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The Center for Dentistry, PLLC

106 N Watterson Trail
LOUISVILLE, KY 40243
502-409-9191
Date ______________________

Patient___________________________________________________________Date of Birth ___________________________
Address_____________________________________________________________________   ZIPCODE_________________
Home Phone________________________ Work Phone_________________________ Cell_____________________________
Referred By_________________________________ 


Social Security Number_________________________ Employer_____________________________ Employer Address____________________________________________________
Dental Policy _______________________ ID#_____________________ Policy Holder_________________________________
Date of Birth of Policy Holder ____________________  Social Security Number of Policy Holder ________________________
Height ___________ Weight __________ Sex _________ # of Children ________ 

Married_____ Single _____ Divorced _____ Widowed _____

Name of Spouse, Parent or Guardian ____________________________
Nearest Relative and/or Friend Name ________________________________________ Phone No. __________________

(Someone other than Spouse) Address ___________________________________________________________________

Physicians 1.____________________________________________________________ Phone No. __________________

                  2.____________________________________________________________ Phone No. __________________

                  3.____________________________________________________________ Phone No. __________________
Medical History - Circle one, if in doubt, circle Dk (don’t know)

1. Are you receiving any treatment by any physician now or during the past year?
Yes No Dk

2. Have you ever had an operation, serious illness, or been hospitalized?
Yes No Dk

3. Do you have heart problems, or ever had a heart attack or stroke?
Yes No Dk

4. Do you take or have you ever taken cortisone or steroids?
Yes No Dk

5. Are you taking prescribed medications?(please attach list with name, reason, dosage & frequency)
Yes No Dk

6. Do you take or have you ever taken medications for bone density/osteoporosis?  (i.e. Fosamax, Actonel, Zometa, etc.) ………………Yes No Dk

7. Are you taking any medication on your own?
Yes No Dk

8. Have you ever bled excessively from a cut or after a tooth extraction?
Yes No Dk

9. Have you ever been diagnosed and/or treated for cancer?
Yes No Dk

10. Do you have, or have you ever had allergies, asthma or hay fever?
Yes No Dk

11. Are you allergic to, or do any of the following medicines make you sick (Please circle)

a) Antibiotics (penicillin, etc) 
Yes No Dk

b) Local anesthetic (Novocain, etc) 
Yes No Dk

c) Epinephrine (Adrenaline)
 Yes No Dk

d) Aspirin, Ibuprofen, etc. 
Yes No Dk

e) Codeine 
Yes No Dk

f) Demerol
Yes No Dk

g) Sedatives
 Yes No Dk

h) Sleeping pills 
Yes No Dk

i) Valium 
Yes No Dk

j) Latex
 Yes No Dk

k) Iodine
 Yes No Dk

l) Other(list)
Yes No Dk

12. Do you have, or have you ever had (Please circle)

a) Mitral Valve Prolaspe
Yes No Dk

b) Rheumatic Fever
Yes No Dk

c) Heart Murmur
Yes No Dk

d) Congenital Heart Defect
Yes No Dk

e) Heart Surgery or Pacemaker
Yes No Dk

f) Prosthetic (Artificial) Heart Valve
Yes No Dk

g) Scarlet Fever
Yes No Dk

h) Prosthetic (Artificial) Joints
Yes No Dk

13. Do you have or have you ever had?

a) glaucoma
Yes No Dk

b) high blood pressure
Yes No Dk

c) low blood pressure
Yes No Dk

d) severe headaches
Yes No Dk

e) breathing difficulties
Yes No Dk

f) badly swollen ankles
Yes No Dk

g) chest pains
Yes No Dk

h) thyroid disease or problems
Yes No Dk

i) a blood transfusion
Yes No Dk

j) stomach or intestinal problems
Yes No Dk

k) anemia or thin blood
Yes No Dk

l) use anticoagulants (blood thinners)
Yes No Dk

m) lost or gained more then 10 pounds during the past year
Yes No Dk

n) diabetes or blood sugar problems
Yes No Dk

o) tuberculosis, emphysema, chronic cough, or any respiratory (lung) disease
Yes No Dk

p) fits, seizures, convulsions or epilepsy
Yes No Dk

q) been treated or taken medication for your “nerves”
Yes No Dk

r) kidney or bladder problems
Yes No Dk

s) arthritis or rheumatism
Yes No Dk

t) unusual “stress” (business, social, marital, financial)
Yes No Dk

u) been denied permission to give blood
Yes No Dk

v) syphilis, gonorrhea, or venereal disease
Yes No Dk

w) hepatitis, yellow jaundice or liver disease (cirrhosis)
Yes No Dk

x) alcohol/drug dependency problems
Yes No Dk

y) AIDS, AIDS Related Complex, or as HIV positive
Yes No Dk

Female Only

14. Do you think you are pregnant, or anticipate becoming pregnant?
Yes No Dk

15. Are you now nursing?
Yes No Dk

16. Are you taking birth control pills?
Yes No Dk

17. Do you have regular menstrual periods?
Yes No Dk

18. Have you ever had menstrual difficulty requiring the care of a physician?
Yes No Dk

19. Have you been through menopause?
Yes No Dk

Dental History:

1. In you own words, what is your understanding of why you are here? ____________________________________________________________

 ___________________________________________________________________________________________________________________

2. How do you picture your overall dental health in years to come? _______________________________________________________________

 ___________________________________________________________________________________________________________________

3. Are you in pain at this time? ____________________________________________________________________________________________

4. Do you feel nervous about having dental treatment? __________________________________________________________________________

5. Have you ever had a bad experience in the dental office? ______________________________________________________________________

If so, what? __________________________________________________________________________________________________________

6. When were your teeth last cleaned? ______________________How frequently is this usually done?___________________________________

7. Have you had previous “gum trouble” (pyorrhea, trench mouth, etc) and/or previous gum treatment? ___________________________________

If so, specify: ________________________________________________________________________________________________________

8. Have you ever had braces ___, root canals _____, extractions ____, or complications from dental treatment?_____________________________

9. Do you usually see a dentist regularly? Yes ___ No ___. If yes, whom _____________________________________ How long _____________

10. What are your feelings regarding the wearing of dentures (false teeth)? __________________________________________________________

Oral Hygiene

1. How often do you brush your teeth? ______________________________________________________________________________________

2. What additional oral hygiene aids are used: dental floss ___, interproximal brush ___, rubber tips ___, water-pik ___, toothpicks ___, other ___

3. What type of brush do you use: hard___ medium ___ soft___ electric___

4. Do you use tobacco? Yes No. If yes, what type and how much? ________________________________________________________________

Oral Habits and Symptoms

1. Do you think about the way your teeth fit together or feel your bite is off?
Yes No Dk

2. Do you clench or grind your teeth? 
Yes No Dk

3. Do you awake in the morning with sore jaws?
Yes No Dk

4. Do you feel your teeth are sensitive?
Yes No Dk

5. Do you bite your lip, cheek, or fingernails?
Yes No Dk

6. Do you hold pens, pencils, or eyeglasses between your teeth?
Yes No Dk

7. Do you bite thread, hold pins or needles in your mouth?
Yes No Dk

8. Do you have a popping, clicking, or soreness in the joints next to your ears
Yes No Dk

9. Do you awaken in the morning with a dry mouth?
Yes No Dk

10. Do you have blisters, cold sores, or mouth ulcers?
Yes No Dk

11. Do you have teeth that are shifting position or are loose?
Yes No Dk

12. Do you have sore, tender, or bleeding gums?
Yes No Dk

13. Do you have receding gums?
Yes No Dk

Please enter below any comments about either your general health or dental history which have not been covered in this questionnaire which concern you or which may influence our treatment for you. _____________________________________________________________________________

 ______________________________________________________________________________________________________________________

To my knowledge I have given an accurate report of my health history.

I authorize the release of any information to any/all of my healthcare providers and/or my insurance company that is related to my care and/or insurance coverage.

I acknowledge that I have read and understand Dr. Wheeler’s office brochure detailing his insurance and payment procedures.

Patient’s signature____________________________________ Date ________________________

Parent/Guardian _____________________________________  Date ________________________

Reviewed by ________________________________________ Date ________________________







