Placer Prosthodontics & Maxillofacial Prosthetics, Inc.

Name: Phone:

First Last
Work Phone: Cell Phone:
Home Address: City: Zip:
Occupation: Weight: ~ Height:
Date of birth: Social Security Number:

Email Address:

Married: [] Yes [] No Spouses Name:

Emergency Contact: Phone:

Referring Dentist or Physician:

Phone: Fax:

Primary Care Doctor: Phone:

For Patient's with TMJ Problems, please add any information you feel Dr. Wada needs to know:

When did your symptoms first begin? Specialist seen: |:| Yes |:| No

Have you had asplintmade:  [] Yes [] No How long ago?

How many hours do you wear your splint?

Do you feel it helps reduce your symptoms?

Do you have Jaw Pain? [JYes [JNo Which Side? [] Right [] Left

Sound? (Pop Click etcs.) Where? [] Right [] Left Headaches? [] Yes [] No
Frequency? Where?

EarAches? []Yes |[]No  Severity Jaw Lock? [] Yes [] No
Type? Frequency Pain with lock? [] Yes [] No

Have you had Braces? When/ How long ago?

Have you suffered trauma to your head or neck?

Do you clench or grind your teeth?

Please rate your pain level on a scale of 1-10(10 being severe)

Does your bite feel even or off?

Cancer/Radiation Patients

Please describe the medical history of your head and neck area:

Have you had surgery in your head and neckarea  [] Yes [] No Where?

When? Who preformed the surgery?

What was the surgery for? Birth Defects? [ ] Yes [] No

Cancer []Yes [] No Haveyou have radiation treatment [] Yes [ ] No  When?

Where? Name of Radiation Oncologist:

Oncologist's Phone Number:




Name:

Results of Exam:

Date of last physical exam?

Please list any other specialists you are seeing:
Have you been under care of a physician & why?

Please list all surgeries and dates:

Do you smoke? [] Yes

How much?

How much?

Do you feel healthy? [] Yes
The Results: [_] Negative
Have you lost or gained a significant amount of weight? |:| Yes |:| No

How much soda and sugar do you consume?

Alcohol Consumption? [] Yes

[ No

Have you had an HIV or Hepatitis test? |:| Yes

What prompted you to have the test?

[J No

Are you allergic to any medications? If yes, please list:

Are you currently taking any medications? If yes, please list:

Please indicate if you have had any of the following:

[[] Heart Disease or Attack
1 Angina

[] Heart Surgery

[] Heart Murmur

[] mitral Heart Prolapse
[ Artificial Heart Valve
[] Congenital Heart Lesion
[[] Heart Pacemaker

[J Emphysema

[] Asthma

[] Tuberculosis

[ High Blood Pressure
[] stroke

[ Liver Disease

[ Hepoatitis Type: AB C
[] Thyroid Disease

] chronic Headaches

[] Kidney Trouble

[] Diabetes

[] Trouble Clotting

[] Blood Transfusion

] Anemia

[] Hemophilla

[] Frequent Nose Bleeds
[] Fainting/ Dizzy Spells
[ Convulsions/Epilepsy
[ ulcers

[ Artificial Joints

[] organ Transplant

[ Hiv/AIDS

] Chronic Sinus Trouble
[ Arthritis

[] Rheumatism

Do you take Pre-Med before Dental Appointments: [ ] Yes [] No

Do you need an oral sedative when being treated in the dental chair? [_] Yes

For Women: Are you Pregnant?

[JYes [No

Are you taking Birth Control? [ ] Yes [] No

[] Autoimmune Disease
1 Lupus

] Multiple Sclerosis (MS)
[] change In Vision

[] Glaucoma

[] Anxiety Problems

[ Psychiatric Care

[] Cosmetic Surgery

[] cancer

[] Chemotherapy

[] rRadiation Therapy
[] Hearing Loss

[ Ringing In Ears

[ Latex Allergy

[ Lymes Disease

[] Cold Sore/ Blisters

Are you taking Fosamax? [] Yes [] No

[ No

Are you taking hormones? [] Yes

[ No

Our goal is to provide you with the best possible care in an environment that is conducive to healing. In order to accomplish this
and make you feel completely comfortable, your concerns are important for us to understand. Do you have any special request?

Patient Signature:

Date:

Date:

Dr. Signature:




A reminder about our financial philosophy

We believe it is our duty to provide you and your loved ones with the highest quality of care. In order to accomplish this, we must
commit without compromise, to two thing: 1 Dr. Wada must spend as much time with you as necessary to achieve a quality result.
2. We cannot allow Insurance companies to dictate your care simply because they want to cut cost and increase their profit
margin. You can count on us not to over or under treat you. We will care for you as we would our own families. We will support you
in assisting you with your insurance, but please be prepared if your insurance company refuses payment, the fee are ultimately
your responsibility. Your Insurance is a contract between you and the Insurance company. Please understand, as a highly
specialized office, the care we provide to our Patients must be predictable and long lasting. In order to reach this goal, Dr. Wada
spends an unusually high amount of time with his Patients. As much as we would like to, we simply cannot afford to wait for
Insurance payments. We will, however, be flexible with you and not charge for processing your insurance or charge interest on
your balance when you are making payments. Our goal is to provide the care you need and will work with you as much as possible.

Financial Information

Who will be responsible for the fees in our office?

First Last

Address & Phone:

Relationship to Patient:

Primary Dental insurance: Phone:

Policy Holders Name: Date of birth:
Group Number: Policy Holder Social:

Secondary Dental Insurance: Phone:

Policy Holders Name: Date of birth:
Group Number: Policy Holder Social:

Credit Card Number for billing: Expiration Date:

Patient Signature: Date:
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