




AJe you currently under the core ot a physician for any illness? 
If yes, please explain: _ _ _ __________ _ 

Do you smoke or use tobacco in any other form? 
Do you use alcohol? 
Do you use recreational drugs? 
Which type(s)? _______________ _ 

YO 

y ...I 
y ':l 
YO 

NO 

NO 

NO 

NO 

Do you wear contact lenses? Y O N 0 
Do you hove any disease, candllion or problem not !isled that you think I should know about? 

Have you been hospitalized for any surgical operation or serious 
illness within the post 5 years? 
If yes, please explain: ______________________ _ 

Do you have or have you ever hod a history of photosensitive reactions or 
using photosensitiZJng drugs? 
If yes.please explain: ________ ____________ _ 

Do you take any herbal/holistic medications:
If yes, please list: _____________________ _ 

Are you dieting and/or laking any weight loss medications?
Do you have or did you ever have any eoting/nutntion disorder?
Do you hove o restrictive diet? 

Why have you come to the dentist today? 

When was your last dental exomlnollon and professional cleaning_/_; __ 

Are you curr81"ltty 1i'\ i:,o,n? YO NO 

Hove you experienced any problems associated wtth previous dental work?

Is there anything about having dental treatment that bothers you? 

YO 

YO 

(If yes, please explain), ________________________ _ 

Have you ever been instructed in the prevention of decoy? Y O 
Have you ever been instructed in caring for your gums? Y '.J 
Do your gums bleed while brushing or flossing? YO 
How often do you brvsh? _____________ _ 
How often do you floss your teeth? __________ _ 
Are your teeth sensitive to hot. cold, sweet or sour foods/liquids? YO 
Do you experience any breath molodor/holrtosis? YO 

Do you now or have you ever experienced pain/ 
discomfort in your Jaw joint/TMJ? Y CJ 

Have you had any head, neck or Jaw Injuries? 
Ale you aware of clenching or grinding your leelh while 
awake or sleeping? 
Do you have any lumps or sores In or near your mouth? 
Do you bite your cheeks frequentty? 

Have you ever had the followlng: 
1 Orthodontic treatment (braces) 
2 Oral Surgery/tooth extraction 
3. Gum Disease/Gum Treatment
4 Bite Appliance/Night guard

YO 
y .J 
y :::i 

YO 
YO 
YO 
YO 

NO 
NO 
NO 

N'.] 

NO 

NO 

N CJ 
NO 
NO 

NO 
NO 
N 0 
NO 

y .J 

YO 

YO 

Y:) 
YO 
Y-.,J 

NO 

NO 

Do you participate in sports or actlvrties that have the potential to damage your teeth or jaw?

NO 

NO 

If yes, please hst --------------------------------



I affirm that the information I have given today is correct to the best of my knowledge. I 
understand that this information will be held in the strictest confidence and it is my 
responsibility to inform this office of any changes.

I authorize the dentist to release any information, including the diagnosis and records of any 
treatment or examination rendered to me, to third-party payors and/or other practitioners. I 
understand that my dental insurance carrier may pay less than the actual bill for services. I 
understand that I am responsible for payment of services rendered and agree to pay any 
copayments and deductible that my insurance does not cover.

For your convenience, we offer the following payment options. Please check the option you prefer

      Cash
      Personal Check
      Credit Card
      Visa      MasterCard      Discover        American Express

By checking this box, I agree to receive communications from Belmont Dental Care, including SMS text messages 
related to appointment reminders, scheduling updates, follow-up care, and practice information. Message frequency 
varies. Message and data rates may apply. You may withdraw your consent at any time by following the opt-out 
instructions included in each message. To unsubscribe from all text messages, reply STOP. For assistance, reply HELP 
or call (224) 291-9111. See our Privacy Policy and Terms & Conditions.

By checking this box, I agree to receive marketing messages from Belmont Dental Care, including SMS text messages 
related to special offers, updates, and news. Message frequency varies. Message and data rates may apply. You may 
withdraw your consent at any time by following the opt-out instructions included in each message. To unsubscribe 
from all text messages, reply STOP. For assistance, reply HELP or call (224) 291-9111. See our Privacy Policy and 
Terms & Conditions.

Signature:

Date:            /       /
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