Sunshine Family Dentistry
408 W Interlakée Blvd
Lake Placid, FL 33852
Ph # : 863-465-2037
Fax #
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Name of previous Dentist

Phone

Last exam date

Approximate date of last x-rays

Date of your last cleaning

Do your gums bleed while brushing or flossing ?

Are your teeth sensifive fo hot, cold or sweets 2

Do you get frequent fever blisters, mouth ulcers, or sores on your fips or in your mouth ?

Have you ever had burning of the tongue or cracking of the corners of your mouth ?

Do you chew/smoke tobacco in any form ?

Have you had any head, neck or jaw injuries 7

Do you notice popping, clicking or soreness of the ijaws or points just in front of the ears
?

Do you ¢lench or grind your feeth ?

Have you ever had orthodontic treatment ?

If Yes, approximate date of placement

Do you wear dentures or pariials ?

¥ Yes, approximate date of placement of dentures 7

Are you having any specific problems with your teeth, gums, or mouth at this fime ?

Are you happy with your smile ?

Do you have problems with teethffillings breaking ?

Da you regularly use dental floss 7

Do you have, or have you ever been told, that you have Pyorrhea (Periodontal Disease)
?

Do you have difficulty in opening your mouth widely ?




Do you have an unpleasant taste or odor in your teeth/mouth

Does food catch betwaen your teeth 7
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Emergency contact name

Emergency contact phone

Emergency contact relationship o patient

Family Physlcian
Phone
Are you currently under care of a Physician ?

if Yes, what is the condition being treated ?

Have you had any serious fiiness, operation or been hospitalized within the past 5 years
?

If Yes, what illness or problem ?
Are you currantly taking any medication ?
If Yes, what ?
Do you have g conditlon where you premedicate for?
if yes, please specify the medication
Are you on any GLP-1 medication? {Ozempic, Monjaro, ..)
Did you have =z joint replacement?

If yes, please specify the date

Have you taken bisphosphonates {(Fosamax, Boniva, Zometa, Actonel, Didronel, Aredia,
Skelid, Reclast)

Have you ever taken the diet cortrol drug Fen-Phen ?

Do you use alcoholic beverages ?

Do you smoke ?

Are you pregnant?
If Yes, what is your due date ?

Are you currently nursing ?

Do you have menstrual periad problems ?

Are you on hormone replacement therapy ?

Are you on birth conirol pills / fertility drugs ?
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]f.ny Disease, Condition or Problem not Listed ? Please list

By signing below, 1 certify that ail of the above information is true to the best of my knowledge.

Patient/Guardian Signature Date

Dentist Signature Date



