Jason R McDaniels DDS PLLC
First Name: _____________________________
Middle Initial: ___________________________
Last Name: _____________________________
Address 1: ______________________________
Address 2 if different than mail:
_______________________________________
City: ___________________________________
State: __________________________________
Zip: ___________________________________
Phone (Home): __________________________
Phone (Work): ___________________________
Phone (Mobile): _________________________
Email: _________________________________
SS#: ___________________________________
Birthdate: ______________________________
Gender: ________________________________

Referred by Dentist: ______________________
Your Occupation: _______________________________________
Employer: ______________________________
Employer Address: _______________________
_______________________________________
Emergency Contact Name & Phone #: 
_______________________________________
Spouse: ________________________________
Person Financially responsible for bill: 
_______________________________________
Address: _______________________________
_______________________________________
If Child, Parents Name and Address: 
_______________________________________
_______________________________________



What brings you to see us today?  ___________________________________________________________

Do you have any of the following symptoms? (Circle all that apply):

Tooth pain/Pressure		Hot/cold/sweet sensitivity		Biting		Swelling
Pain wakes you up at night	Pain getting worse

Describe pain (circle all that apply):

Sharp		Dull Ache	Lingering	Throbbing	Spontaneous	Radiating	
Pulsating		Constant	On/off

When did the symptoms start? ________________________________________________________________

Is there anything that makes the symptoms better or worse? _________________________________________

Describe your pain on a scale from 0 (no pain) to 10 (worst pain ever) today? 
0	1	2	3	4	5	6	7	8	9	10

Describe your pain on a scale from 0 (no pain) to 10 (worst pain ever) at its worst?
0	1	2	3	4	5	6	7	8	9	10

Are you taking any medications for the pain? ____________________________________________________

Name: _____________________________________________________	Date: ______________
Signature: __________________________________________________

NEXT PAGE 
Medical/Dental History


Name of your Medical Physician: _________________________________  Date of Last Visit: __________________
Pharmacy Name: _______________________________________               Phone #: _______________________

 Please circle any of the following that you have or have had: 
Heart Trouble				Cancer					Asthma
Rheumatic Fever				Radiation Treatment			Hives or Skin Rash
Mitral Valve Prolapse			Arthritis					Depression/Anxiety
Heart Murmur				Osteoporosis				Substance Abuse
Angina					Joint Replacement Surgery		Venereal Disease
Stroke					Liver Disease-jaundice/hepatitis		Herpes Oral (cold sore)
High Blood Pressure			Kidney Disease				Herpes Genital
Diabetes					Thyroid Condition				HIV Positive
Fainting Spells/Seizures			Ulcers					AIDS
Clenching/Grinding TMJ Disorder		Sinus Trouble				Tuberculosis
Bleeding Disorder				Environmental Allergies			Major Surgery

Please list any medications you are allergic to:
Name				Reaction			Name 				Reaction
_________________________________________________	___________________________________________	
_________________________________________________	___________________________________________	
_________________________________________________	___________________________________________	
_________________________________________________	___________________________________________	
	

Please name all current medications, dosages, & reason for taking them:
Name				Dose		Reason 		Name 		Reason		Dose
_________________________________________________	___________________________________________	
_________________________________________________	___________________________________________	
_________________________________________________	___________________________________________	
_________________________________________________	___________________________________________	
_________________________________________________	___________________________________________	
_________________________________________________	___________________________________________	
_________________________________________________	___________________________________________	
_________________________________________________	___________________________________________	

Do you smoke? _____________
Women: Are you pregnant: ___________
Do you have any other disease, condition, or problem not listed above? ______   Please explain _____________________________________________________________________________________________

Dental History


1. Have you had any trouble associated with previous dental treatment (dizziness, fainting or reaction to novocaine)?               Yes		No
2. Do you have any lumps or sores in your mouth?     Yes	No
3. Are you allergic to Latex? 		Yes		No        Reaction ______________________

To the best of my knowledge, the above information is correct and complete. 

__________________________________________  _____________________  ____________  ____________
Patient’s Signature					Date		Reviewed		Date 
__________________________________________  _____________________  ____________  ____________
Patient’s Signature					Date		Reviewed		Date 
