In order to help us better understand your concerns please check the

following that apply and identify the area or location:

Check those that apply Area / Location............
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- Eroded areas by the gum tissue

I have noticed my gums bleed Name:
My Jaw joints click
I have frequent headaches Date: / /
Some of my teeth are sensitive
Sensitive to: Other comments below:
1 have loose teeth ‘
Rough areas 1 notice
Areas that trap food
Unusual odor or taste
Discolored teeth
Teeth that arc aligned poorly
Chipped or broken teeth
Worn edges

Notched areas by the gum tissue

I A

Your Desired Goals And Qutcomes

Please number from 1-10 with 1 being the most important objective and outcome you expect from your dental
investment/treatment and 10 being the least important.

[
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Good function and strength O Good ability to chew

Good cleans ability 1 Smooth surfaces

Good bite balance 1 Relief of existing pain

Good Durability [ Precision placement of dental work
Thoroughness [0 I would like whiter teeth

[ would like better shaped teeth 1 I would like straighter teeth

I would like the wear corrected T Freedom from dental disease

1 would like to be better informed regarding the following:
0 1 would like to know more about overall health as related to dentistry
1 I would like more information on Orthodontics without braces
71 1 would like information on non-surgical treatment of “gum disease”
7 T would like more information regarding “Resin Infusion” of dental
decay rather than using a drill. |

Other Questions:




PATIENT HISTORY FORM

Name Legal Name Birthdate Sex

The following information is to be reviewed by the doctor and staff in the strictest of
confidence. It is important that you complete this medical history form in its entirety so that
we may accurately diagnose and treat you, according to your general health and wellbeing.

Address City, State ___
Zip Phone E-mail

Emergency contact {not living with you} Phone

Employer. | Occupation Wk Phone

Spouse’s Name (or parent if child)

Spouse (or parent) employed by Occupation

If you are a new patient, whom can we thank for refering you?

[GENERAL MEDICAL HISTORY]

Are you happy with your oral health?

Please madrk the box only if YES: Yes No

0 Are you in good health?
) Are you happy with the appearance of your teeth,
[] Are you presently under the care of a physician? gums, and/or smile? Yes No

If yes, what is the condition or nature of the . . .
Would you like to discuss enhancing the appearance

illness: of your smile? Yes No

Would you like to discuss how to make your teeth
Name of Physician WHITE? Yes No

Date of last Physical exam

) What don'’t you like about your smile?
Have you been hospitalized or had a major

illness in the last 5 years? If yes, please explain:

How often do you brush your teeth?

How often do you floss?

[0 Do you have any allergies to anesthetics?

ing?
] Allergies to medications or drugs? Is so please When was your last dental cleaning:

When was your last dental exam?

name them:

For women ONLY:

[.] Are you currently taking any medications? If yes

please list: [ Is there a possibility that you may be pregnant? If

s0 expected due date

[] Are you currently nursing?

[ Are you on birth control pills?




Have you ever had or been treated for any of the following

conditions or diseases?

O ADs/HvV

[} Anemia/low iron

[} Arthritis/Swollen joints
L1 Asthma

Bleeding disorder
Chemotherapy
Circulatory problems
Diabetes

Fainting spells

GERD/ Acid Reflux
Glancoma

Heart Disease/ Trouble
Heart Murmur
Hepatitis

Herpes

High blood pressure
Immune system disorder
Joint replacement
Kidney Disease

Liver Disorder

Low blood pressure
Mitral Valve Prolapse
Monomuicleosis
Nervous/Neurological disorder
Pacemaker -
Psychiatric Treatment
Radiation Treatment
Respiratory illnesses
Rheumatic fever
Seizures

Sexually Transmitted Disease
Shortness of breath
Sinus problems

Stroke

Swollen glands

Thyroid problems
Tuberculosis

Tumor Growth/ Cancer

B Ulcers

" Please describe any current medical treatiments,
surgeries, or other medical or dental mformatmn
that may affect your dental treatmment:
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Are you on birth control pills?

Do you have pain/clicking when opening or closing
VOur jaw?

Have you ever had TMJ treatment?

Do you have any discomfort in your mouth presently?
Are your teeth sensitive to hot or cold?

Are your teeth sensitive to sweets?

Have you ever had your teeth straightened?

Have you ever been diagnosed as having periodontal -
disease?

Do you grind or clench your teeth? Do your gums bleed
when you brush your teeth?

Do you get frequent blisters on your lips or mouth?
Are you a thumb sucker? Nail biter? Mouth breather?
Circle which, if yes.

Are you aware of any sweiling or hamp in your mouth?

Have you ever been told you need to be medicated wzth
antibiotics before dental appointments?

Do you have dental fear /anxiety?
Have you ever had a problem with local anesthesia?

Do you have any artificial joints {hips, knees, etc) or
valves (heart)?Please List:
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] Do you use tobacco products? If s0, how much and
what form?

The information given about my health history in this
form is to the best of my knowledge. I hearby give my
consent to perform necessary diagnostic tests
(including x-rays) and evaluation of my dental health.
Patient, parent, or gnardian:

Signature:
Date:
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Medical review: I have reviewed this medical and
dental history, and have added any changes since my
last visit.

Signature: Date:




PAYMENT POLICY]

Our responsibility to you is to recommend Full Care Dentistry, just as we would for ourselves or a
member of our family. if you have dental insurance, please keep in mind that the insurance company’s
priority is to pay the least amount on the cheapest procedure, regardless of what is recommended by a
licensed dentist for your optimum dental health. As a courtesy to you, we arc happy to provide information
and bill your dental insurance after your portion has been paid; however, please keep in mind that your
insurance contract is between the insurance company and you, not our office. If we know that some of a
procedure will be covered, but are unsure on what percent the insurance will pay, we will ask that you pay
30% of that day’s total. If the insurance provides more than 70% of that total, a credit will be placed on your
account or a check will be made out to you. Ultimately, any remaining balance after insurance has paid is
your responsibility. Fortunately, we now have several options to aid your payment process, as listed below:

Cash, Check or Credit Card (including Visa, MasterCard, Discover or American Express): may be paid in
advance according to the table below or per visit directly following procedure.

Payment in adva_nce‘ on treatment plan over $1000.00 - 10% discount
Payment in advance on treatment plan under $1000.00 - 7% discount
Payment in full at time of service - 5% discount

Care Credit: A great revolving credit plan providing 1 year no interest or an extended care plan. This plan is
aimed to help aid you with medical/dental costs, and can be used in any medical, optical, veterinary or other
medical office in their nationwide network. They have one of the highest approval ratings in the country.

Capital One Dental Fee Plan: A fixed rate Credit Card with low monthly fees, which is geared specifically to
your dental needs.

We consider these our in house financing plans. We do not take monthly payments. Payment is due at time of

service. Please feel free to ask a staff member for more information and an application form regarding these
plans.

Please complete the following if applicable:

Primary Insurance Secondary Insurance

Comparny name

Company naine

Group member

Group number

Member number

Member’'s SS#

Group member

Group number

Member number

Member’s SS#

I hereby give Dr. Bouzis and staff permission to bill my insurance carrier, if available, for any procedures
performed. I realize that I am ultimately responsible for any and all procedures charged to my account, and
fully understand the policy listed above.

Patient Signature {parent or guardian if minor)

Date:




