Dental Patients Intake Form  iocation i S—

First Name Last Name Nationality Phone #
DOB Age Gender ID#:

Overall Health Questions Yes |No Medical History Dental Exam\ Triage
Are you in Good General Health List All Current Medication: Chief Complaint:

Have you been evaluated by SAMS medical Team?
Have you been evaluated by SAMS Dental Team?

Medical Questions Yes |No

Heart Disease?

Pulmonary/ Lung Disease (Emphysema, COPD, etc.)
Kidney Disease (kidney stone, blood in Urine etc.)
Gl Disease ( Acid reflux, constipation, diarrhea..) List All Known Allergies: Dental Diagnosis/ Findings
Neurologic (Stroke, Seizures, Dementia, etc.)
Psychological

Liver disease?

Do you Smoke

Do you consume Alcoholic beverages Any Other Medical Issue?
Female Patient are you pregnant?
Female Patient are you currently breastfeeding? Patient Consented to treatment?
, K Yes Mo Patient declined Ty and Dismissed
Dental Questionnaire Yes [No
Do you have dental Pain? BP- Pulse: P ———
Do you brush your teeth Daily? o " o o o
Do you get routine dental care? an | Fero Hgiene

Summary Of Care
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Procedure | Extraction | Pulpotomy | Crown |Restoration|Endo/ RCT Other
(specify)
Tally
Additional Treatment Notes Follow Up care/ Referral
Anesthetic:
Other
Pedo | Medical
Gp OS OR OR | Consult

Dr. Name & Specialty :




