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Are you generally in good health?       Y / N 

Are you currently under the care of a physician?    Y / N 

Have you had trouble with bleeding after surgery?    Y / N 

Do you ever have cold sores or fever blisters?    Y / N 

Are your teeth sensitive to hot or cold?     Y / N 

Have you ever had gum surgery or treatments?    Y / N 

Do you clench or grind your teeth?        Y / N 

Do you have pain in or around your ears?     Y / N 

Do you have an unpleasant taste in your mouth?    Y / N 

Do you have unexplained headaches?     Y / N 

Do you have clicking/ popping in your jaw or difficulty opening wide?   Y / N 

Have you had any reaction to a drug or anesthetic?             Y / N 

Please describe: ___________________________________________________________________________ 

Please list all current medications: 
_________________________________________________________________________________________ 

Do you currently or have you ever smoked: __________________________ How much? _________________ 

How often do you brush?  ____________________     How often do you floss? _______________________ 

What would you like to improve about your teeth? _________________________________________________ 

AIDS/HIV  Y / N High Blood Pressure Y / N  Asthma   Y / N 

Joint Replacement Y / N Arthritis   Y / N  Kidney Disease  Y / N 

Cancer   Y / N Liver Disease  Y / N  Diabetic   Y / N 

Lung Disease  Y / N Epilepsy/Seizures  Y / N  Mitral Valve Prolapse  Y / N 

Fainting/Dizziness Y / N Radiation Therapy Y / N  Glaucoma  Y / N  

Rheumatic Fever  Y / N Hepatitis   Y / N  Stomach Ulcers  Y / N 

Heart Disease  Y / N Stroke    Y / N  Heart Murmur   Y / N 

Thyroid Disease  Y / N Heart Pacemaker  Y / N  Tuberculosis   Y / N 

Heart Valve Surgery  Y / N Pregnant now?  Y / N 

I authorize release of medical or other necessary information to process insurance claims. I authorize payment of medical 
and/or dental benefits to Riverside Dental. 

Signed: _________________________________________________   Date: ____________________________ 

I authorize assignment of my insurance rights and benefits directly to the provider for services rendered. I understand I am 
responsible for any balance not paid by my insurance company and any balance through self-pay. 

Signed: _________________________________________________   Date: ____________________________ 

I acknowledge I have read and/or received a copy of this office’s Notice of Privacy Policy Practice.    

Signed: _________________________________________________   Date: ____________________________ 
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