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Welcome to Granite Family Dentistry!  So that we may better serve your dental needs please take a few moments to complete these forms.

PATIENT INFORMATION

Full Name ____________________________________________
Today’s Date ___________________


       Mr.   Mrs.   Ms.   Rev.   Dr.

Check One:   ( Minor      ( Single      ( Married/Partnered      ( Divorced      ( Widowed     ( Separated   
I prefer to be addressed as _______________________________
Date of Birth ____________________

Address ___________________________________________________________________________________

  Street





City


State

Zip Code

Home Phone __________________   Cell Phone ___________________   Work Phone ___________________   

Email Address _____________________________________________________________________________

Employer ____________________________________   Occupation __________________________________

Emergency Contact _______________________________________   Phone ___________________________

Whom may we thank for referring you to our practice? _____________________________________________

DENTAL INSURANCE
Name of Insurance Company __________________________________________________________________
Name of Subscriber __________________________________________________________________________
Do you have more than one dental insurance policy?  ◊ Yes  ◊ No _____________________________________
I authorize my insurance company to pay the dentist all insurance benefits otherwise payable to me for services rendered. I authorize the use of this signature on all insurance submissions. I authorize the dentist to release all information necessary to secure the payment of benefits. I understand that I am financially responsible for all charges whether or not paid by insurance.

Insurance Authorization Signature _______________________________________   Date ____________
CONSENT TO TREAT A MINOR
I, __________________________, parent or legal guardian of ___________________________, do hereby consent to any dental care / medical care and the administration of local anesthetic determined by the dentist to be necessary for the welfare of my child while said child is under the care of Sylvia Christian, DMD.
Signature of Parent of Legal Guardian __________________________________     Date _____________
(OVER)
PATIENT MEDICAL RECORD
Name of physician (Medical Doctor) __________________________ Last Physical ________________
Do you require antibiotic premedication prior to your dental appointments?  ( Yes  (  No  


If so, what medication and for what medical condition? _________________________________        

	Y    N                                                                Y     N
(   (    Do you Smoke or use Tobacco?         (   (    Do you consume alcohol?


How much?______________                           How much?_____


Please check any following conditions you now have or have had in the past.

	ALLERGIES

( Local Anesthetics

( Epinephrine

( Codeine

( Penicillin

( Amoxicillin

( Sulfa Drugs
( Tetracycline 
( Aspirin

( Pain Medications

( LATEX

( Gluten

( Iodine

( Metals

( Other ______________

______________________

(No Known Allergies




( Abnormal Bleeding


( HIV / AIDS
( Anemia



( Heart Attack
( Anxiety



( Heart Disease Family History 
( Arthritis



( Heart Murmur
( Artificial Heart Valve

( Heart Surgery
( Asthma



( Hemophilia
( Autism / Aspergers Syndrome
( Hepatitis A, B, C
( Back Problems


( Herpes
( Blood Transfusion


( Immune Deficiency Disease
( Bruise Easily



( Joint Replacement
( Cancer



( Kidney Problems
( Celiac Disease


( Liver Disease
( Chemotherapy


( Lupus
( High Cholesterol 


( Mitral Valve Prolapse
( Colitis



( Organ Transplant
( Congenital Heart Defect 

( Osteoporosis / Osteopenia
( Congestive Heart Failure

( Pacemaker
( COPD



( Pain in Jaw Joint
( Cortisone Medicine


( Psychiatric Care / Problems
( Diabetes Type ____   A1C ____
( Rheumatic Fever
	If Female:  Y   N                                                                            
                    (  (  Are you taking Birth Control Pills?                        Y   N
                    (  (  Are you pregnant?   If yes, # of weeks _____ 

                   Y   N

                   (  (  Are you nursing?



( Family History of Diabetes

( Seizures
( Drug Abuse



( Shingles
( Emphysema



( Sinus 
( Epilepsy 



( Stent (s)

( Facial / Cosmetic Surgery 

( Stroke
( Fainting 



( Thyroid Problems
( Cold Sores / Fever Blisters

( Tuberculosis (TB)         
( Frequent Headaches


( Ulcers        
( GERD



( Have you had any   

( Glaucoma



disease, condition, or 
( High or Low Blood Pressure               medical situation not  


previously listed  ______________________________________


____________________________________________________
Please list any medications (please include PRESCRIBED and OVER-THE-COUNTER)

__________________________________________________________________________________________________________________________________________________________________________
Medical Release: I understand that the information contained in my case record is confidential.  However, I give consent for Sylvia Christian, DMD to release my physician and/or other dental professional (s) any information which may be helpful in his/her understanding of my present health situation.
Patient Signature _________________________________________________     Date _____________

DENTAL HEALTH QUESTIONAIRE
Patient Name ________________________________________________________________________

When was your last dental visit? _____________  How often did you see the dentist? _______________
Are you having any dental problems that require immediate attention? ___________________________
Do any of the following cause tooth discomfort?  ◊ Hot  ◊ Cold  ◊ Sweets  ◊ Chewing
How often do you brush your teeth? _____________  Floss? __________   Use Mouthwash? _________
Do your gums bleeding while brushing?   
◊ Yes  ◊ No  

Do your gums ever feel swollen or tender?
◊ Yes  ◊ No
Is there a family history of “gum” disease?
◊ Yes  ◊ No

Do you clench or grind your teeth?  

◊ Yes  ◊ No
Do your jaws ever feel tired or ache?  

◊ Yes  ◊ No
Click or pop?

 ◊ Yes  ◊ No

Do you have frequent headaches?

◊ Yes  ◊ No


Have you had orthodontic treatment (braces)?
◊ Yes  ◊ No
If so, when? ______________________

Do you loose fillings or broken fillings?

◊ Yes  ◊ No

Do you have any loose teeth?


◊ Yes  ◊ No
Cracked / broken teeth? ◊ Yes  ◊ No


Do you have any missing teeth?

             ◊ Yes  ◊ No

Do you wear any removable dental appliance?
◊ Yes  ◊ No
If so, is it comfortable?
  ◊ Yes  ◊ No

If there is anything else you would like us to know about your overall dental health please explain:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Patient Signature _________________________________________     Date ________________

Thank You and We Welcome You To Our Practice!




Granite Family Dentistry


1558 Hooksett Road, Hooksett, NH 03106


Phone (603)485-4855 Fax (603)485-2500


Website: www.granitefamilydentistry.com
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