19th Avenue Dental Excellence
Mat Kiisk, DDS

W elcome lo our praclice. Pleate lake o lime to Jill oud thit form complelely. The more we learn aboud you,
bhe befler care we are able & provide, Ttk bk foruand is working will you I mainiain a heallly, happy imile
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| prefer to be called [nickname, ete) . ek D Omale O Famale
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Whom may we thank for referming you? . & 3 _

It the patient is a child

T e e, AT e TR .. . L2 BT T Ly o _x sy e = R R
it i T T e e Social security no. - e

Payment is due in full at the time of treatment
{Unless prior armangements have begn approved)

| understand that | am responsible for payment of sarvices rendered and also responsible for paying any co-payment and deductibles
that my insurance does not cover. | hereby authorize paymend directly 10 the dendal office of the group insurance benaefls otherwise payable
to me. | understand that | am responsible for all costs of dantal reatment. | hereby authorize release of any information,
incheding the diagnosis and records of treaiment or examinalion rendansd, 19 My INSUrANCE CoOMPany.

Parson to contact in case of amergency

Hame > Ralationship
City, State o et Call phona
Homa phona ) o Wiork phone

| understand the above information is necessary o provide me with dental care in a safe and efficient manner, | have answered all
quastions to the best of my knowledge. Should further information be needed, you have my permission fo ask the respective healthcare
provider or agancy that may release such information 1o you. I will nolity the daniisl of any changes in my heaith or medicahon.

Signature Diato



19th Avenue Dental Excellence

Mat Kiisk, DDS

Dendal Hislory

Reason for today's visit
Date of last full mouth X-rays
Date of last dental visit
Procedure(s) done at last denlal visit
Previous dentist's name
City/'State
Do vou require antibiotics belore dental treatment?
Are you currently in pain?
How often do you have dental examinations?
How often do you brush your teath?
What type of bristles do you use?

How often do you floss?

Date of last cleaning

OHard [ Medium [JSoft

What other dental aids do you usa? (Electric toothbrush, toothpick, etc.)

Do vou have any dental problems now?
It yes to above, please describe

Do your gums ever bleed?

Have you ever had periodontal disease?

Hawve you ever had gum treatment?

Hawa you noticed any mouth odors or bad tastes?

Do you now or have you ever experienced painfdiscomiort
in your @w jaint (ThJ f TMD)?

Do you have frequent headaches?

Do you clench or grind your teeth?

Do you bite your lips or cheeks frequently?

Are your teath sensitive to heat’cold?

Do you slill have your wisdom teeth?

Do you have any dental problams now?

If yas, please describa ...

Oves ONo
Oves OMeo
O ves OMo
Oves ONo

Oves OMo
Oves ONo
OvYes OMNo
Oves Owneo
O ves ONo
Oves OMo
O Yes OMo

Is thare anything alse about your past dental treatment(s) that you would like us to know?

Have you aver had:

Orthodontic treatment?

Oral surgery?

Pericdonial treatment?

Your teath ground or bite adjusted?

A bite plate or mouthguard?

A serious injury to the mouth or head?

If 8o, please describe

O ves ONo
O Yes OMNo
O ves ONo
O ves ONo
O ves ONo
O ves OMNo



19th Avenue Dental Excellence

Mat Kiisk, DDS
Medical Hiustory
Have you been under the care of a medical doctor during the past 2 wnm? O ves O No
If yes, for what?
Physician's name . Phomne
Physician's Ciby/State
Have you taken any medications or drugs in the pni two years? O ves U No

Are you currently taking any medications or drugs? (ncluding regular doses of aspinn or over-the-counter mesiines) [ Yes [ No
If yes, please explain

Have you ever taken Fen-Phen? O ves O Mo
i 50, how long ago?

Did you ever go to the doclor to check for heart prnhlams? O ves O Mo

Are you aware of having an allergic (or adverse) reaction to any medication or substance? O Yes O No
If g0, which ones? i i

Do you use tobacco? O ves ONo

Do you use alcohol or any other controlled substance? O ves ONo

Do you wear contact lenses? 0O ves O MNo

Women only:

Are you pregnant or think you may be pregnant? O Yes O No Are you nursing? O ves O No

Are you taking birth control pills7? 0O ves O No

Indicate which of the following you have had or have at present.

Oves Ono ADs Oves Ono  Heart Murrmur

Oves Ono AlkcoholDrug Abuse DOves Ono Hemophilia/Abnormal Bleeding

Oves Ono Allergies or Hives Oves Omno Hepatitis A B G (circle)

Oves ONe ArmitisRheumatism Oves One High Blood Pressure

Oves Omno Andicial Heart Valve Oves OnNo HIV Positive

Oves Ono  Artidicial Bones/Joims/Valves Oves OmNo Hospitalized for Any Reason

Oves OmnNo Asthma Oves Ono Kidney Trouble

Oves Omno Biood Transfusion OYes ONo Latex Sensitivity

DOves Do Bruise Easily Oves ONo Liver Dissase

Oves ONo Cancer'Chemotherapy OvYes ONo Low Blood Pressure

Oves OMo Chest Pain Oves ONo Lupus

Oves ONo Cold SoresHerpes Oves ONo Mitral Valve Prolapse

Dyes ONe Colitis Oves ONo MNervous/Anxious

Oves ONo Congenital Heart Discase Oes ClNo Meurclogical Disorders

Oves OMNe Contact Lenses Oves [ONo Psychiatric/Psychological Care

Oves OMo Cortisone Medicing Oves CONo Radiation Theragy

DOves ONe Chronic Cough Oves ONe RheumaticScarlet Fever

Oves OnNo Diabetes Oves ONo Shingles

Oves OnNe Diet (SpecialRestricted) Oves DONe Sickle Cell Disease/Trads

Oves One Difficulty Breathing Oves DONe - Sinus Trouble

Oves CINe Emplysema DOves ONo Stroke

Oves ONo Epilepsy or Seizures Oves Ono Swollen Ankdes

Oves DONo Fainting or Dizzy Spells Oves OnNe Thyroid Problems

Oves ONe Frequent Headaches Oves ONe Tuberculesis (TB)

Dves One Glaucoma Oves ONo Tumors

Dves OnNo Hay Fever Oves OnNo Ulcers

Dves OnNo Heart (Surgery, Disease, Attack) Oves One venereal Disease

Oves Ono Heart Pacemaker DOves OnNo Yellow Jaundice

Please list any serious medical condition(s) that you have aver had not listed above:

Are you allwgi:: to any of the following?

Oves OMo Aspirin Oves OMe Latex

Oves OmMe Codeine Oves OmMo Penicillin or Other Antibiotics
Oves Ono Anasthetics (for example Novocaine) Oves OMo Sedatives

Oves DOmMo Erythromycin Oves OMo Sulta Drugs

Oves OMo lodine Oves DOMo  Tetracycline

Oves OMo  JewelryMetals Oves OMo Other



19th Avenue Dental Excellence
Mat Kiisk, DDS

Dendal Indurance

Primary carrier

Insurance co., name

Addrass (Strest, City, State, ZIF)
Group na. (Plan or Policy na.) .
Insured's name

Date of birth

Insured's emplayer name
Secondary Carrier

Insurance ¢o. name

Addrass (Street, City, State, ZIP)
Group no. (Plan or Policy no.)
Insured's name it
Date of birth ___

insured's employer name

Parson Financially Responsible for Account

Insurange ¢9. phane
Insured's |.D. no.
Felationship to patient
insured's social security no.

Insurance co. phong

Inzurad's 10U na,
Relationship to patient .

Insured’s social security no.

MName Retationship to patient

Social security no. Phonea

Drivar's licensa na. Date of birth

Addrass (Street. City, State, ZIP)

B e e
Preference of payment: O Caszh O Credit Card

VisaMC/AMEX no. .. Expedabe ..

If patient i a minor, name of parent or legal guardian and relationship

I5 this parent or legal guardian currently a patient in our office? [ Yes [J No

OFFICE USE ONLY

| VERBALLY REVIEWED THE MEDICAL / DENTAL INFORMATION ABOVE WITH THE PATIENT NAMED HEREIN.

1] | ey S N e N ol R el 11 [ -] . . -
Doctor's commeants:
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19th Avenue Dental Excellence
Mat Kiisk, DDS

e want ls help .;:M-:é-:#’:sew kit idleal smile. The L;inféw}r.; will kelp ws wndensland whal thal means b you.

1.1 love the way my smile looks. OTrue O Somewhattrue 0 Naot true
2. | feel comfortable showing my teeth when | laugh or smile. 0 True O somewhat true O Not true
3.1f | could change anything about my smile it would be (check all that apply):

O Color of my tesath O Too much or too little of teeth O Gaps between my taeth
O Size of my teeth show when | smile O Alignment of my taeth
O shape of my teath O Too much or too kttle af gum O Other:

shows whean | smila

4. | have (check all that apply):

O Sensitive or receding gums O Oid or discolored tillings U Other:
O Missing teeth 0O Old crowns that have dark
O Broken/chipped 1eath edges al the top

5. In my line of work or lifestyle | often (check all that apply):

O visit businesses or clients O Travel O Other:
O Speak publicly O Minimal interaction with others

B. If | had a smile makeover | would feel (check all that apply):

O sore confident O Healthier O Mo ditterent
O more aptimistic O Just OK O Other:

7. 1 would like to know about how dentistry can help with one or more of these issues regarding myself
or someone in my family (check all that apply):

O Chronic bad breath O Snering O Cther:
O Grinding teath 0O Sports mouthguards

8. | prefer appointments in the (check all that apply):
O Early marning O Early akternoon O No preference
O Late marning 0O Late atternoon 0O Other:

9. The most important features | want in a dental office are (check all that apply):

0O Convensant location O Low-to no-pain dentistry O Minimal change in appearance
O Convensent appointmant timas 0O Comigriable atmosphere during freatment

U Short appointments U Caring and attentive staff O State-of-the-art technology

O Preventative care O Long-lasting results and treaiment

O Treatment choices O Other:

10, Is there anything else that you want our office to know about you that will help us to serve you better?



19th Avenue Dental Excellence

Mat Kiisk, DDS

Gelling lo know a little more about you...
Thank gou fon being a part of sunr dental family. To get b knsw you euen belfer, pleate foll wi
& fews mone lringd aboul yowndel],

Do you have any special dates you like to remember? (weddings, graduations, etc.)

Event - Date

Event Crate

Event .. G s Date

Event Date

Do you have children and grandchildren?

HNamea Age Check one Special accomplishments or recognition you'd like to share?

O Child [ Grandchild

O child O Grandchild

.. O child O Grandchild

O Child O Grandchild

..... . O Child O Grandchild
O child O Grandchild

Do you have any pets?
MName Type (dog, cat, bird, etc.) Breed

What type{s) of music do you enjoy? (check all that apply)

O Easy Listening O Classical O Rock O Hip-HopMRap
O Jazz O Country 0O RaB O Other:

What are your favorite hobbies or activities? (check all that apply)

O Gol O Running O an U Reading
O Tennis O Team sports O Photography O Other:
O Cyeling O wWater sports 0O Gardening

When you travel, where do you like to go? (check all that apply)

O Beaches O Cruises O Cther:
O cCities [ Road trips
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