WELCOME to the dental practice of Dr. Mindy Munowitz. Thank you for selecting our dental healthcare team. We are committed to assisting our patients in achieving their dental goals, in a comfortable environment, providing the finest value, using the best dental technology available. If we may assist you in any way, please let us know.

                      Personal Information

Name_____________________________________________Date______________________

Please call me________________________

E-Mail__________________________________________

Address________________________________________

City_______________________ State____________ Zip __________________

Phone: Home___________________Work__________________Cell___________________

Birthdate________________________ Social Security #___________________________

Financially Responsible Person___________________________ Birthdate______________

Employer_________________________________ Occupation_______________________

In the event of an emergency, whom should we contact?

Name_______________________________Relationship____________________________

Home number_______________________ Work number________________________

Whom may we thank for referring you?_______________________________________

                       Dental History

Is there anything you would like us to know about your dental health history?

Rate the following on a scale of 1 to 10( 10 being perfect):

How satisfied are you with the appearance of your teeth?            _________

How satisfied are you with the health of your teeth and gums?   __________

Do you snore? ________

Do you have headaches? _________                 Do you have facial pain?____

Do you have jaw pain? ________                      Do you have tender, sensitive teeth?____

Do you have limited opening?_____                  Do you have difficulty chewing?_____

Do you have ear congestion?______                  Do you have cervical pain?_____

Do you have dizziness?_____                             Do you have postural problems?_____

Do you have ringing in the ears?____                Do you have trouble sleeping?_____

Do you have difficultly swallowing?_____        Do you have thermal sensitivity?(hot and cold)_____

Do you have loose teeth?_____                   

Do you clench?_____

                         Medical History

Are you in good health?            ______                                                                                                                                            

Have there been any changes in your general health within the past year? _______

Explain:__________________________________________________

___________________________________________________________________

Physician’s Name___________________________  Phone____________________

Are you under the care of a physician? ____  Please explain_________________

___________________________________________________________________

Are you taking any medication(including non-prescription), herbs ______________

If “yes, what___________________________________________________

Are there any medical conditions we should be aware of? ___________

Please comment_______________________________________________

Women Only:

Are you pregnant or think you may be pregnant? _________

Are you nursing?                                                  _________

Are you taking birth control pills?                        _________

Are you allergic to or have you had reactions to:

Local anesthetics like novocaine?                           ______

Penicillin or other antibiotics?                                _______

Sulfa Drugs?                                                           _______

Barbiturates, sedatives or sleeping pills?               _______

Aspirin?                                                                  _______

Iodine?                                                                   _______

Other?                                                                    _______

I  agree to be responsible for payment of all services rendered on my behalf or my dependents. I understand that payment is due at the time of service unless other arrangements have been made. In the event payments are not received by agreed upon dates, I understand that 1-1/2% late charge (18% APR) may be added to  my account.

To the best of my knowledge, the questions on this form have been accurately answered. I  

understand that providing incorrect or incomplete information can be dangerous to my

health. It is my responsibility to inform the dental office of any changes in medical

status. I will allow Dr. Munowitz to photograph and use for educational purposes any

aspect of my dental condition or treatment procedures and further will allow her permission

to discuss my condition with my physician and to request medical information from same.

____________________________________________________________________-

Signature of patient, parent or guardian                             Date

