GETTING TO KNOW YOU

Dr Stephanie W Teichmiller, DMD
1316 Somerville Rd SE Suite 2, Decatur, AL 35601
Phone: 256-350-5820 Fax: 256-353-3117

NAME: DATE:
ADDRESS: City State Zip
Date of Birth: SS#: Employer:

Phone Contact: Home Work Cell

What name would you like us to call you? email:

How were you referred to our Practice?

Please describe the reason for your consultation:

What is the most important thing to you about your future smile and dental health?

If you could whiten your teeth for a cost anyone could afford, would you do it? Yes No (circle one)
If | could change my smile, | would:

__Make them whiter __Replace missing teeth
__Make them straighter __Replace old crowns that don’t match
__Close spaces __ Have a smile makeover

__Replace metal fillings with tooth colored restorations
__Repair chipped teeth

On a scale of 1-10, with 10 being the highest rating:
How important is your dental health to you?

1 2 3 4 5 6 7 8 9 10

Where would you rate your current dental health?

1 2 3 4 5 6 7 8 9 10

Where do you want your dental health to be?

1 2 3 4 5 6 7 8 9 10

When was your last dental check up? Cleaning? Oral Cancer Screening? Xrays?
Who is/was your regular/previous dentist? Why did you leave?

What is the most important thing to you about your visit TODAY?

Have you noticed or has any dentist or hygienist ever said that you:

Bleeding gums oYes o No Headaches oYes o No
Grind your teeth oYes o No Loose or broken teeth or fillings © Yes o No
Clicking or popping jaw o Yes o No Food collection between teeth o Yes o No
Jaw Pain or tiredness oYes o No Sores, blisters or growths o Yes o No
Pain around ear o Yes o No Bad Breath o Yes o No
Sensitivity to: o cold o heat o sweets o when biting or chewing

o Improve your smile © Look younger o Keep your teeth



TIME 11:24 AM STEPHANIE W TEICHMILLER DMD
MEDICAL HISTORY
PATIENT NAME Birth Date

DATE 10/30/2009

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may
| have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the

i following questions.

Are you under a physician's care now? () Yes (O No

Have you ever been hospitalized or had a major operation?(() Yes () No
Have you ever had a serious head or neck injury? () Yes () No

Are you taking any medications, pills, or drugs? () Yes () No

Do you take, or have you taken, Phen-Fen or Redux? () Yes () No

Are you on a special diet? () Yes () No

Do you use tobacco? () Yes () No

Do you use controlled substances? () Yes () No

If yes, please explain:

If yes, please explain:

If yes, please explain:

If yes, please explain:

—Women: Are you

| Pregnant/Trying to get pregnant? () Yes () No Taking oral contraceptives? () Yes(O) No

L

Nursing? () Yes (O No

[T Aspirin (] Penicillin [7] Codeine [] Aerylic  [[] Metal [7] Latex [7] Local Anesthetics

—Are you allergic to any of the following?

[] Other If yes, please explain:

~Do you have, or have you had, any of the following?

AIDSMHIV Positive O Yes(O No | Cortisone Medicine QO Yes(O No
Alzheimer's Disease (O Yes(O) No | Diabetes O Yes(O No
Anaphylaxis (O Yes(O) No | Drug Addiction QO Yes( No
Anemia O YesO No | Easily Winded O YesO No
Angina (O Yes() No | Emphysema QO Yes(O No
Arthritis/Gout (O Yes(O No | Epilepsyor Seizures () Yes() No
Artificial Heart Valve (O Yes(O No | ExcessiveBleeding () Yes(O No
Artificial Joint O Yes(O) No | Excessive Thirst QO Yes() No
Asthma (O Yes(O No | Fainting Spelis/Dizziness () Yes () No
Blood Disease (O Yes(D No | Frequent Cough O YesO No
Blood Transfusion (O Yes(O No | Frequent Diarrhea QO Yes(O No
Breathing Problem (O Yes(O No | Frequent Headaches () Yes (O No
Brulse Easily (O Yes(O No | Genital Herpes O Yes(O No
Cancer (O Yes(O No | Glaucoma QO Yes(O No
Chematherapy (O Yes(O No | Hay Fever O Yes( No
Chest Pains O Yes(O No | Heart AttackiFailure () Yes (O No
Cold Sores/Fever Blisters () Yes(O) No | Heart Murmur O Yes (O No
Congenital Heart Disorder() Yes() No | Heart Pace Maker O Yes() No
Convulsions (O Yes(O No | Heart Trouble/Disease () Yes(O) No

Have you ever had any serious illness not listed above? () Yes () No If yes, please explain:

Hemophifia O Yes( No

Hepatitis A O Yes() No
HepatiisBorC (O Yes () No
Herpes O Yes() No
High Blood Pressure () Yes () No
Hives or Rash O Yes() No

Hypoglycemia QO YesO No

Irregular Heartbeat () Yes () No
Kidney Problems () Yes(O) No
Leukemia O Yes() No
Liver Disease O Yes() No
Low Blood Pressure () Yes () No
Lung Disease O Yes(O) No

Mitral Valve Prolapse ) Yes () No
Pain in Jaw Joints (O Yes () No
Parathyroid Disease () Yes() No
Psychiatric Care () Yes() No
Radiation Treatments() Yes () No
Recent Weight Loss () Yes () No

OYesONo;

Renal Dialysis
Rheumatic Fever QO YesO No
Rheumatism Q YesQ No |
Scarlet Fever QO Yes( No |
Shingles O Yes(O No |
Sickle Cell Disease QO YesO No
Sinus Trouble O Yes(O No |
Spina Bifida QO Yes( No |
Stomach/intestinal Disease () Yes O No |
Stroke O YesOQ No |
Swetling of Limbs QO Yes( No |
Thyroid Disease QO Yes(O No
Tonsillitis O Yes O No
Tuberculosis O Yes(O No }
Tumors or Growths QO Yes(O No |
Ulcers O Yes() No
Venereal Disease O YesO No
Yellow Jaundice O Yes() No

Comments:

To the best of my knowdedge, the questions on this form have been accurately answered. | understand that providing incorrect information can be
dangerous to my (or patient's) health, Itis my responsibility to inform the dental office of any changes in medical status,

| SIGNATURE OF PATIENT, PARENT, or GUARDIAN



Dr. Stephanie Teichmiller 256.350.5820
1316 Somerville Road SE, Suite 2 Fax 256.353.3117
Decatur, AL 35601

We are proud to be a part of a team whose primary mission is to deliver the
finest and most comprehensive health care available today. In addition, we are
also dedicated to making top-quality care as cost-effective as possible. To assist
you with your healthcare investment, we provide t.he following payment
options:

Payment Options

1. Cash--includes money orders and personal checks

2. Visa/MasterCard/ American Express— we accept credit cards as
payment for services rendered.

3. Care Credit— the financing plan we offer as a separate line of credit to
cover your healthcare needs. With Care Credit* you enjoy these benefits:

e Flexible financing options
e Credit decision usually only takes a few minutes
e No annual fees or prepayment penalties

If Care Credit is your preferred option, you can begm any necessary treatment
immediately and spread the payments out over time.* For more information,

review the enclosed brochure or call our office.
*Subject to credit approval.

Please circle your payment preferen v

Signature: Date:
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