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GETTING TO KNOW YOU Implantology & Periodontics Implantology & Periodontics 

  
  
Patient’s name ___________________________________ Social Security No. ______________ Patient’s name ___________________________________ Social Security No. ______________ 

Date of birth _____ / _____ / _____ Date of birth _____ / _____ / _____ 

Email ____________________________ please only provide if you want to receive some general 
information such as appointment reminders and general dental information from our office
Email ____________________________ please only provide if you want to receive some general 
information such as appointment reminders and general dental information from our office only. 

Home 
Address ___________________________________________ City ____________ Zip ________ 

 Home phone ______________  Work phone ______________  Cell phone ______________ 
please check the best number to reach you 

Name of general dentist __________________________________________________ 

Who may we thank for referring you to our office? _____________________________ 
 

Physicians 
Primary care 
Name ___________________________________________ Phone number _______________ 

Other (i.e. cardiologist, orthopedic surgeon) ______________________ 

Name ___________________________________________ Phone number _______________ 

Alternate contact person (spouse or parent) 
     Name ___________________________________________ Phone number _______________ 

     Relationship to patient ______________________________ 
 

Financial and insurance information (please bring insurance card) 
We are a fee for service periodontal practice. If you have dental insurance, we will assist you in 
submitting your claims. We are happy to answer any question regarding your financial obligations 
or insurance coverage.  

Name of person responsible for payments _____________________________________________ 

Name of person carrying insurance _______________________ Social Security No____________ 

Name / address of employer ________________________________________________________ 

Name / address of insurance ________________________________________________________ 

Policy No. ____________________________ 

 

________________________________________     _______________ 
Signature of patient or guardian    Date 
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SARMENT, DDS, MS, PC 
Implantology & Periodontics DENTAL HISTORY  

Main chief complaint Past trauma, accident 
  Do you have any tooth/jaw pain?   Y    N   Have you had any trauma on your jaws or 

teeth      Y    N 
    If yes, please explain     _______________ 
____________________________________ 

  Sensitivity to cold/hot  Y    N 

  Do you have loose teeth?   Y    N 

  Any difficulty opening widely? Y    N Past dental treatment 
  Swelling / bleeding on gums  Y    N   Orthodontic braces?   Y    N 
  Bad breath    Y    N   Jaw surgery?   Y    N 
  Esthetics ___________________ Y    N   Caps/fillings?  Y    N 
  Other ______________________ Y    N   Root canals   Y    N 
The comfort of your teeth   Extractions   Y    N 
Are you comfortable chewing? Y    N   Periodontal treatment  Y    N 
Are you comfortable speaking? Y    N   Dental implants  Y    N 
Any other discomfort __________________ Oral hygiene habits 
The appearance of your teeth   How often do you floss? __________ 
Are you pleased with your smile? Y    N   How often do you brush? _________ 
Do you avoid eating in public? Y    N Are you concerned or want to know more 

about Are you depressed or insecure about the loss 
of teeth?    Y    N   Your smile    Y    N 
If you have removable (partial) denture(s)   Dental implants   Y    N 
  Are you pleased with 
the appearance?   Y    N 

  Gum disease and your health   Y    N 

 
  Are you wearing it daily?  Y    N  
  Can you eat any food?  Y    N ____________________________________

____________________________________
____________________________________
____________________________________ 

  Is/Are the prosthesis 
dislodged easily?    Y    N 

Are you interested in 
implants for stabilization?  Y    N 

 

 

________________________________________     _______________ 
Signature of patient or guardian    Date 
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