
PATIENT INFORMATION

Welcome to our practice! We appreciate the confidence you place with us to provide dental services. To assist us in serving 
you, please complete the following forms. The information provided on this form is important to your dental health. If there 
have been any changes in your health, please tell us. If you have any questions, please do not hesitate to ask.
 
Patient name:___________________________________________  Date of birth:____________    Sex:_______   Age:________                                                                                                                                                      
Home address: _________________________________________   City: __________________   State: ______    Zip: ________ 
Billing address (if different):______________________________     City: __________________   State: ______    Zip:________
Email address:_____________________________________________________________________________________________                                                                               
Home telephone:______________________________   Driver’s license #:______________________________   State:_______                                                                        
SS #: ____________________________   Employer/Occupation:______________________   Bus. Phone:__________________ 
Spouse’s name & phone #:___________________________________________________________________________________  
Emergency phone # (other than spouse): ______________________________________________________________________ 
Primary dental insurance:__________________________________________________   Group #:________________________
Secondary dental insurance:________________________________________________   Group #:________________________
Subscriber’s name:_________________________________    Date of birth:____________    SS #:________________________ 
Name of your medical doctor:_______________________________   Date of last visit to medical doctor:_________________
Name of previous dentist:____________________________________________Date of last visit to dentist:_________________ 
Referred to us by:__________________________________________________________________________________________

DENTAL  HEALTH  HISTORY                      

Form 1 of 5  (New patients please complete forms 1 - 5) 

Yes No

How often do you brush?  ______________________________

 How often do you fl oss?  ______________________________

Does your jaw make noise so that it bothers you

 or others? ______________________________________ 

Do you clench or grind your jaws frequently? ____________ 

Do your jaws ever feel tired? __________________________ 

Does your jaw get stuck so that you can’t open freely? ____ 

Does it hurt when you chew or open wide to take a bite? __ 

Do you have earaches or pain in front of the ears? ________ 

Do you have any jaw symptoms or headaches

 upon awaking in the morning? _____________________ 

Does jaw pain or discomfort affect your appetite,

 sleep, daily routine, or other activities? ______________ 

Do you fi nd jaw pain or discomfort extremely

 frustrating or depressing? _________________________ 

Do you take medications or pills for pain or discomfort

(pain relievers, muscle relaxants, antidepressants)? ________ 

Do you have a temporomandibular (jaw) disorder

 (TMD)? ________________________________________ 

Do you have pain in the face, cheeks, jaws, joints,

 throat, or temples? _______________________________ 

Are you unable to open your mouth as far as you want? ___ 

Are you aware of an uncomfortable bite? ________________ 

Have you had a blow to the jaw (trauma)? _______________ 

Are you a habitual gum chewer or pipe smoker? _________ 

      Yes No

Are you apprehensive about dental treatment? ___________ 

Have you had problems with previous dental treatment? ___ 

Do you gag easily? __________________________________ 

Do you wear dentures? _______________________________ 

Does food catch between your teeth? ___________________ 

Do you have diffi culty in chewing your food? ____________ 

Do you chew on only one side of your mouth? ___________ 

Do you avoid brushing any part of your mouth

 because of pain? ________________________________ 

Do your gums bleed easily? ___________________________ 

Do your gums bleed when you fl oss? ___________________ 

Do your gums feel swollen or tender? ___________________ 

Have you ever noticed slow-healing sores in or

 about your mouth? _______________________________ 

Are your teeth sensitive? ______________________________ 

Do you feel twinges of pain when your teeth come in

 contact with:

  Hot foods or liquids? ___________________________ 

  Cold foods or liquids? __________________________ 

  Sours? _______________________________________ 

  Sweets? ______________________________________ 

Do you take fl uoride supplements? _____________________ 

Are you dissatisfi ed with the appearance of your teeth? ____ 

Do you prefer to save your teeth? ______________________ 

Do you want complete dental care? ____________________ 
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OCCUSAL SCREENING

Name ___________________________________    Signature X ___________________________________    Date ________

Many people experience symptoms that they feel are "normal" or are caused by other things such as allergies and stress. 

Many of these symptoms can actually be related to a "bad bite". Please take a moment to look over the screening symptoms 

below. Please check the appropriate line if you are experiencing or have experienced any of these symptoms in the past. 

Please feel free to ask us any questions.

 

___ HEADACHES

___ MIGRAINES

___ TMJ NOISE (including clicks, crunching noises and pops)

___ LIMITED OPENING

___ EAR CONGESTION

___ VERTIGO

___ TINNITUS (ringing in the ears)

___ TEARING (of the eyes for no apparent reason)

___ DYSPHAGIA (difficulty swallowing)

___ LOOSE TEETH

___ CLENCHING / BRUXING / GRINDING

___ FACIAL PAIN

___ RETRO-ORBITAL PAIN (pain behind the ears)

___ TENDER, SENSITIVE TEETH

___ DIFFICULTY CHEWING

___ SNORING / SLEEP APNEA

___ CERVIAL PAIN (sore neck muscles)

___ POSTURAL PROBLEMS

___ PARESTHESIA OF FINGERTIPS (of tingling in arms, hands or fingers)

___ THERMAL SENSITIVITY (hot and cold)         

___ SORE JAW MUSCLES (UPON WAKING)

___ DRY MOUTH

___ TRIGEMINAL NEURALGIA (facial sagging)

___ BELL'S PALSY

___ NERVOUSNESS / INSOMNIA

ADDITIONAL INFORMATION ? (please describe) :
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STATEMENT OF PRIVACY PRACTICES

We, at Smile Artistry PLLC, are dedicated to protect the privacy rights of our patients and the confidential 
information entrusted to us. The commitment of each employee to ensure that your health information is never 
compromised is a principle concept of our practice. We may, from time to time, amend our privacy policies and 
practices but will always inform you of any changes that might affect your rights.

Protecting Your Healthcare Information
We use and disclose the information we collect from you only as allowed by the Health Insurance Portability and 
Accountability Act and the state of Washington. This includes issues relating to your treatment, payment, and our 
dental care operations. However, your personal protected health information will never be otherwise given to 
anyone - even family members - without your written consent. You, of course, may give written authorization for us 
to disclose your information to anyone you choose, for any purpose.

Our offices and electronic systems are secure from unauthorized access and our employees are trained to make 
certain that the confidentiality of your records is always protected. Our privacy policy and practices apply to all 
former, current, and future patients, so you can be confident that your protected health information will never be 
improperly disclosed or released.

Collecting Protected Health Information
We will only request personal information needed to provide our standard of quality dental care, implement 
payment activities, conduct normal dental practice operations and comply with the law. This may include your 
name, address, telephone number(s), Social Security number, employment data, medical history, health records, etc. 
While most of the information will be collected from you, we may obtain information from third parties if it is 
deemed necessary. Regardless of the source, the information will always be protected to the full extent of the law.

Disclosure of Your Protected Health Information
As stated above, we may disclose information as required by law. We are also obligated to provide information to 
law enforcement officials under certain circumstances. We will not use your information for marketing purposes 
without your written consent. We may use and/or disclose your health information to communicate reminders about your 
appointments including voicemail messages, answering machines, emails and postcards.

Patient Rights
You have a right to request copies of your healthcare information; to request copies in a variety of formats; and to 
request a list of instances in which we, or our business associates, have disclosed your protected information for 
uses other than stated above. All such requests much be in writing. We may charge for your copies in an amount 
allowed by law. If you believe your rights have been violated, we urge you to notify us immediately. You can, also, 
notify the U.S. Department of Human Services.

We thank you for being a patient at Smile Artistry PLLC. Please let us know if you have any questions concerning 
your privacy rights and the protection of your personal health information.
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ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY PRACTICES
I acknowledge that I have received a copy of the Notice of Privacy Practices for the offices of Smile Artistry PLLC. The Notice 

of Privacy Practices describes the types of uses and disclosures of my protected health information that might occur 

in my treatment, payment for services or in the performance of office's health care operations. The Notice of Privacy 

Practices also describes my rights and the responsibilities and duties of this office with respect to my protected health 

information. The Notice of Privacy Practices is also posted in the facility. Smile Artistry PLLC reserves the right to change 

the privacy practices that are described in the Notice of Privacy Practices. If privacy practices change, I will be 

offered a copy of the revised Notice of Privacy Practices at the time of my first visit after the revisions become 

effective. I may also obtain a revised Notice of Privacy Practices by requesting that one be mailed to me.

ADDITIONAL DISCLOSURE AUTHORITY
In addition to the allowable disclosures described in the Notice of Privacy Practices, I hereby specifically authorize 

disclosure of my protected health care information to the persons indicated below. Please check below:

ANY MEMBER OF MY IMMEDIATE FAMILY     

SPOUSE ONLY                                      

OTHER (PLEASE SPECIFY):

_______________________________________________            _______________________________________________  

Name of Patient (or Personal Representative)                           Signature of Patient (or Personal Representative)

________________           ______________________________________________________________________________  

Date                               Description of Personal Representative's Authority

OFFICE USE ONLY 

Record of Acknowledgement not obtained

PROVIDED PRIOR TO TREATMENT?         ___ YES         ___ NO          

DATE PROVIDED:  ______________

REASON FOR DENIAL:          ___ NEED MORE TIME TO REVIEW NOTICE OF PRIVACY PRACTICES

                                             ___ WANTED TO CONSULT WITH ANOTHER PERSON, BEFORE SIGNING 

                                             ___ UNABLE TO SIGN

                                             ___ REASON NOT GIVEN

                                             ___ OTHER (EXPLAIN):

16150 NE 85th, Suite 126, Redmond WA 98052  /  phone 425.881.6699  /  fax 425.869.6084  /  www.TopSeattleDentist.com

_____YES     _____NO

_____YES     _____NO

_____YES     _____NO
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