
Maple Shade Dental Group
Patient Information Sheet

REFERRAL INFORMATION (PLEASE CIRCLE ONE)

LIVES IN AREA          YELLOWPAGES          RADIO          TV COMMERCIAL          WEBSITE OR INTERNET          BILLBOARD          LOCAL VALUES         

INSURANCE CO. WEBSITE          NEWSPAPER          COUPON          TOOTH FAIRY VISIT                  MAILING TO HOME         CANDY BUY BACK

ILLINOIS INSTITUTE OF DENTAL SLEEP MEDICINE          EAST PEORIA OFFICE          SIGN ON PROPERTY                             

HOSPITAL/PHYSICIAN REFERRAL __________________________ FAMILY, FRIEND, CO-WORKER REFERRAL   _______________________________

PATIENT INFORMATION

NAME (LAST, FIRST, MIDDLE) ________________________________________________________________

HOME ADDRESS ____________________________ CITY ____________ STATE ______ ZIP _______

EMAIL ADDRESS ( PERMISSION TO USE FOR APPT REMINDERS, EVENTS, SPECIAL OFFERS) ________________________

MARITAL STATUS:  S / M / D / W /    PREFERRED NAME ____________________________________

SS# ______ - ______ - ______  DOB _____ / _____ / _____  HOME PHONE ______ - ______ - ______

WORK PHONE  ______ - ______ - ______  CELL PHONE  ______ - ______ - ______ SEX: M / F /

PRIMARY DENTAL INSURANCE COVERAGE

PARENT / EMPLOYEE NAME_________________________ RELATION TO PATIENT _____________

ADDRESS (IF DIFFERENT THAN PT.) ___________________ CITY ____________ STATE ______ ZIP _______  

SS# ______ - ______ - ______  EMPLOYER ________________WORK ADDRESS _______________

DOB _____ / _____ / _____ WORK PHONE  ______ - ______ - ______  OCCUPATION ____________

GROUP # _______________ INSURANCE CO _______________ INS CO ADDRESS ______________

SECONDARY DENTAL INSURANCE COVERAGE

PARENT / EMPLOYEE NAME_________________________ RELATION TO PATIENT _____________

ADDRESS (IF DIFFERENT THAN PT.) ___________________ CITY ____________ STATE ______ ZIP _______  

SS# ______ - ______ - ______  EMPLOYER ________________WORK ADDRESS _______________

DOB _____ / _____ / _____ WORK PHONE  ______ - ______ - ______  OCCUPATION ____________

GROUP # _______________ INSURANCE CO _______________ INS CO ADDRESS ______________

EMERGENCY CONTACT INFORMATION

PRIMARY CONTACT ______________________________________PHONE _____________________

ADDRESS _______________________________CITY ____________ STATE ______ ZIP __________

ALTERNATE PHONE # _____________________ RELATIONSHIP TO PATIENT __________________ 

SECONDARY CONTACT ___________________________________PHONE _____________________

ADDRESS _______________________________CITY ____________ STATE ______ ZIP __________

ALTERNATE PHONE # _____________________ RELATIONSHIP TO PATIENT __________________ 



Maple Shade Dental Group
Dental History Form

YES	 NO	

	 	 Do you have active dental problems now?
	 	 If yes, mark all that apply

			   Gum Disease
			   Bleeding Gums
			   Decay
			   Broken Teeth

	 	 Do you have trouble with bad breath?
	 	 Do you have any loose teeth?

			   If yes, Where? ________________
Have you ever had:

	 	 Orthodontic Treatment?
	 	 Oral Surgery or teeth removed?
	 	 Periodontal Treatment?
	 	 Endodontic Treatment?
	 	 Your teeth ground or bite adjusted?
	 	 General Anesthesia?
	 	 A broken jaw?
	 	 Missing back teeth with no replacement?
	 	 Cortisone injected into your joints?

			   If yes, When? _________________
			   How many injections? __________
			   By Whom? ___________________

	 	 A bite plate, splint or mouth guard?
			   If yes, please describe cause 
			   ____________________________
			   ____________________________

	 	 Full Mouth X-rays?
	 	 Jaw Joint X-rays?
	 	 MRI?
	 	 CT Scans? If yes, When? ______________

Are any of your teeth sensitive to:
	 	 Hot or cold?
	 	 Biting or chewing?
	 	 Cold sores, blisters, or any other lesions?

NAME (LAST, FIRST, MIDDLE) _________________________________________________ DATE ____________________

DATE OF LAST DENTAL VISIT __________LAST DENTAL CLEANING __________ LAST FULL MOUTH XRAYS________

PREVIOUS DENTIST NAME ________________________________________ PHONE _____________________________

ADDRESS ____________________________________ CITY _______________ STATE ________ ZIP ________________

HOW OFTEN DO YOU:  HAVE DENTAL EXAMS? ______________ BRUSH YOUR TEETH __________ FLOSS _________

WHAT OTHER DENTAL AIDS DO YOU USE? (SONICARE, BRAUN, TOOTHPICK, PROXYBRUSH, ENDTUFT, ETC) ______________________

YES	 NO	

	 	 Clench or Grind your teeth?
			   If yes, When?  AM or PM

	 	 Teeth hit in front first?
	 	 Bite your cheek?
	 	 Smoke a pipe?
	 	 Bite your nails?
	 	 Chew gum?
	 	 Bite pencils?
	 	 Eat sweets?

Please answer the following questions:
	 	 Have you experienced gum disease or tooth loss?
	 	 Have you had any loose teeth or change in your bite? 
	 	 Does food tend to get caught between teeth?

			   If yes, where? ______________________
	 	 Have previous dentists had difficulty getting you numb?
	 	 Are you jaws sore, especially in the morning?
	 	 Have you noticed any mouth odors or bad tastes?
	 	 Have you ever experienced prolonged bleeding either 	

		  from a cut or dental procedure such as a cleaning?
	 	 Have your teeth every been involved in an accident or 	

		  injury? 			 
			   If yes, Please state when and what occurred
			   ____________________________________	
			   ____________________________________

	 	 Any dental symptoms due to an illness, injury or work 	  
		  related accident?
			   Explain ______________________________
			   Place of Accident/Injury _________________
			   Date and time of Accident/injury ___________

	 	 Any dental Symptoms start after this accident or injury?
			   If yes, explain _________________________

PLEASE ANSWER THE FOLLOWING QUESTIONS:

Personalized Smile Evaluation

On a scale of 1 to 10, how do you feel about your teeth and smile?     1   2   3    4    5    6    7    8    9    10
Are your teeth crooked or crowded and is that a concern?__________________________________________________________
Do you have spaces between your teeth that bother you?__________________________________________________________
Do you like the color of your teeth? ___________________________________________________________________________
Do you like the shape of your teeth? __________________________________________________________________________
What would you like to change about the appearance of your smile? _________________________________________________
Have you ever considered how you might feel with a bright smile? __________________________________________________

a☺☺

Patient/ Guardian Signature ________________________________________ Date ___________________





ACTIVITY                                                                                                                                                                 SCORE

SITTING AND READING                                                                                                                                                                ______           

WATCHING TV                                                                                                                                                                              ______

SITTING, INACTIVE IN A PUBLIC PLACE (THEATER, MEETING, ETC)                                                                                             ______

AS A PASSENGER IN A CAR FOR AN HOUR WITHOUT A BREAK                                                                                                   ______

LYING DOWN TO REST IN THE AFTERNOON WHEN CIRCUMSTANCES PERMIT                                                                            ______

SITTING AND TALKING TO SOMEONE                                                                                                                                           ______

SITTING QUIETLY AFTER LUNCH WITHOUT ALCOHOL                                                                                                                 ______

IN A CAR, WHILE STOPPED FOR A FEW MINUTES IN TRAFFIC                                                                                                      ______

TOTAL                                                                                                                                                                                           ______

Health History Continued...

EPWORTH SCALE & AIRWAY EVALUATION
PATIENT NAME__________________________AGE __________ DATE __________________DOB ____________ 

HEIGHT ________ (FT.)  WEIGHT __________(LBS) NECK SIZE _________ (IN)  WAIST SIZE_________ (IN)

Please mark if you suffer from or have been told you have any of the following:
___________ Loud Snoring          ___________ Frequent Nightime Urination        ___________ Daytime Tiredness	

___________ Diabetes                 ___________ Witnessed Apnea                         ___________ COPD        

___________ Depression	   ___________ Obesity/ Weight Gain	             ___________ Thyroid Dysfunction      

___________ Acid Reflux       	   ___________ Lack of Energy                           ___________ Never Feel Rested        

___________ CPAP Intolerance    ___________ Wake up Coughing                      ___________ High Blood Pressure        

___________ Lack of Energy       ___________ Morning Headaches                     ___________ Decreased Concentration

 For Women Only:                       ___________ Pregnant                                     ___________ Postmenopausal        

___________ Premenopausal        ___________ Polycystic Ovary Syndrome         ___________ Hysterectomy

SIGNS & SYMPTOMS OF TMJ (Please check all symptoms that apply)

    HEADACHES
    JAW JOINT PAIN
    JAW JOINT NOISE OR CLICKING
    LIMITED MOUTH OPENING
    EAR CONGESTION
    DIZZINESS
    RINGING IN EARS
    DIFFICULTY SWALLOWING
    LOOSE TEETH
    CLENCHING OR GRINDING
    FACIAL PAIN
    SENSITIVE TEETH
    CHEWING DIFFICULTIES
    NECK PAIN
    POSTURAL PROBLEMS
    TINGLING IN FINGERTIPS
    HOT & COLD TEETH SENSITIVITY
    NERVOUSNESS OR INSOMNIA

Using the scale provided, please answer how likely you are to doze off or fall asleep in the following situations:

0 = Would never doze    1 = Slight Chance of Dozing    2 = Moderate Chance of Dozing    3 = High Chance of Dozing

Office Use:    Doctor Team _________________________________            Patient Phone Number ___________________________________

    Patient scheduled an appt with IIDSM          Patient wants to be called by IIDSM          Does not want to be contacted about Epworth/TMJ Results
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