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Name             Birth Date        /       /          SSN     
                            (As appears on your ID) 
Address______________________________________________________________________________ 
  
City     State    Zip      
   
Home Phone      Work Phone     Cell                                        
 
Email                         
 
Spouse      Telephone       
       Or Emergency Contact   

Referral                Telephone     
 
I give permission for photography to Dr. Cortés for clinical photos with the understanding that such photos are for confidential clinical 
recording and all photos will remain property of the doctor. Occasionally such photos are used for teaching purposes and for ethical 
dental publications. Further, I consent to the use of my photos for the above purposes. 
 
Patient Signature                  Date     

 

 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

Patient Signature    Date   
 

   
 

 

MEDICAL 
Yes / No  Any hospitalization during the last 5 years 
Yes / No Do you require any antibiotic before any 
  dental procedure 
Yes / No Are you under the care of a physician? 
  If so, for what?     
Yes / No Illness/ Surgery     
Yes / No Prescription/ over the counter drugs 
               If so, please list:     
                         
Yes / No Rheumatic fever 
Yes/ No Heart Condition/ Heart Murmur 
Yes/ No High Blood Pressure 
Yes / No Chest Pain 
Yes / No Fever blisters, herpes 
Yes / No Stomach ulcer, pain 
Yes / No Respiratory difficulty 
Yes / No Anemia bleeding, bruising 
Yes / No Jaundice, hepatitis 
Yes / No Venereal disease 
Yes / No Allergy to drugs 
Yes / No Asthma, hay fever 
Yes / No Sinusitis 
Yes / No Tuberculosis 
Yes / No Diabetes 
Yes / No Kidney/ urinary problem 
Yes / No Radiation Treatment 
Yes / No Cancer/tumor chemotherapy 
Yes / No Seizure, convulsion, fainting 
Yes / No Arthritis 
Yes / No Endocrine disturbance 
Yes / No Psychiatric care 
Yes / No Headache/ migraine 
Yes / No Pregnant 
Yes / No HIV positive 
Yes / No Implants, breast augmentation or bone hardware 
     

DENTAL 
Yes / No Do you have discomfort at this time? 
 If so, please explain:    

Date of last dental visit:             
What was done?      
      

Yes / No Do you have tooth sensitivity to: heat, cold, sweet  
   or pressure? (Circle applicable) 
Yes / No Have you had orthodontic braces? 
Yes / No Gum infection/ periodontitis 
Yes / No Gum periodontal treatment 
Yes / No Gum bleeds with brushing or flossing  
Yes / No Unpleasant taste, bad breath 
Yes / No Smoke 
Yes / No Grind, clench teeth, jaw popping 
Yes / No Prior occlusal bite adjustment 
 How often do you brush?    
 When?      
 Type of brush used: Manual/ electric 
 Brush bristle: soft, medium, hard 
Yes / No Floss 
Yes / No Phobia or reaction from previous dental treatment 

 
Have you had a reaction to: 

Yes / No Local anesthetics 
Yes / No Oral surgery/ tooth extraction 
Yes / No Antibiotics, penicillin 
Yes / No Drugs or medicine 
 

		 

Pharmacy:_________________________	
Address_____________________________________
______________________________________________	
Phone:____________________________________	
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Please describe anything else about yourself that you suspect might be related to your condition: 
 
 
 
Chief Complaints: 

a. In your own words, please describe the main problem that brings you to our office: 
 
 
 
 

b. Did your problem begin:  Suddenly | Gradually  | Unknown  (circle one) 

c. How	long	has	this	problem	bothered	you?			Years	|	Months	|	Days	|	Unknown		(circle	one) 
d. Which	side	do	your	symptoms	affect?	Right	|	Left	|	Both	sides	|	Both	sides	equally		(circle	one) 

Pain Symptoms: 
Do you have PAIN or DISCOMFORT in any of the items (A thru M) below? Please circle area(s) of pain (left 
or right or both) that applies and mark with an “X” on the line indicating severity of pain. 

0 = No Pain, 5 = Moderate Pain, and 10 = Most Severe Pain Imaginable 
 

     Area of Pain        No Pain             Moderate  Severe 

a. TMJ (jaw joint)  Right | Left  0____________________5_________________10 

b. Ear    Right | Left  0____________________5_________________10 

c. Upper teeth of jaw  Right | Left  0____________________5_________________10 

d. Lower teeth of jaw  Right | Left  0____________________5_________________10 

e. Temple   Right | Left  0____________________5_________________10 

f. Eye    Right | Left  0____________________5_________________10 

g. Cheek    Right | Left  0____________________5_________________10 

h. Throat   Right | Left  0____________________5_________________10 

i. Neck    Right | Left  0____________________5_________________10 

j. Shoulder   Right | Left  0____________________5_________________10 

k. Face    Right | Left  0____________________5_________________10 

l. Tongue   Right | Left  0____________________5_________________10 

m. Forehead   Right | Left  0____________________5_________________10 
 

n. Please indicate below all types of pain that you experience: (circle all that apple)   
 Sharp | Dull | Aching | Deep | Superficial | Burning | Pulsating | Spreading | Tingling 

o. Is the pain constant or intermittent?  (circle one) 

Patient Signature:_______________________________  Date:_____________________________ 






