Kellie E. Barnes, DDS
2646 E. Joyce Blvd Ste #1 Fayetteville AR 72703 479.443.8009

Patient’s Name: Preferred Name: [Male [ Female
First Middle Last
Patient’s Address
Street Apt. No. City State Zip
Social Security No. - Date of Birth / / Marital Status: [1Single [ Married [1 Divorce [ Separated [ Widowed
Home Phone: ( ) - Cell: ( ) - Email Address:
Best way to contact: [ IHome [1Work [ Cell [ Email
Place of employment or School/Grade: Phone: ( ) -
Person to contact in case of emergency other than at home: Relationship: Phone: ( ) -

Contact’s Address:

Whom may we thank for referring you?

Names of children or siblings:

PERSON RESPONSIBLE FOR ACCOUNT
(Parent or legal guardian)

0 Same as Above _ Other (please fill out the following information)

Name: Relation to Patient:
First Middle Last
Home Address: Home Phone: ( ) -
Street/ Apt. No. City State Zip
If less that 3 years at above, Previous Address: Date of Birth: / /

Marital Status: | Single | Married | | Divorced |1 Separated || Widowed Occupation:

Social Security No.

Employer:

Work Phone: ( )

Years at Employer: Employer’s Address:

Do you have dental insurance ?

Name of insured person:

Full Address:

Yes

DENTAL INSURANCE INFORMATION

(If you have insurance, please complete this section OR a copy of your dental insurance card is required)

First Middle Last

Date of Birth:

Employer:

Social Security No.: Home Phone ( ) - Work Phone ( ) -

Occupation (type of business): Years at employer

Dental Insurance Company (Name & Address) :

Group #:

Identification #: Phone Number: ( ) - Other Number (s)

Patient’s [0 Current [] Previous Dentist (s) :
Patient’s O Current [ Previous Physician (s): Date of last physical exam:

MEDICAL AND DENTAL HISTORY
Date of last Dental Cleaning:

Please [ if “yes” to every question appropriate and describe ( use space at bottom of page if necessary)

PRIMARY DENTAL CONCERNS DENTAL HISTORY

Continued Care/Cleaning/X-rays

[ Been told you have gum disease? (Year)

Appearance: [IStraightness [1Color/Whiteness [1Chipping [1Size/Shape [ Treated for gum disease? (Year)

[ Functional: [J1Decay [IMissing teeth ~Bite ~ Pain

[ Consulted for orthodontic therapy? (Year)

Toothache: [IRight

Left /

Top

Bottom/ [1Back ~Front [ Treated with orthodontic therapy? (Year)

[ Generalized Sensitivity [JLocalized Sensitivity

[ Had any oral surgery? (Year)

[ Injury: [Face [lJaw —Mouth Please describe:

[ Dental x-rays taken in the past year?

[ Excessive fear of dental treatment? (specifically)




DENTAL HISTORY (CONTINUED) Bleeding Gums?
Do you place a high priority on keeping your teeth? CYes [INo Bad breath (and/or) [ Unpleasant tastes in your mouth
Do you have an electric tooth brush? [1Yes [1No
[ Tooth Sensitivity ([Jhot [Icold [Isweets [Ichewing) JAW JOINT CONDITION
Fever Blisters (Cold Sores) (How many- per year) [ History of TMD (jaw joint) problems
Mouth Ulcers ( Canker Sores) ( How many- per year) History of TMD (jaw joint) therapy performed
11 Suck your finger/thumb/lip (Cinow [past) [ Pain (Jpopping [lcatching [Ilocking of jaw joints)
Tongue thrusting habit [ Clenching (and/or) [1Grinding of teeth
[ Gag easily wake up with sore jaw muscles
Difficulty getting numbed with anesthetic [J Frequent Headaches ( per day / week / month)
[1 Brush your teeth (how often) Ear problems ([Jdizziness [Iringing [lear aches)
11 Floss your teeth (how often) [1 Tenderness/stiffness in the [jaw [Ineck [Iback

Please elaborate if necessary:

MEDICAL HISTORY _ Bleeding Disorders / Anemia
0 NO known drug allergies _ Subject to Prolonged Bleeding (and/or) UBruise Easily
| | YES drug allergies/intolerance. Please list: Gastrointestinal (! Ulcers [ Stomach problems [1Other)

[ Diabetes (Olnsulin Dependent [ Non Insulin Dependant)

Latex allergy Arthritis ([] Rheumatoid Arthritis [ Osteoarthritis )
0 Other allergies. Please list: [ Kidney (and/or) [1Bladder Disease
List all current: medications: Thyroid trouble (' Hyperactive [ Hypoactive [JRemoved [ Other

Cancer (type, date, treatment)

Radiation therapy (head/neck) [1 Surgery (head/neck) Date [s]:

List all previous surgeries or hospitalizations: [ Contact lens user
Glaucoma
1 Do you premedicate with antibiotics before dental treatment? [ Neurological Problems (CEpilepsy [IConvulsions [ISeizures)
[ Rheumatic Fever (and/or) —Rheumatic Heart Disease Psychiatric Therapy (and/or) [1Emotional problems
Heart trouble (and/or) [THeart murmur (and/or) [1Mitral valve Prolapse Tested for blood disease
Prosthetic Devices ( [/Pacemaker [Hip [IPins/Plates/Screws
[Heart Valve [10ther 1 Have HIV/AIDS

Sexually Transmitted Disease

[1 High Blood Pressure [1 Connective Tissue Disease
[] Chest Pains (and/or) || Heart Attack (and/or) [ 1By-pass surgery [ Pregnant [JPossibly pregnant [ Nursing
[ Congestive Heart Failure Taking birth control pills
[ Take Coumadin or any other blood thinners [ Serious illnesses not listed (list type, year):
Stroke
[ Lung Conditions (| ]Asthma [ Emphysema [ |Bronchitis [ |Tuberculosis
[1Other) SOCIAL HISTORY
|| Hay fever/Seasonal allergies | |Other Drink: [1Coffee [1Soda [ITea ( Cup, _ Cansor glasses per day)
[ Sinus Problems (how often) Currently use tobacco products (list quantity/frequency)
[ Liver Disorder [ Cigarettes [ Cigars [1ISmokeless
[ Hepatitis “ A _B _C Consume alcoholic beverages (How much- per day/ week/ year)

Other/Please expand if needed:

| authorize the doctor or other dentists or health-care professional (interdisciplinary team members) to perform diagnostic procedures and treatment as may be necessary for proper dentofacial care. |
authorize release of any information concerning my (or my child’s) health care for advice and treatment provided for the purpose of evaluation and administering claims for insurance benefits. | authorize
release of any information concerning my (or my child’s) health care for advice and treatment to interdisciplinary team members. I consent to the release of credit reports and information regarding my
credit history to the doctor(s). | authorize the taking of photographs, radiographs and other diagnostic records before, during and after treatment, and to the use of the same by the doctor or interdisciplinary
team members in scientific presentations or scientific literature.

The above information is accurate and complete t the best of my knowledge:

Patient or Guardian’s Signature: Date:
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