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WILDERNESS RIDGE The benefits of a happy, healthy smile are immeasurable! Our goal is to help you reach and maintain maximum oral health.
EDGEWQOD

Patient name:

Please fill out these forms completely. The better we communicate, the better we can care for you.

Today's Date:

Name preference: [OMale [JFemale
Referred to Pine Ridge Dental through:
Birthdate: Age: SSN:
(] Single [J Married [ Separated [] Divorced [l Widowed

Please Check preferred mode(s) of contact:

[] Cell Phone: [l Home Phone: [0 Work phone:

OCall [OText May we call you at work? [Yes CNo
[ E-mail:
Home Address:

Street City State Zip
Employer: Occupation:
Person financially Responsible, if not self: Relationship:
Billing Address:

Street City State Zip

Emergency Contact: Relationship: Phone:

OVER =>




Medical Information

Are you now under the care of a physician? [ Yes [J No

If yes, please explain:

Physician Name:

Phone:

Date of last physical exam:

Are you currently taking any medications?
O ves Ol No If yes, please list or attach on a separate sheet

Are you presently taking, or have you ever taken any of the following
bisphosphonates drugs to treat bone disorders including

osteoporosis?
OActonel (risedronate)
ODidronel (etidronate)

[OSkelid (tiludronate disodium)

[CBoniva (ibandronate)

OAredia (pamidronate)
[OFosamax (alendronate)

For women, are you pregnant or nursing?
[ Possibly [ Yes [ No If yes, week#:
Do you need to be pre-medicated with antibiotics before dental
treatment? [ Yes [1 No What is the Pre-Med for?

Have you had serious illness, operation or been hospitalized in the
past 5 years? If yes, what was the illness or problem? [ Yes [J No

If yes please explain

[Zometa/Reclast (zoledranate)
CINONE

Check box if you have had any history of or conditions related to, any

of the following:
CJAnemia
OArthritis
OAsthma/Respiratory
Problems
CAtrial Fibrillation
OChronic Sinus
Problems
[CChronic Headaches
OCancer/Tumors
OCongenital Heart
Disease
OcChronic Hepatitis
[OChemo/Radiation
ODiabetes
01 or O2
ODrug/Alcohol abuse
[Dental Anxiety

[ Autoimmune Disease: Specify:
[ Gastrointestinal Issues: Specify:

CEpilepsy/Seizures
OFainting Spells
OFever Blister/Cold
Sores
OFibromyalgia
OHearing problems
CJHeart attack
CIHeart surgery
[JHeart valve Disease
COHemophilia /bleeding
COHIV+/AIDS
CHigh Blood Pressure
OHuman Papilloma
Virus
OHyperthyroid
[CHypothyroid
OGlaucoma

O Infective Endocarditis

[Joint Replacement

CIKidney Disease

OlLiver Disease

CLow Blood Pressure

[CIpacemaker

OProsthetic Heart Valve

[OPsychiatric Disorders

Oshingles

[ISickle Cell Disease

[CIStroke

OTMI/Jaw pain/TMD

OTobacco use, how
much?__

OTransplant

OTuberculosis

CINONE

Have you experienced any other serious conditions that are not listed
above? O Yes [ No If yes, please list:

Allergies:
OpPenicillin/Amoxicillin
OAspirin

CJsulfa drugs
Ojewelry/Nickel

CErythromycin
OTetracycline
CIcephalosporins
OLatex (rubber)
Oother, please list

Opental anesthetics
Ocodeine
Cclindamycin

O Dairy

[ONo Known Allergies

Dental Information
Why have you come to the dentist today?

Date of your last dental visit:

When were your teeth |ast cleaned:

Do you have your wisdom teeth? [J Yes [J No [J Don’t Know
Are you currently experiencing dental pain? O Yes O No
Do you clench or grind your teeth? [J Yes [1 No

Do you like your smile? [ Yes [] No
If no, what would you like to change?

Have you had complication or difficulties with previous dental
treatment? [J Yes [ No
If yes please explain:

If you have dental insurance, do you let the insurance dictate what
treatment you should receive? [ Yes [1 No

Do you have suggestions on how Pine Ridge Dental can best meet
your needs? [J Yes O] No

If yes please explain:

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

Patient Signature: Date:

Payment is due in full at the time of treatment unless prior

arrangements have been approved.

Thank you for filling out this form completely. It will enable
us to help you more effectively. If you have any questions at
any time, please ask us. We are happy to help.

Our office is committed to meeting or exceeding the

standards of infection control mandated by OSHA, the CDC
and the ADA.




