt ettt e e st e e s e e e abeessbeesnseessbeesnsaesnseas Yes[] No[]
Are YOU SUDJECE t0 fAINTING SPEIISP....eiieieiieeieeiece ettt ettt et e te et e e teebeesbesabeesaesssasseessaesseensaesseassesssasssesssanseasaensenseensenns Yes[] No[]
Do you have excessive urination and/or thirst?........c.ccceceeveeeereerrenene. ..Yes[] No[]
Have you ever been told to take antibiotics before dental treatment?........c.cooiiiiiiiiiiiii e Yes[] No[]



(Women Only)

ATE YOU PregNant?....c.ccceierierierierienienienieeitetete e seeseesiesse e eeneeees Yes[] No[] How long?

Do you have any problems associated with your menstrual PEriod?.........ccceveieriirienienieneeeeeeee ettt Yes[] No[]
DO YOU NAVE @ POOT GPPETITE .. .cueitietietieiieitetet ettt ettt et et e st et e st e bt e bt e bt e st ea s et et e besbesbesbeebeestente st e b e b e be bt ebeebtentenbenbensesenbeee .Yes[] No[]
DENTAL HEALTH

Reason for visit?
When was your last dental visit?
Name and Address of previous dentist
Have you ever had any serious trouble associated with previous dental treatment?........cccceeeeiiieiiiiiiiiiieceeee e Yes[] No[]
If so, explain
Do you have periodic dental CRECKUPS?.......ccui ittt ettt et et e et e e e e s tbe st e s sa e se e seesseesseessaesseessesssesssasssesssesseenssessennns Yes[] No[]
When did you last have your teeth professionally cleaned?
How often do you brush your teeth?
What texture brush do you use? SOFT[] MEDIUM [] HARD [] NYLON [] NATURAL[]
How often do you floss?
DO your gUMS bleed WHen DIUSHING?......ccuiiieieeeeee ettt ettt et e et eete et e e aeessesssesssesssessaesseesssesaenseensennseessannsenseas Yes[] No[]
DO your gUMS DIEEA WHEN flOSSING?.....iiiieiieieeieeteet ettt ettt e et e et s e e te e te e be e beesbeesbesssessaessaeseessaesseenseesseanseessesssesssanseenses Yes[] No[]
Do you avoid brushing any part of your mouth because of PaiN? ...ttt s Yes[] No[]
if yes, what part?
Do you feel twinges of pain when your teeth come in contact with: ~ Hot [] Cold[] Sweets [] Sours []
DO yoUr BUMS fEEI LENUET OF SWOIIBNT ...ttt ettt et e e e et esta e te e be e beesseesseesseesseessesssasssassesssanseenseenseensennsensss Yes[] No[]
DO YOU USUAIlY NAVE MANY CAVITIES?...euiiieiieiieeiieetieseeeie et et esteeteetesttessaessaesseesseesseessaesseasseassaasseessaassasssasssesssesssanseensaenseensenssenssens Yes[] No[]
DO youU 10S€ filliNgs OF Bre@ak filliNgS?....cueiiieieeie ettt ettt e e e a e et e e e e staesse e seesseenseesseesseessaassesssasssesssanseensaensennses Yes[] No[]
Are you usually Nervous during deNTAl VISIES?........ccuieiuieciieieeieetest ettt et steete et e e aesaesss e s st essaesseeseesseesseessasssesssesssesssesseanseensanns Yes[] No[]
Do you prefer local anesthetic dUring dental ViSitS?.......oocuiiiiiiiiiiiiieeiie ettt ettt e e et e e et e e s beesbaesbbeesssaesnsaaenns Yes[] No[]
DO YOU BAE CASHIY 2. eeiieiiieiieetieeieeette st et este et e e teeteeateestesssesse e seasseesseesseessaassaasseassasaesssanssensaanseesseessaanseessanseeesaeseenseenseeseenseanseensann Yes[] No[]
Do you think you eat Well-Dalanced MEAIS?..........ccuiiiieiieieeieeee ettt ettt et et eae st e s aeessaesseesbeesseesseesseessesssasssessaesseensaensennes Yes[] No[]
How do you feel about the general condition of your teeth and UMS?.........cooiiiiiiiiiiiiiee e Yes[] No[]
Are you familiar with the term “preventative deNTiSTIY” 2. ... ettt sre et e et esae s b e sseessaesseeseeseesseensesssenssens Yes[] No[]
Do you have difficulty or pain, or both, when opening your mouth, as for instance, when yawning?..........cccccoevveeniiennieennennne Yes[] No[]
Does your jaw get “StUCK”, “IOCKEA”, OF “BO OUL” 2....uii ettt ettt e te et este st e e ae s b e s aeesssasseesssesseesaesseesseessaessesssasssenses Yes[] No[]
Are you aware Of NOISES IN ThE JAW JOINTS?....c..iiiiieiieieeiecieeeeee ettt rte et e et eeaeeaestaessaesss e se e seesseesseesseassesssesssesssesssensaesseeseessennes Yes[] No[]
Do you have pain in or about the ears, teEmMPIEs OF CHEEKS?.....cc..uiiiiiieie ettt e rte et e et e e eae e sebeesbaessaeenes Yes[] No[]
Does your bite feel Uncomfortable OF UNUSUAIP..........cuiiiieieiececteeese ettt ettt e s esae e s ae e se e teebeeseesseessesssasssesssasseeseas Yes[] No[]
DO yOU have freqUENt NEBAAACKES?........c.ui ettt sttt et et e et e e e e be et e sabessaesss e sa e seesseesseesseesseessanssesssanseesaensennss Yes[] No[]
If yes, how often?
Have you had a recent injury to your head, neck or jaw? (Automobile acCident)........ccceeverierieriecieeee et Yes[] No[]
Have you previously been treated for a jaw joint problem (TIMU) 2. ... oottt ste et e e e b e e ssaesaeeeeas Yes[] No[]
If so, when?
Do you have any mMusCle OF JOINT PrODIEMS?........eciiiieeiiecie ettt et e et e e eeteesbesaeessaesseesa e saesseesseesseessesssesssasssesssesssenses Yes[] No[]

Please add anything you feel is important

Patient Signature: Dentist Signature:

Date: Date:







