Nathalie Tungesvik, DDS
Naraauie Tuncesvik, D.D.S., PC. Mollie LindQUiSt, DDS
Elana York, DMD

Patient Information

Patient Name

Last First Middle Initial Preferred name
Birth Date / / Social Security Number
Family Status: Single Married Child Other Gender: Male Female
Address
(Parent/guardian if Minor) Street Apt# City State Zip
Home Ph. Work Ph. Cell

(Parent/guardian if Minor)

E-Mail Address
(Parent/guardian if Minor)

Employer Occupation
(Parent/guardian employer if Minor)

Spouse’s Name
(Parent/quardian if Minor)  Last First Middle Initial

IS AN IMMEDIATE FAMILY MEMBER A PATIENT HERE? Name:

WHOM MAY WE THANK FOR REFERRING YOU TO OUR OFFICE?

Emergency Contact

Name Relationship to Patient Phone
Dental Insurance Information

Name of Insured Relationship to patient
Social Security Number Birth Date / /
Name of employer Work Phone Ext.

Employer Address

Street City State Zip
Insurance Company Group # Policy/ID #
Ins. Co. Address

Street City State Zip

We will need a copy of your insurance card at your initial appointment. Please bring your insurance card with you for each appointment.
**x**Authorization and Release™****

| certify that | have read and understand the above information to the best of my knowledge. The above questions have been accurately answered.

| understand that providing incorrect information can be dangerous to my health. | authorize the dentist to release any information including the
diagnosis and the records of any treatment or examination rendered to me or my child during the period of such dental care to third party payers and/or
health practitioners. | authorize and request my insurance company to pay directly to the dentist or dental group insurance benefits otherwise payable to
me. | understand that my dental insurance carrier my pay less than the actual bill for services. | agree to be responsible for payment of all services
rendered on behalf of my dependents. Finance charge or interest of 1.5% a month will be applied to all balances over 90 days past due.

As a service to our clients, we provide a courtesy appointment reminder email and possibly other important emails that may be sent. By providing your
email address, you consent to receiving such notifications.

X
Signature of patient (or parent/guardian if minor) Date
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MEDICAL HISTORY

Patient Name Nickname Age
Name of Physician/and their specialty
Most recent physical examination Purpose
What is your estimate of your general health? [ Excellent (JGood [JFair (JPoor
DO YOU HAVE or HAVE YOU EVER HAD: YES NO YES NO
hospitalization for illnessor injury () [ 27 arthritis O g
anallergicreactionto 28, autoimmune disease O g
0O aspirin, ibuprofen, acetaminophen, codeine (i.e. rheumatoid arthritis, lupus, scleroderma)
O penicillin 29. glaucoma O 0O
O erythromycin 30. contactlenses O O
O tetracycline 31. headorneckinjuries O 04
0O sulfa . . ’
O local anesthetic 32 epilepsy, .corTvuIsmns (seizures) — O 04
0O fluoride 33. neurologicdisorders (ADD/ADHD, prion disease) O O4d
0 metals (nickel,gold, silver, ) 34. viralinfectionsand cold sores O O
O latex 35, anylumpsorswellingin the mouth O g
O other 36. hives,skinrash, hayfever O O
heart problems, or cardiacstentwithinthelastsixmonths .~ (J  (J 37 STI/STD/HPV O O
history of infectiveendocarditis (0 (O 38 hepatitis(type__) O O4d
artificial heart valve, repaired heart defect (PFO) O (O 39 HV/ADS 0O O
pacemaker or implantabledefibrillator (J (O 4o tumor,abnormalgrowth O 0O
orthopedicimplant (jointreplacement) O (O 4 radiationtherapy g O
rheumaticor scarlet fever (J (O 42 chemotherapy,immunosuppressive medication O 0O
h|gh orlowblood pressure C] C] 43.  emotional difficulties C] C]
a stroke (taking blood thinners) (O (O 4 psychiatrictreatment O O
anemia or other blood disorder (O (O 4. antidepressant medication O g
prolonged bleedingdueto aslightcut (INR>3.5) (0 (O 46 alcohol/recreationaldruguse O O
emphysema, shortness of breath, sarcoidosis (O O AREYOU:
tuberculosis, measles, chickenpox (O O 47. presentlybeingtreatedforany otherillness O O
asthma (O (O 48 awareofa changein your health in the last 24 hours
breathingor sleep problems (i.e. sleepapnea, snoring,sinus) (] () (i.e.fever, chills,new cough, or diarrhea) O O
kidney disease O O . ta king medication for weight management O 0O
liver disease O (O =0 takingdietarysupplements O 0O
jaundice (J (O 51 oftenexhausted orfatigued O 0O
thyroid, parathyroid disease, or calcium deficiency (O (O 52 -experiencingfrequentheadaches 0O 0O
hormone deficiency (O (O 53 asmoker,smoked previouslyorusesmokelesstobacco O O
high cholesterol or taking statin drugs (0 (O 54 considereda touchy/ sensitiveperson O O
diabetes (HbAlc= ) (O O &55 oftenunhappyordepressed 0O 0O
stomach or duodenal ulcer (0 (O 56 FEMALE-takingbirthcontrol pills O O
digestive disorders (i.e. celiac disease, gastricreflux) (J (O 57 FEMALE-pregnant O 0O
osteoporosis/osteopenia (i.e. taking bisphosphonates) _ (J (O 58 MALE-prostatedisorders 0O 0O

Describe any current medical treatment, impending surgery, genetic/development delay, or other treatment that may possibly affect your dental treatment.

(i.e. Botox, CollagenInjections)

List all medications, supplements, and or vitamins taken within the last two years.

Drug Purpose

Drug Purpose

PLEASE ADVISE US IN THE FUTURE OF ANY CHANGE IN YOUR MEDICAL HISTORY OR ANY MEDICATIONS YOU MAY BE TAKING.

Patient’s Signature

Doctor’s Signature

Date

Date

v 2013.2 Kois Center, LLC
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DENTAL HISTORY

Name Nickname Age

Referred by How would you rate the condition of your mouth? (J Excellent [(JGood (J Fair (J Poor
Previous Dentist How long have you been a patient? Months/Years

Date of most recent dental exam / / Date of most recent x-rays / /

Date of most recent treatment (other than a cleaning) / /

I routinely see mydentistevery: [J3mo. (J4mo. (J6mo. [J12mo. [ Notroutinely

What is your immediate concern?
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Pleaseanswer YES or NOtothe following:
PERSONAL HISTORY 0og

Areyou fearful of dentaltreatment? How fearful,ona scaleof 1 (least)to 10 (most) [ ]
Have you had an unfavorable dental experience?
Have you ever had complications from past dental treatment?
Have you ever had trouble getting numb or had any reactionsto local anesthetic?
Did you ever have braces, orthodontic treatment or had your bite adjusted?
Have you had any teeth removed or missing teeth that never developed?

GUM AND BONE oog

Do your gums bleed or are they painful when brushing or flossing?
Haveyou ever been treated for gum disease or beentold you have lost bone around yourteeth?
Have you ever noticed an unpleasant taste or odorin your mouth?
Isthereanyone with a history of periodontal diseasein your family?
Have you ever experienced gum recession?
Haveyou ever had any teeth become loose on their own (without an injury), or do you have difficulty eatingan apple?
Have you experienced a burning or painful sensation in your mouth not related to your teeth?

TOOTH STRUCTURE Bog

Have you had any cavities within the past 3 years?
Does the amount of salivain your mouth seem too little or do you have difficulty swallowing any food?
Do youfeel or noticeany holes (i.e. pitting, craters) on the biting surface of your teeth?
Are anyteeth sensitive to hot, cold, biting, sweets, or avoid brushingany part of your mouth?
Do you have grooves or notches on yourteeth nearthe gumline?
Have you ever broken teeth, chipped teeth, or had a toothache or crackedfilling?
Doyoufrequently get food caught betweenany teeth?

BITE AND JAW JOINT gog

Do you have problems with yourjaw joint? (pain, sounds, limited opening, locking, popping)
Do you feellike your lower jaw is being pushed back when you bite your teeth together?
Do you avoid or have difficulty chewing gum, carrots, nuts, bagels, baguettes, protein bars, or other hard, dry foods?
Have yourteeth changedin the last 5 years, become shorter, thinner or worn?
Are your teeth becoming more crooked, crowded, or overlapped?
26. Areyourteeth developingspacesor becominglooser?
Do you have morethan one bite, squeeze, or shift yourjaw to makeyour teeth fit together?
Do you place yourtongue between your teeth or close your teeth against your tongue?
Do youchew ice, bite your nails, use your teeth to hold objects, or have any other oral habits?
Doyou clenchyourteethin the daytime or makethemsore?
Do you have any problems with sleep (i.e. restlessness), wake up with a headache or an awareness of yourteeth?
Do you wear, or haveyou ever worn a bite appliance?

SMILE CHARACTERISTICS 0og
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33. Isthereanythingaboutthe appearance of yourteeth that you would like to change?

34. Haveyoueverwhitened (bleached)yourteeth?

35. Haveyoufeltuncomfortable or self-conscious about the appearance of your teeth?

36. Haveyou been disappointed with the appearance of previous dental work?

Patient’s Signature Date
Doctor’s Signature Date
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