Patient Information

Whom may we thank for referring you?

Patient's Name Today's Date

Home Address E-mail

City/State Zip Res Tel # Cell

Social Security # - - Date of Birth / / Age Martial Status S/M/D /W
Your Occupation Employer Bus Tel #

Spouses Name DOB / / Social Security # - -
Your spouse's occupation Employer Bus Tel #

Person to contact in emergency Phone # Relationship

Bus Tel # Cell Tel # Address

Reason for this visit

** Do you have dental insurance? Y /N ** ( Please include a copy of your insurance card. )

Name of Insured Person: Policy Holder SSN - - Policy Holder DOB / /I
Employer Employer address
Dental Insurance Carrier name Group # Phone #

Address to send claims

Health History

For your safety and to assist us in accurately diagnosing and treating you, please carefully review this form completely and fill out all areas which
pertain to you. ALL INFORMATION IS KEPT CONFIDENTIAL.

Dental History:
Previous Dentist City How long

Date of last visit Date of last dental cleaning Date of last full mouth x-ray

1. Why did you leave your last dentist?

2. What did you like most about any dentist, or a dental office you have been to?

3. What did you like least about any dentist, or dental office that you have been to?

Check any of the following that you have had or currently have:

____Mouth Discomfort ____Pain, Clicking, Popping in Joints ____Loose or Shifting Teeth
____Periodontal Treatment ____ Orthodontic Treatment ____Bruise Easily
____Trenchmouth or Pyorrhea  __ Mouth Odor or Bad Taste ____Sensitive Teeth (Hot, Cold, Sweets)
__ Gum Abscesses ____ Cold Sores or Fever Blisters ____ Fear of Dental Treatment
____Trouble Chewing/ Speaking ___ Other Oral Lesions ____Awake with Sore Jaws
____Grind or Clench your teeth  _ Bad Dental Experience ____ Comlications with or following
____Immediate Relatives that have lost previous Dental or Oral Surgical
all of their Natural Teeth Treatment
Have you ever been concerned about your breath? Yes No

Do you consistently get a bad taste in your mouth? Yes No



Patient Health History

Medical Health History

Describe your present health: Excellent Good Fair Poor
List your current Physician(s): a. Type
b. Type
Date of your last physical exam / / Purpose
Are you aware of any changes in your general health in the last year? No/Yes
Have you been under a medical doctor's care during the past two years? No/Yes
Is there any history of diabetes in your family? No/Yes
Are you on a special or restricted diet of any kind? No/Yes
Do you consume drinks with caffeine? No Yes How many?
Do you consume alcoholic drinks? No Yes How many?
1. Heart Surgery No/ Yes 14. Excessive bleeding from a cut or No/ Yes 28. Persistent Low Grade No/ Yes
2. Rheumatic Fever No/ Yes tooth extraction No/ Yes Fever No/ Yes
3. Heart Murmur No/ Yes 15. Epilepsy No/ Yes 29. Night Time Sweating  No/ Yes
4. Stroke No / Yes 16. Convulsions No / Yes 30. Recent weight loss (of No/ Yes
5. Mitral Valve Prolapse No/ Yes 17. Blood Disease No/ Yes 10 Ibs or more) No/ Yes
6. Artificial Valve No/ Yes 18. Anemia No/ Yes 31. Tumors No/Yes
7. Artificial Joints No/ Yes 19. Tuberculosis No/ Yes 32. Growths No/Yes
8. Hepatitis No/ Yes 20. Lung Disease No/ Yes 33. Thyroid Condition No/ Yes
Type A No/ Yes 21. Arthritis No/ Yes 34. Are you pregnant? No/ Yes
Type B No/ Yes 22. Rheumatism No / Yes Due Date No/ Yes
9. High Blood Pressure No/ Yes 23. Stomach/Intestinal Trouble No/ Yes 35. Glaucoma No/ Yes
10. Diabetes No/ Yes 24. Cancer No/ Yes 36. Other Eye Disease No/Yes
11. Asthma, Emphysema No/ Yes 25. Radiation Treatment No/ Yes
12. Kidney Disease No/ Yes 26. Psychiatric Care No/ Yes
13. Liver Disease No/ Yes 27. HIV Positive or Aids No/ Yes
Have you had any major operations or been hospitalized in the past 5 years? No Yes
Explain:

Please list all allergies or adverse reactions to drugs or other substances which you have experienced:

Do you smoke? No Yes Do you use smokeless tobacco? No Yes
Do you have any disease, condition or problem not listed above that we should know about? No Yes
Explain:

Are you currently taking anticoagulants? No Yes

Do you have a history of sexually transmitted disease? No Yes

Explain:

Please list below all medications, vitamins, herbal supplements and over the counter medications you are currently
taking, and explain the purpose of each medication:
Purpose

Purpose

Purpose

Purpose

Purpose

Purpose

To the best of my knowledge, all the preceding answer are true and correct. If | have any changes in my health or
medicines, | will inform the Doctor on or before my next appointment, without fail

Patient Signature Date

Doctor Signature Date




Dr. Birdwell
Esthetic Evaluation

Date
Last First Middle
& Do you like the: overall appearance of your teeth, your smile? [ ]Yes
If NO, please describe
2, Do you consider that your teeth are in good alignment (straight)? [ ]Yes
If NO, please describe
3. Do you have spaces between your teeth that you don't like? [ 1Yes
If YES, please describe
4, Do you like the color of your teeth? [ ]Yes
If NO, please describe
5. Do your teeth have unatiractive stains? []Yes
[ ] Tobacco stains [ ] Coffeeftea stains
[ ] Discolored filings [ ] Tetracycline stains
[ ] Silver filling stains [ ]Other
6. Do you like the shape of your teeth? [ ]1Yes
If NO, please describe
7. Do you think that your teeth are atffractive? [ ]Yes
[ 1Chipped [ ] Overapping
[ ]Protruding [ ] Excessively wom
[ ]Hidden [ ] Adificial looking
8. Do you like the way your upper and lower teeth come together? [ ]1Yes
If NO, please describe
9. Do you consider your existing filings or dental work as unattractive? [ 1Yes
If YES, please describe
10. Do you think your gums are unattractive? [ ]Yes
[ ]Swollen [ ]Excessively receded
[ ] Reddened [ ] Crowns are lil-fitting
[ ] Bleed easily [ ]difficult o clean between teeth

i

What would you like o change the most in the appearance of your teeth,

your smile?

[ INo

[ ]No

[ 1No

[ ]No

[ INo

[ INo

[ INo

[ INo

[ ]No

[ INo



Patient Information- Student / Child

Date
Patient's name

Address (local if student)

City/ State/ Zip
Phone hm cell

Email
SSN - - Date of Birth / /

Physician's Name
Address
Who may we thank for referring you?

Account Holder Information

Parent's Name and Address

Parent's home phone

Parent's work phone

YES NO

1. Are any of your teeth sensitive to: cold, hot, or sweets? 1.
2. Are any of your teeth sensitive to biting pressure? 2.
3. Have you been told/do you feel you have gum problems? 3.
4. Have you had orthodontic treatment (braces)? 4,
5. Have you had periodontal treatment (gums)? 5.
6. Have you had your wisdom teeth removed? 6.
7. Have you had any traumatic injury to the teeth or lower face? 7.
8. Have you had your teeth ground or the bite adjusted? 8.
9. Have you noticed any loosening of the teeth? 9.
10. Does food tend to become caught between your teeth? 10.
11. Do your gums often bleed when you clean your teeth? 11.
12. Problems of the jaw: 12.

a. Pain in join, ear, side of face? a

b. Clicking or popping when you open or close? b

c. Difficulty in opening or closing? c

d. Do you have frequent headaches? d

e. Do you clench or grind your teeth? e
13. Do you feel very nervous about dental treatment? 13.
14. Have you ever had a bad dental experience? 14,
15. Are you unhappy with the appearance of your teeth? 15.
16. Do you have frequent mouth ulcers? 16.
17. Would you like to use Nitrous Oxide (Laughing gas) during your dental procedure? 17.

Name of Previous Dentist Address

Date last visit

SSN of Mother - -
SSN of Father - -
Birthdate of Mother / /
Birthdate of Father / /

** Do you have dental insurance? ** Y /N
Name of insured person

Employer

Employer Address

Dental Carrier Name

Group #

Address to send claims

Phone # of company




Patient Health History

Medical Health History

Describe your present health: Excellent Good Fair Poor
List your current Physician(s): a. Type
b. Type
Date of your last physical exam / / Purpose
Are you aware of any changes in your general health in the last year? No/Yes
Have you been under a medical doctor's care during the past two years? No/Yes
Is there any history of diabetes in your family? No/Yes
Are you on a special or restricted diet of any kind? No/Yes
Do you consume drinks with caffeine? No Yes How many?
Do you consume alcoholic drinks? No Yes How many?
1. Heart Surgery No/ Yes 14. Excessive bleeding from a cut or No/ Yes 28. Persistent Low Grade No/ Yes
2. Rheumatic Fever No/ Yes tooth extraction No/ Yes Fever No/ Yes
3. Heart Murmur No/ Yes 15. Epilepsy No/ Yes 29. Night Time Sweating  No/ Yes
4. Stroke No / Yes 16. Convulsions No / Yes 30. Recent weight loss (of No/ Yes
5. Mitral Valve Prolapse No/ Yes 17. Blood Disease No/ Yes 10 Ibs or more) No/ Yes
6. Artificial Valve No/ Yes 18. Anemia No/ Yes 31. Tumors No/Yes
7. Artificial Joints No/ Yes 19. Tuberculosis No/ Yes 32. Growths No/Yes
8. Hepatitis No/ Yes 20. Lung Disease No/ Yes 33. Thyroid Condition No/ Yes
Type A No/ Yes 21. Arthritis No/ Yes 34. Are you pregnant? No/ Yes
Type B No/ Yes 22. Rheumatism No / Yes Due Date No/ Yes
9. High Blood Pressure No/ Yes 23. Stomach/Intestinal Trouble No/ Yes 35. Glaucoma No/ Yes
10. Diabetes No/ Yes 24. Cancer No/ Yes 36. Other Eye Disease No/Yes
11. Asthma, Emphysema No/ Yes 25. Radiation Treatment No/ Yes
12. Kidney Disease No/ Yes 26. Psychiatric Care No/ Yes
13. Liver Disease No/ Yes 27. HIV Positive or Aids No/ Yes
Have you had any major operations or been hospitalized in the past 5 years? No Yes
Explain:

Please list all allergies or adverse reactions to drugs or other substances which you have experienced:

Do you smoke? No Yes Do you use smokeless tobacco? No Yes
Do you have any disease, condition or problem not listed above that we should know about? No Yes
Explain:

Are you currently taking anticoagulants? No Yes

Do you have a history of sexually transmitted disease? No Yes

Explain:

Please list below all medications, vitamins, herbal supplements and over the counter medications you are currently
taking, and explain the purpose of each medication:
Purpose

Purpose

Purpose

Purpose

Purpose

Purpose

To the best of my knowledge, all the preceding answer are true and correct. If | have any changes in my health or
medicines, | will inform the Doctor on or before my next appointment, without fail

Patient Signature Date

Doctor Signature Date




To Our Patients with a Dental Plan:

Many of our patients have some type of dental benefit plan provided by their employer. With the
advent of managed care, HMO’s, PPO’s, etc, the patient’s freedom to choose his/her dentist has been
limited, and many dental services are not covered in those plans. With fewer choices of providers on
most plans, the patient’s access to care has become a major issue in this country. Compromised or
limited care is not what we are about with regards to your health. Our focus will always remain on
YOU, YOUR needs, and providing the care YOU deserve. It has been our experience that dental
insurance plans are very inadequate when patients require comprehensive care. Dental insurance is
really not insurance (like health insurance) in that it is only a “supplement” which “assists” you in
paying for basic and preventative services.

There are many types of dental insurance coverage options available so it is important that you
understand YOUR plan’s benefits and limitations. Your best source of information is the benefits
representative for your employer. However, don’t hesitate to call the insurance company direct. They
won't tell us the details of your plan, but YOU are the insured.

It is important not to make health care decisions based on how much your insurance covers nor
assume that your dental plan will take care of all your basic needs. This is not always the case, and
very often, preventative measures and necessary treatment are postponed.

Some Things You Should Know Regarding Our Insurance Policy:

« We will call your insurance company and get a generalized breakdown of benefits. However,
because the insurance company will not guarantee coverage, we can only provide an estimate
for you. We encourage you to contact your insurance carrier to clarify plan benefits and
limitations as well. You are the policyholder, and it is your right to know your plan benefits.
Your employer chose your plan. Our relationship is with directly with you.

« We will be happy to assist you in filing a reimbursement claim to your insurance company.
Payment of benefits will be directed to you.

« We are not a contracted provider for any dental insurance plan. We are considered an “out-of-
network” provider. However, “out-of-network” does not mean, “not covered”! With the
exception of an HMO, your plan will provide benefits if you choose us for your dental care,
subject to your plans” applicable deductibles and UCR (Usual and Customary) rates.

For 35 years Dr. Birdwell has represented your best interests with dental insurance carriers. He has
served on the TDA Council of Legislative and Governmental Affairs lobbying for improved benefit
plans for the patients of Texas. He and Dr. Wright are very committed to your dental health and
helping you optimize your dental benefits.

If you have any questions, please do not hesitate to call us at 979-776-4843.
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