Weleeme

We are pleased to welcome you to our practice. Please take a few minutes to fill out
this form as completely as you can. If you have questions we'll be glad to help you.
We look forward to working with you in maintaining your dental health.

Patient Infermation

Name Soc. Sec. #
Last Name First Name Initial

Address
City State Zip Home Phone

Cell Phone Email
Sex UM OF Age Birthdate U Single 1 Married 0 Widowed 1 Separated 1 Divorced
Patient Employed by Occupation

Business Address Business Phone

Business Email

Whom may we thank for referring you?

Notify in case of emergency. Home Phone

Cell Phone Business Phone

Email

Primary lnsurance

Person Responsible for Account

Last Name First Name Initial

Relation to Patient Birthdate Soc. Sec. #

Address (if different from patient) Home Phone
City Zip
Cell Phone ; Email

Person Responsible Employed by Occupation

Business Address Business Phone

Business Email

Insurance Company. Phone

Insurance Email
Contract # Subscriber #

Name of other dependents under this plan

T
Additienal Insurance
Is patient covered by additional insurance? QYes QNo
Subscriber Name Relation to Patient, Birthdate

Address (if different from patient) Soc. Sec. #

City. State Zip Home Phone

Cell Phone Email

Subscriber Employed by Business Phone

Business Email

Insurance Company. Phone

Insurance Email

Contract # Group # Subscriber #

Name of other dependents under this plan

Please complete both sides.




Trme 2:00 PM S5.D. Dentad Growp, Inc. Date 3/13/2017
Eaglesoft Medical Hstory
Pavent Name: (135621 NMINA ROBINSON Birth Date: 11/6/1977 Date Created: 3/33/2017

Athough dental personnel primarly treat the area in and sround your mouth, your mouth & a pert of your entie body. Heath problems that you may have, or medicaton

Are you under a phrysidan’s care now? o Yes No fvul b > _j
Hawo you ever been hospitalized or had = major i Yes T No ¥ ves | ] |
apesation? YR SO
Hawve you ever had 2 serious head or neck injury? € Yeos O Mo ¥ves | R e |
Are you taking any medications, pills, or drugs? DYesTite  Nyes| R TR TR |
Do you take, or hawve you taken, Phen-Fen or Reden? ) Yes () No tm[ I g e ""'———}
Hawve you ever taken Fosamax, Boniva, Actonel or > Yes O Mo ¥ves | ‘ i
any ot ; s bidh : R e
Are you on 2 specal diet? ) Yes 2 No
Do you use tobacco? > Yes :No
Women: Are you...
Cwmwgumgmm SNut!ng? ﬂl’ahgodmw
Are you slergic to any of the folowing?
I Aspirin 7 Pericilin [ Codeme 5
[ vetal T latex "] Suifa Drugs [~ Local Anesthetics
Other? 0 L R R RISy =)
D0 you use controlied substances? ) Yas £ N0 Wves| ; T == |
D0 you have, or have you had, any of the folowng?
ATDSEIHIV Postive T Yes Do | Cortisone Medicine Yes N0 | Hemophiia ) Yes {INo |Radiation Treatments ) Yes T No
Alzhoimer's Disease ' Yes ©I N0 | Diabetes (0 Yes (N0 | Hepatitis A 7 Yes (iNo | Recant Weighttoss (D Yes (0 No
Anaphyiaas T Yes Do | brug Addiction Yes )Mo | Hepatitis B or C ) Yes O No | Renal Didyss £ Y ONo
Anemia O Yes TR0 | Easly Winded O Yes (N0 | Herpes ) Yes {)No | Rheumatic Fevar ) Yes i No
Anginn O Yes D W0 | Emphysema (2 Yes (N0 |High Blood Pressure ' Yes T'No | Rheumaticm ) Yes O No
Arthritis/Gout ) Yes D No  |eplepsyor Sewmares (0 Yes I NO | High Oholesterst i Yes DiNo | Scarlet Faver 0 Yes O No
Artficial Heart Valve 7 Yes () No | Excessive Bleading T Yes ON0 | Hives or Rash 2 Yes ONo | Shingles ) Yes 7 No
Art¥icial Joint O Yes TiNo | Excessve Thirst ) Yes O N0 | Hypoglyoemia :Yes O Mo | Sickde Cell Disease T Yes ) No
Asthma TiYes MiNo  |Fantng SpeX/Diminess O Yes D N0 | Lreguler Heartbeat O Yes /N0 | Sinus Trouble ) Yes T No
8lkood Disease ' Yes T)No | Frequent Cough > Yes )80 | Kidney Problems ) Yes Mo | Spina Bifida > Yes ) No
Blood Transfusion Ti¥es Titio | Frequent Diarrhea T Yes N0 |Levkemia 1Yes O No | Stomachjinteatingd Dsease ) Yes ) No
Breathing Problems 0 Yes ' No | Frequent Headaches 0 Yes O Mo |Liver Dismase (1 Yes T30 | Stroke ) Yes ) No
Bruise Easily ) Yes TiNo | Genkal Herpes ©) Yes T)No  |Low Blood Pressre 0 Yes N0 | Sweiling of Limbs ) Yes O No
Cancer O Yes O N0 | Glawcoma O Yes TN |Lung Disease 0 Yes N0 | Thyroid Disease ) Yes ©) No
Chemotherapy O Yes (N0 | Hay Fever O Yes TiNo  |patral Vahe Prolepse 0 YES 0N | ToasilRis ) Yes ) No
Chest Pans ‘o Yes O N0 | Heart Attack/Failure () Yes TiNo | Ostecpoross 1 Yes DD¥0 | Tuberodosis O Yes O No
Cols Sores/Fevers Bisters ) Yes 2 No | Heart Murmur © Yes O)No  |Pain in Jaw Jomts D Yes N0 | Tumors of Growths ) Yes 7 No
Congerital HeartDisorder ) Y&5 () N0 | Meart Pacemaker ' Yes T)No  |Parsthyrosd Discaze 0 Y&S O N0 | Ulcers ) Yes O No
Comulsions 2 Yes (O N0 |Meart Trouble/Disease ' Yes (0 No | Psychiatric Care O Yes N0 | Venereal Disease () Yes () No
Yellow Jaundice ) Yes 7 No
Have you ever hod any serious finess not isted TYSONo  Fyes| A P ]
Cofrrrents:
| ]
E J

To the best of my knowledge, the questions on this form have been accurstaly answered. 1 understand that providing incorect nformation can be dangerous to my (or
patient’s) heakh, T 5 my responshity to nform the dental office of &y changes in medical status.

Sgneture of Pabtent, Parent or Guardian:

X Date:



Watermark Medical ARES Questionnaire
PRINT IN CAPITAL LETTERS - STAY WITHIN THE BOX

First Name Middle Initial Last Name Tally ARES
Risk Points
Pounds Years Gender
Weight Age : :
Neck Size
: MaleOQ FemaleQO [Tanie
Feet Inches - Inches +2 Female>1 5.Q
Height Neck Size
Month " Day Year Optional Score
Date of Birth ID Number

COMPLETELY FILL IN ONE CIRCLE FOR EACH QUESTION — ANSWER ALL QUESTIONS

Have you been diagnosed or treated for any of the following conditions?

YeéO No O‘

Co-morbidities
+1 for each Yes
response

High blood pressure  Yes (O No (O Stroke

Heart disease Yes O No O Depression Yes(O No O
Diabetes Yes O No (O Sleepapnea YesO No O
Lung disease Yes O No O Nasal oxygen use Yes O No O
Insomnia Yes O No O Restlessleg syndrome Yes O No O
Narcolepsy Yes O No O Moming Headaches Yes O No O
Sleeping Medication Yes O No @) Pain‘ Medication e.g., vicodin, oxycontin Yes O No O

Do not assign
any points for
these eight
fesponses

Epworth Sleepiness Scale: How likely are you to doze off or fall asleep in the following situations, in
contrast to just feeling tired? This refers to your usual way of life in recent times. Even if you have not done
some of these things recently, try fo work out how they would have affected you. Use the following scale to
mark the most appropriate box for each situation. (M.W. Johns, Sleep 1991)

0 = would never doze 1 = slight chance of dozing

2 = moderate chance of dozing 3 = high chance of dozing 0 1 2 3
Sitting and reading O € O )
Watching TV O @ © O
Sitting, inactive, in a public place (theater, meeting, etc) O O @) ©)
As a passenger in a car for an hour without a break O O © O
Lying down to rest in the afternoon when circumstances permit O O i O
Sitting and talking to someone © O O O
Sitting quietly after lunch without alcohol © ) C) )
In a car, while stopped for a few minutes in traffic @) O @ O

Epworth Score
TOTAL the
values from all
8 questions,
If 11 or less
Score=0
if 12 or more
Score=2

Score

Frequency ~ 0-1timesiweek 1-2times/iweek 3-4timesiweek 5 -7 timesiweek
On average in the past month, how often have you snored or been told that you snored?

Never O Rarely O+ Sometimes (O +2  Frequently O+  Almost always O +
Do you wake up choking or gasping? ]
Never O Rarely O+  Sometimes O+2  Frequently (O+3 Almostalways () +4

Have you been told that you stop breathing in your sleep or wake up choking or gasping?

Assign points for
each of the first
three responses

Never O Rarely O +1 Sometimes (O +2  Frequently (O+3 Almost always() +4
Do you have problems keeping your legs still at night or need to move them to feel comfortable?
Never O Rarely (O Sometimes O Frequently O Almost always O
Signature Area Code Phone Number Total all 6 boxes from above : l.>oint Total

If point total = 4 or 5 (low risk), 6 to 10
(high) and 11 or more {very high risk)

[
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