SOUTH FLORIDA SMILE SPA, NICOLE M. BERGER, D.D.S., P.A.
PATIENT HEALTH RECORD

PLEASE PRINT

Date Soc. Sec. No.
Name
(LAST) (FIRST) (MIDDLE)
Name you wished to be called
Home Address
(STREET) (CITY) (STATE) (zIP)
Home Phone, Business Phone Cell
Date of Birth E-MaiAddress
Sex Height Weight, Single Married Widowed Divorced
Occupation Place of Employment
Spouse’s Name Date of Birth Business Phone
Spouse’s Occupation Place of Employment
Dental Insurance Company Policy # Member#
Closest Relative Phone
Who Recommended Our Office? Most Convenient Time for Appointment
Person Responsible for Account Drivers License
MEDICAL HEALTH INFORMATION
Name and address of Physician
Are you taking any medications? Yes No For What Purpose?
List Medications
Have you ever been treated for:
Heart DiSease.......coceevverererereenens ....No Diabetes......ovvivereeire s ....No Sleep apnea.......ceevevveeresneenn. YES o
Rheumatic Fever.........cooouu. ..No Epiliepsy... ..No
Abnormal Blood Pressure.... ..No Anemia..... ..No
Heart Attack......ocovveeerecnineneeenne ... No Jaundice.....ccouvevrenncncecreecne YeS..NO
Heart Valve Defect........ccccoueuuncee ... No ASthMa....cccceveeerencrccrereecnnene YES...NO
Heart Valve Replacment... ..No Sinus Trouble or Hay Fever............Yes ...No
Heart Murmur ..No COUBN vttt Yes... No
Hip Replacement........ccccocveurienncne .. No Hepatitis.......ccoevceinvvcncrncennYes..NO
Ulcers .. No AIDS/HIV

Tuberculosis...... ...No Arthritis

Nervous Disorders ...No

Lung Disease.........ccevvervnernruennen.YeS...NO Psychiatric treatment.........cocecveunne .Yes... No
Venereal Disease ..No (071 Tol=T R ..No
Thyroid Disease... ...No High Cholesterol.. ..No
Are you Allergic to: Penicillin ........... Codiene Local Injected Anesthetics

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

Do you have trouble sleeping?..........c.cccc.....

Do you have problems with digestion?.........
DO YOU SMOKE?....cevuvieeiireriieesiee e eieeeeesiee e Yes NO  HOW MUCh?...cccocoiiiiiiiiinecieece e
Have you had any serious operations in the last 5 years?...
Are you subject to fainting spells?......

....Yes....No
...Yes....No




Have you ever been told to take antibiotics before dental treatment?..........ccceveeveriiennicniincniee Yes....No
(WOMEN ONLY)
Are you pregnant?......coeeveenieeniee e Yes No HOW JONE?. ittt st s sre s
Do you have any problems associated with your menstrual PEriod?.........c.oveiieiieiiieieeniee et see s Yes No
DO YOU NAVE @ POOT @PPETITE ... eeiiiiiieeiieit ettt ettt st ettt sae st s bt e b b e bt e bt saee s b e e st e estesheea b e eb e e st sasesae e beebte s tennenaeenbeennens 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?.........cccoceveeiiiriineenenicnee e Yes No
if so, explain

Do you have periodic deNtal CRECKUPS?........ioii ittt s st ettt et ese e beesaesbeesse et e sbeesaeessentasseesne seenseans 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 bIEEd WHEN DIUSNING?.....cviiiiiei ittt ettt st e et e et e et et e e aesaeesbeess seesbeesbeesbeseesaesasanbesssesssanseensesnnn Yes No
DO your gUMS bIEEA WHEN FlOSSINE?....ccviiiiitieieeiiet ettt she et e bt e e b e bt e sbesaeesae e b eebeesbeenbesaeensesatesneens Yes No
Do you avoid brushing any part of your mouth because of PAINT.......c..coviiiiiiirini et e sreens Yes No
if yes, what part?
Do you feel twinges of pain when your teeth come in contact with: HOT coLD SWEETS SOUR
DO your UMS fEEI tENAEE OF SWOIIBN? ..ottt et s et st e et et e e s te s aaesbe e baesaeeseenseeaeesseesbeeseeebeeseesseensessnan Yes No
No
No
No
No
DO YOU BAG EASIIY ..ttt ettt a et h bbbttt a et et h e a4 ke Rt e Rt bt e Rt ekt h e ehenh e e et et e st she st e st et e e saeebene Yes No
Do you think you eat Well-balanced MEAIS?...........oiiiiiieeee ettt sttt st sb e st e sbe et e sbeesbeenteeseenbeenne Yes No
How do you feel about the general condition of your teeth and GUMS?........ccc.oiiiiriiiiiiii e Yes No
Are you familiar with the term “preventative dENTISTIY 2. ...ttt ettt st st e s st b saeneenee Yes No
Do you have difficulty or pain, or both, when opening your mouth, as for instance, when yawning?...........ccccecveeveevveeniiecceenneenne. Yes No
No
No
No
Does your bite feel uncomfortable or unusual?.........cccceevvevviiieiiiciennens No
DO YOU have freqUENT MEATACKES..........iiiiieeiece ettt e e b e b e s be st e e b e e sae s s be st e sbeesteesbesaeesseebesbeesbeenteane Yes No

If yes, how often?

Please add anything you feel is important.

Patient Signature: Dentist Signature:

Date: Date:




