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Prashant R. Patel, DDS
11100 Ash St, Suite 204
Leawood, KS 66211
013.491.6282

we would Like to get to kmnow You better!

About You ||

Todag 's Date:
Nawme:

Last Flrst Midolle

[ prefer to be called:
Blthdate:

SS #:

Marital Stotus:
Home Phowne:
wWork Phowne:
cell Phone:
email Address:
Howme Address:

city State Zip Code
Occupation:
Emplo yer:
Employer Address:

Ccity State Zip Code

Who may we THANK for referring you?

Spouse Information ||

Name:
Oceupation:
quatoger:
work Phowne:

Dental lnsurance ||

lnsurance Co. Name:
Address:

city State Zip Code
Insurance Co Ph #:
Group # (Plan, Local or ’PDLLCH #):
Insured’s Nawee:
msured’s Birthoay:
Insured’'s SS#:
nsured’s Bmployers:

Health H’LstorH ||

f You have a personal phgs’w’mw
Thelr Name:
Thetr Phowe:

Are You ta king any preseriptions/over the counter
drugs? [ Yes O No
if yes, List:

Do You need to be premedicatedt for avtificial
Jolnts, heart murmer or witral valve prolapsed
before dental treatment?
O Yes [l No

Have You had any sertous weedical problems tn the
last 55@ms? O Yes [ No
if yes, plense explain:

For womew: Are you pr@@waw‘c
[ yes [ No

To the best of your Rnowledge, are You or have You
ever been afflicted with:

O Heart Attack/Stroke O Heart Murmer

O mhewwmatic Fever O Hiv+, ADS

O shingles 0 Kidwney Problems
U chronie Hepatitis O sinus Problems
O cancer/Chemotherapy U Fever Blisters

O Psychiatric Problems O Tubereulosis (TB)
U severe Headaches O pinbetes

O Anemin O sickle cell disense
O prug/Alcohol Abuse

O Hemophilin/Abnormal Bleeding

O Cow Blood Pressure

O High Blood Pressure

O Heart Surgery/Pacemaker

0 epilepsy/Seizures/Fainting

Ave You allergic to any of the following drugs?

O penicillin O Tetracycline

O Erythromyein O codetne
O pental Anesthetics O Latex
O sulfur O Asplrin
O other

Contlnue » — —



Dental H’Lstorg

— Do You like Your smile? Yes  No
If no, what would you Like to change about your smile? (Size, color, shape, spaces, Ete.)

— Do You get frustrated because you always have something to be treated or vepaired
when You Visit a dentist Yes  No
—  Ave Your teeth sensitive to:
O Heat O cold O sweets U Biting Pressure

—  ifany of your mercury amalgam fillings need veplacement, would You prefer to
have a wore natural, tooth-coloved vestoration tnstead? Yes  No
—  Have you ever had any teeth removeot? Yes  No
If yes, how long ago?
—  Howwmany time(s) a day do You brush your teeth?
—  How many time(s) a week do you floss?
— Do Your gums bleed when brushing or flossing? Yes  No
— Do You smoke or use tobacco tn any other form? Yes  No
If yes, how much
— Do You want to learn to control dental disense and retain your teeth? Yes  No
—  Has the fear of discomfort kept you from regular dental visits? Yes  No
— Do You have frequent headaches Yes  No
— Do you have TM) Discomdfort? Yes  No
Clicking / popping / jawpain / headaches / clenching / grinding
— Do Yyou know if You grind your teeth? Yes  No
— [ glve Dr. Patel permission to use any pictures he takes of me or my teeth Yes  No
N

what prompted You to seele dental carve at this time?

understand that the information that [ have glven today Ls correct to the best of my) knowledge. [ also understand that this information will
be held in the strictest confidence and is my responsibility to informe this office of any changes in my medical status. | authorize the dental
staff to perform any necessary dental senvices with my informed consent that way need during diagnosis and treatment.

Signature Date




