
Stephen R. Evans, DDS 
P O Box 970 ! 16427 FM 344 West 

Bullard, Texas 75757 
Phone: (903) 825-7400 ! Fax: (903) 825-7155 

 
Dear Patient: 

 

Thank you for requesting information about our practice and expressing interest in your health.  

We are dedicated to researching and providing patient education with which you may make 

informed choices regarding your dental health. We believe that everyone benefits from this 

educational process and from making healthier choices. Completing the attached Patient History 

Questionnaire in detail will provide both you and our office with insights about your history and 

potential healthier future.  

 

We ask each patient to complete and return the enclosed Patient History Questionnaire along with 

a recent ORIGINAL panoramic x-ray and any other information, including recent blood work or 

other rests they may feel is pertinent. The timely return of these forms will expedite the 

scheduling of the first available appointment for you.  

 

If you are referred from another healthcare provider and would like this office to coordinate your 

pre and post dental care, please provide the contact information and your consent to discuss your 

case. If you need a medical physician while in this area, we have names for your selection. Please 

also feel free to call if you have any questions.  

 

After thorough review of your returned completed packet, we will call you to schedule a 

consultation appointment to help answer any additional questions and make decisions as to how 

we may provide services for you and answer questions regarding potential time and costs.  

 

Dr. Evans’ patients travel from many different and often distant locations and he makes every 

effort to be considerate of your scheduling and travel concerns. Your packet includes a list of 

local accommodations that you may contact personally. Many provide reduced rates when you 

mention his name and that you need accommodations during your medical/dental care in this 

area. 

 

Please review your calendar and be prepared to discuss potential appointment times. Until Dr. 

Evans has the opportunity to review your completed packet and discuss your needs with you, we 

will not be able to provide conclusive time frames for treatment or final costs. There are many 

variables to consider when seeking dental care and more accurate estimate are possible after he 

examines you. All fees are due at the tme of service and we do not accept or process any 

insurance claim forms, however, we will provide you with information that you may submit to 

your insurance carrier for reimbursements.  

 

We look forward to hearing back from you and being of service to you. If we may assist you in 

any other way, please contact us.  

 

Sincerely,  

 

 

Stephen R. Evans DDS 



Stephen R. Evans, DDS 
P O Box 970 ! 16427 FM 344 West 

Bullard, Texas 75757 
Phone: (903) 825-7400 ! Fax: (903) 825-7155 

 
New Driving Directions 

 
From Tyler Pounds Regional Airport, Tyler, Smith, Texas 75704 

Exit Airport and turn left on Hwy 64 approximately 1.5 miles 

Turn Left on 2661 and travel approximately 15 miles passing two hospitals (continue 

on 2661 which becomes 344) traveling across a bridge over a small inlet of Lake 

Palestine and look to your right watching for a red brick building with white pillars on 

your right. (3rd building on right, past Marina Docks & Blinking yellow light) 

 

From Interstate I20 for those traveling from points east on I20  

Exit on 69 and turn head toward the south for about 6 miles. 

Turn right on Loop 323 around Tyler approximately 6 miles 

Turn right at Frankston Hwy/TX 155 South for approximately 10 miles  

Turn Left at FM 344 Traveling East for 1.7 miles  

Traveling across a bridge over a small inlet of Lake Palestine and look to your right 

watching for a red brick building with white pillars on your right. (3rd building on 

right, past Marina Docks & Blinking yellow light) 

 

From Most hotels in South Tyler from Highway 69 (Broadway) 

Turn Right on Grande Blvd. (also called TX 57) West until dead ends (T stop) 

Turn Left at Frankston Hwy/ TX 155 South for about 8 miles 

Turn Left at FM 344 Traveling East for 1.7 miles  

Traveling across a bridge over a small inlet of Lake Palestine and look to your right 

watching for a red brick building with white pillars on your right. (3rd building on 

right, past Marina Docks & Blinking yellow light) 

 

From Interstate I20 for those traveling from points West (Dallas/ Fort 

Worth Airport Area) 

Exit Hwy. 64 (1st Exit for Canton) and travel east for approximately 30 miles 

Turn Right on 2661 and Travel approximately 14 miles passing 155, and two 

hospitals (continue on 2661 which becomes 344 after stoplight on 155) 

Traveling across a bridge over a small inlet of Lake Palestine and look to your right 

watching for a red brick building with white pillars on your right. (3rd building on 

right, past Marina Docks & Blinking yellow light) 

 

From Points South of Tyler traveling on Hwy 69 

Turn Left on 344, and follow it around a 90° bend to the stop sign. This cross road is 

Main Street or FM 344.  

Turn Left (West) on FM344 

 



Stephen R. Evans, DDS 
P O Box 970 ! 16427 FM 344 West 

Bullard, Texas 75757 
Phone: (903) 825-7400 ! Fax: (903) 825-7155 

 

Local Accommodations 
 
We hope you enjoy your visit with us in Bullard and explore the surrounding beauty of Lake Palestine only 500 yards away and Tyler, 
the Rose Capital of the world is only 10 minutes away.  If you are traveling from out of town and will have a surgical procedure, we 
encourage you to plan to stay overnight.  For your convenience, we’ve arranged special rates at the following hotels and Bed and 
Breakfasts.   
 
If you are traveling alone, we recommend you ask about shuttle services availability or the Holiday Inn which provide shuttle services to 
and from the Tyler airport and our office. Our patients report that the accommodations listed are great and the hotel staff and 
proprietors are very accommodating.  There are several newly built hotels in the surrounding areas as well as RV parks, if you do not 
choose one of the accommodations listed below:   
 
Kiepersol Estates  (903) 894-3300  
 Bed and Breakfast only 10 minutes from our office is also located in Bullard on the Kiepersol Estates.  The Kiepersol is considered fine 
dining.  $155.00 to $210.00 a night depending upon night.  You may ask about a shuttle service. 
 
Roseland Plantation B&B  (866-Roseland or 866-766-35263)  www.roselandplantation.com  

2601 State Highway 64 Ben Wheeler, TX 75754—Historic Bed and Breakfast with exquisitely manicured acres and natural woods “A 
bit of Heaven on Earth” located approximately 15 minutes from our office.  $85-165 depending upon day and room.—from Elegant  to 
Rustic Log Cabin (c.1848) 
 
Best Western Southpark (903) 534-8800 

120 W. Rieck Road (just off South Broadway – next to the Sheraton, about 10-15 minutes from our office) This is one of the newest 
hotels in Tyler.  Request Hospital Rates ($76.00 for single or double) or tell them you are a patient of Dr. Evans. This includes a 
continental breakfast and is within walking distance of restaurants and shopping.  
 
Holiday Inn (903) 561-5800 

5701 S. Broadway (about 10-15 minutes from the office) Ask for Dr. Evans rates $84.00 a night. (Has a shuttle service)  This 
includes a continental breakfast and is within walking distance of restaurants and shopping.  
  
Residence Inn Marriott (903) 595-5188 
Hwy 110 South (about 20 minutes from the office) Ask for Hospital rates $91.00.  All rooms have full kitchens. A complimentary 
breakfast is also available. They will also check on you after your procedure, if you let them know you are from Dr. Evans office. 
 
Fairfield Inn (903) 561-2535  
South Loop 323 (about 15-20 minutes from the office) Request Dr. Evans  “Hospital Rates” (15% off regular rate) They have from 
singles – queen or two queens, Executive King with microwave, refrigerator and sofa. 
 

We look forward to seeing you soon,  Have a safe journey and please contact us  if we may help you in any way. Email: 
jawrestoration1@gmail.com or healthier2@gmail.com  

Other Hotels / Accommodations: 

Comfort Inn and Suites – (903) 534-0999 

Hilton Garden Inn – (903) 509-1166 

Candle Wood Suites – (903) 509-4131 



ORAL TREATMENT PROTOCOL 
 

Thank you for calling our office to request information about our oral treatment protocol.  We are happy to serve you in any way 
possible. This form is designed to answer questions you may have and explain, step by step, the oral treatment protocol utilized by our 

office. Because most patients travel great distances, we encourage a phone consultation first. 
 

Before Your Initial Examination Appointment—Please Read all Information in the patient information forms carefully before 
completing any forms and call our office if you have any questions or need any assistance. 

 

Please Complete and E-Mail/Fax the Enclosed Patient Information Forms to our office, along with any other information, records, 
reports, or x-rays that may be helpful. Patient information must be received BEFORE a phone consultation or the initial appointment is 

scheduled. If you do not receive a call from us within 2 weeks after returning the enclosed forms, please call our office and make sure 
we received your information. Please also include your referring physician’s or health care provider’s information if you want to 

coordinate your pre and post dental care together and if you are traveling,  

 
Please Schedule Your Appointment, Designate an Adult Driver, if a sedation appointment is scheduled,  and Make Hotel 

Reservations if Needed 
 

The Initial Examination Appointment 

 
There are five basic components of the initial examination appointment.  

 
1.  Teeth Cleaned—To perform a comprehensive oral health evaluation, design an appropriate treatment plan and obtain optimal 

results with composite fillings, bonded restorations, and oral surgeries, it is very important for the teeth and gums to be clean and free 

from plaque and calculus. If you have recently had your teeth cleaned, please have the dentist send us the periodontal charting.   
 

2.  Orientation—More in-depth information about dental procedures, specialized equipment, and the treatment process will be 
provided and patient questions will be answered during your phone consultation and/or initial oral examination and consultation.  

 

3.  Charting and Pre-Treatment Records--One of our staff members will perform some or all of the following procedures: full mouth 
dental charting, vitals, photographs, panoramic x-ray, bite wing x-rays and study models, if needed for evaluation. This information is 

necessary to design a comprehensive treatment plan and provide an estimate of time and costs.    
 

4.  Laboratory Tests Based on an individual’s situation, you may need tests performed and results sent to develop a comprehensive 
treatment plan; such as:  

 

• Blood Serum Compatibility Test - This test is performed by Clifford Laboratory and determines an individual’s biocompatibility 
with several hundred dental materials. This test is used to determine appropriate dental restorative or treatment materials.  The 

blood for this test is drawn at a local lab. 
 

5. Examination and Consultation Dr. Evans will perform a head and neck examination. After reviewing the information and records 

submitted by the patient and the records taken in our office, he will then discuss his findings with the patient.   
 

• A Treatment Plan will be determined jointly by the patient and the doctor, after they discuss various treatment options.  
  

• A Cost Estimate of the treatment plan will be provided to the patient at this appointment, or a staff member will contact the patient 

within a few days with this information or provide it after the consultation depending upon the patient’s next scheduled 
appointment. 

 
A Support Nutritional Program will be encouraged and coordinated with referring health care provider for the patient to follow for 

at least 2-4 weeks prior to and during the course of dental and/or surgical procedures.  

 
• A Therapeutic Nutritional Program to be followed a few days before and after dental/surgical procedures will also be 

encouraged.  Some of the nutritional supplements encouraged may be purchased from your physician, our office or local health 
food stores.  

 



Dr. Evans will review the results of the tests performed as part of the initial examination when they are received in our office. If he 

determines that any additional tests are needed, or modifications need to be made to the support or therapeutic programs, the patient 
will be notified. You will receive a call from our office staff to clarify and verify for accuracy the submitted online forms 

 
Scheduling Treatment Appointments 

 

Check Personal Calendar - Know When Appointments Can Be Scheduled After completing the examination and consultation, we 
will be able to determine the approximate number of appointments needed by the patient. We will then schedule the minimum number 

of appointments that will be needed.  If conscious sedation is requested, the appointment would need to be made in the morning. 
 

Removal Procedures of Present Restorations and Decay are usually performed first. Existing defective or deteriorating restorations 

are usually removed by the quadrant. Testing performed during the initial exam, specific dental needs, and patient symptoms will 
determine the order of removal. Depending on the number, size, and type of restorations present and the stamina of the patient, 

usually one or two quadrants are removed per appointment. Appointments usually range from 2 1/2 hours to 4 1/2 hours. However, if a 
patient has the stamina, it is possible to schedule longer appointments: or if a patient has TMJ problems, Muscle spasms, limited 

opening, the removal treatment process may require a greater number of shorter appointments or the selection of conscious sedation 
for relaxation and comfort.  

 

Surgical Procedures such as extractions and other oral surgical procedures are usually performed after restorative procedures.  This 
prevents dental restorative materials from entering the bloodstream through surgical sites that are not healed. 

 
Total Length of Treatment Period for Removal and Surgical Procedures  will vary according to the individual patient needs. It is 

preferable, if possible, to schedule all removal and surgical procedures within a 4-6 week time period. If this is not feasible due to 

patient stamina, finances, or travel, the length of treatment time can be extended.  
  

Lab Processed Restorations such as inlays, onlays, crowns, bridges, laminates, dentures, partials, and orthodontic appliances 
usually require two separate appointments: a preparation appointment, followed by time for lab work to be performed, and then a 

seating appointment. Temporary restorations are placed during the time the permanent restoration is being fabricated by the lab.  

 
Rescheduling Appointments is possible. If for some reason you find it impossible to make a scheduled appointment, please call our 

office as soon as you know a change is necessary. This will allow us to fill your appointment slot or trade your appointment slot with 
someone else so your treatment is not delayed and we may accommodate other patients’ needs. We need a minimum of 24 hours 

notice, but at least 3 days notice is helpful, as many of our patients come from out of town.  

 
Pre and Post Surgical Support is vital to insure your optimal potential for your healing progress Please identify and be prepared to 

discuss your pre and post options for care.  Do you have a health care professional, family member and/or friend who is available to 
provide appropriate support in the form of providing transportation to and from your surgery appointment and after surgery care? If 

there is any significant person in your life who is negative about your freedom of choice or opposed to you seeking care with this office, 
please be advised that it would not be in your best interest to seek care with this office as their negativity may affect your healing 

progress. 

 
Payment Policies 

 
Payment for Services may be made with any of the following: Cash, Personal Check, Money Order, VISA, MasterCard, American 

Express or Discover. We also offer “Care Credit” an 18 month interest free loan, to those who are eligible, complete the enclosed 

application and return to us with your packet, if you would like for us to process the application. Call our office for assistance when 
considering the “care credit” option to allow us to help you achieve the best possible outcome. 

 
Payment is Due the day services are performed. The total fees for lab-fabricated restorations are due the first appointment when the 

restoration is prepared.  

  
We Do Not Accept Assignment of Insurance Benefits Upon request, insurance superbills for dental services will be provided for 

patients to file with their insurance companies. Additional reports and x-rays requested by insurance companies will be provided to the 
companies from our office with the permission of the patient. The patient will be responsible for paying any extra charges incurred for 

these records and reports.  This office is dedicated to and focused on the dental services needed by patients and does not have the 

staff time to process insurance claims.  Please make sure you state clearly on your claim to make reimbursements directly to you.  If a 
check is sent to this office from an insurance company, it will be returned back to the insurance company.  Thank You 



Stephen R. Evans DDS 
16427 FM 344 West! P O Box 970 ! Bullard, Texas 75757 

Phone: (903) 825-7400 ! Fax: (903) 825-7155 

Patient Information  

 

Patient Name _________________________________________  Today’s Date ______/______/_____  

Address ______________________________________________ Age ____ Ht ______Wt __________   

_____________________________________________________ Date of Birth ______/______/_____ 

City_________________________ State______ Zip____________ Home Phone___________________ 

Email_________________________________________________ Cell Phone ____________________  

Referred By  1. __________________________________  Work Phone  __________________ 

                      2. __________________________________  Fax _________________________ 

Friend or Family Member _________________________________ Phone ________________________ 

Physicians/ Nutritionists/ Health Providers you are currently seeing 

1. _____________________________________   2.___________________________________ 

3. _____________________________________   4. ___________________________________ 

List your 3 major complaints in the order of severity.  

1. ___________________________________________________________________________ 

2. ___________________________________________________________________________ 

3. ___________________________________________________________________________ 

Medical Diagnoses you have been given:  1. _________________________________________ 

2. ________________________________3. _________________________________________ 

Describe any effects or reactions from local anesthetics you have experienced.  Include  

everything from a full blown allergic reaction to feeling “out of it”, “sluggish”, etc. 

______________________________________________________________________________ 

______________________________________________________________________________  

Describe any paresthesias (long lasting or permanent numbness), twitches, or facial pain you have  

experienced after dental work ________________________________________________________ 

On a scale from 0 - 10 with zero being none and 10 being the maximum: 

- How much anxiety does the thought of dental procedures cause you?  _______ 

 



Chinese Foods Breads Aged Cheese Cereal

Creamy Desserts Cakes/Pies Bacon Cheese (hard/cream)

Creamy Dips Chocolate Butter Cookies

Foods w/sauces Coffee Chips Cottage Cheese

French Fries Fruit Eggs Cream Sauce 

French Toast Honey Fried Chicken Dairy Products

Fried Foods Pasta Garlic Frozen Yogurt

Ice Cream Potatoes Hamburger Ice Cream

Mexican Foods Rice Hot Dogs Milk

Pizza Snacks Nuts Whipped Cream

Rich Foods Starches Olives Yogurt

Soda____ oz./day Sweet Breads Peanuts

Spicy Foods Sweets Pickles

Whipped Cream Tea Pork Chops

Toast & Jam Salami

Salt

Water (non-carbonated)____oz./day Steak

Abscesses Gallbladder problem Hives Psoriasis

Candidiasis Gingivitis Irritable Bowel Sinus Infection

Celiac disease Gluten Intolerance Low Blood Pressure Skin Eruptions

Colitis High Blood Pressure Milk Intolerance Sprue (Wheat intol)

Ear Infections

Carry in hips & Thighs Carry evenly-soft body Carry in upper body Stay the same since teen

Gain evenly - hold especially the stomach (slim & trim or Heavy)

in stomach

When:

Describe:

Foods I like that don’t like me are:

Nutritional Questionaire

N = Now -- P = Past -- B = Both

Put the proper letter beside the foods that you now or in the past have been DRAWN to. Please mark foods you really want(ed) or 

like(d) to eat. These may not necessarily be the foods you actually eat. If a food appears in more than one list, please mark it every time 

it appears.

Put the Proper letter beside the following problems -- N = Now -- P = Past -- B = Both

A Meal is not complete for me without (list: food(s), 

seasoning(s), etc.)

Check the following which best describes where you carry and/or gain weight.

Are you currently or have you ever been a vegitarian?

How many bowel movements do you normally have in one 

day?



Canned Tuna Floor waxes & polishes Fireworks maker

Shelfish- shrimp. Lobster, crab Fish cannery worker

Fungicide maker 

Latex and solvent thinned paints Fur preserver

Fresh water fish from lakes/rivers Sewage disposal Fur processor

Fresh water fish- farm raised Tattooing Gold extractor

Carrots Wood preservatives Histology technition

Lettuce Ink maker

Bactericide maker Insecticide maker 

Barometer maker Investment casing worker

Kelp and other seaweeds Battery maker Jewler

Bronzers Lab worker, chemical

Calibration instrument makers Lamp maker. Fluorencent

Cap loader, Percussion Manometer maker

Carbon brush maker Mercury worker

Caustic soda maker Miner, mercury

Hair dye Chlorine maker Miner, gold

Mascara (waterproof type especially) Computer chip maker mirror maker 

Skin lightening creams Dentist Neon light maker 

Dental assistant Paint maker 

Calomel, powders, talcs, & lotions Dental lab technition Paper maker 

Contact lens solution Dental hygienist Pesticide worker 

Hemorrhoid preparations Direct current meter worker Photographer

Laxatives containing calomel Disinfectant maker Pressure gague maker

Merbromin preparations Disinfector Refiner, mercury

Psoriasis ointments Drug maker Seed handler

Toiletpaper from recycled paper Electric apparatus maker Silver extractor 

Vaginal gels (especially contraceptive) Electroplater Switch maker 

Embalmer Tannery worker

Adhesives Explosive maker Taxidermist 

Air conditioner filters Farmer Textile printer

Amalgams (silver fillings) Fingerprint detector Thermometer maker

Batteries with mercury cells

Cinnabar- used in jewelry Exposure length to any of the above items

Dental appliances or dentures

Fabric softeners Exposure severity

Felts

Mercury Exposure Questionnaire

Foods

Large saltwater fish, salmon, swordfish, 

cod, etc... 

Grains (treated w/ methylmercury, 

especially wheat)

Place an "X" beside each of the items that pertain to you. Place an "F" in front of the jobs your father had and an "M" your 

mother had. Record the length of exposure in days, months or years and the amount of exposure (i.e. - 10 amalgam 

fillings, broken thermometer, etc...)

Miscellaneous

Miscellaneous - Cont'd.

Professional 

Fungicides for lawns, trees, and 

shrubs

in the past 30 days how many times have you 

consumed fish or fish products?

Cosmetics

Medications & Personal Items

Professional - Cont'd.



Laryngitis

Alveolitis (dry socket) Osteoporosis

Auto accident or whiplash injury Pancreatitis

Freezing procedure inside the bone Prostatitis, endometriosis, dysmenorrhea

Prosthetic device or implant Rheumatoid arthritis

Surgery, upper jaw Stomach, liver, small intestine, pancreas

Surgery. Lower jaw Swallowing problems

Trauma, mild or severe lower jaw Tonsil problems

Trauma, mild or severe upper jaw Ulcers

Voice dysfunction

Antiphospholipid antibody syndrome

Blood clot Coughing or vomiting without reason

Disseminated Intravascular Coagulation (DIC) Difficulty wearing denture or partial 

Hemodialysis Inactivity, bedridden, paraplegic

Hereditary familia hypofibrinolysis disease Neck pain

Hereditary Thrombophilia Vertebral subluxations

Homocystinemia

Hyperlipidemia Adrenal dysfunction or problems

Idiopathic thrombocytopenic purpura Bisphosphate medication for osteoporosis

Protein C & S deficiencies Bone dysplasias, tissue changes

Sickle cell disease Caission's disease

Chronic fatigue

Alcoholism Chroonic shoulder or arm pain

Changes in atmospheric pressure (bends) Cushing's syndrome

Cigarette smoking Deficiency of thyroid hormone

Diarrhea or constipation

Abnormal mucus production, sinus nose Digestive problems 

Abnormal saliva secretion Eye pressure, visual disturbances

Abnormal tear flow - dry eyes, excess tears Facial pain or neuralgia

Asthma, chronic bronchitis, lung problems Food allergies

Colon problems or pain Hearing problems or ear problems or pain

Corticosteroid therapy, long term Inability to concentrate

Corticosteroid therapy, short term Infertility, or sexual dysfunction

Dysbiosis Kidney dysfunction or problems 

Esophageal reflux Mitral valve prolapse, other heart disease

Functional hiatal hernia syndrome Pregnancy / high dose estrogen therapy

Gastritis Reflex sympathetic dystrophy

Geniturinary dysfunction Reproductive problems or pain

Gout Systemic Lupus erythematosus

Hayfever or rhinitis Thyroid dysfunction 

Inflammation or infection, lower jaw Transient ischemic osteoporosis

Inflammation or infection, upper jaw

Inner ear, eye, or sinus problems Chemotherapy for cancer

Irritable bowel syndrome Lymphoma or metastic carcinoma

Put the proper letter beside the descriptors that describe your physical conditions or experiences. Even if you 

have answered some of these questions in other parts of the form, please answer them again. 

Blood Abnormalities

Predisposing Risk Factors
N = Now -- P = Past -- B = Both

Trauma / Surgery

Structural

System Abnormalities

Cancer & Rx

Inflammation 

Enviroment



Patient Signature Date Page 1

Medical History Questionnaire

LIST ANY MEDICATIONS/SUBSTANCES WHICH HAVE CAUSED AN ALLERGIC REACTION:

Y N Codeine

Y N Iodine

Y N Barbiturates

Y N Antibiotics

Y N Aspirin

Y N Penicillin

Y N Plastic

Y N Metals

Y N Latex

Y N Local anesthetics

Y N Sulfa drugs

Y N Sedatives

Y N Sleeping pills

Other ____________________ ____________________ ____________________

Medication name

LIST ANY MEDICATIONS CURRENTLY BEING TAKEN:

Dosage/  
Frequency Reason

________________________ ________ ________________________________________

________________________ ________ ________________________________________

________________________ ________ ________________________________________

________________________ ________ ________________________________________

________________________ ________ ________________________________________

Other Items: ____________________ ____________________

MEDICAL HISTORY:

Blood pressure - High ____________

Bleeding easily ____________

Autoimmune disorder ____________

Cancer ____________

Bruising easily ____________

Blood pressure - Low ____________

Asthma ____________

Adenoids Removed ____________

Acid reflux ____________

Arthritis ____________

Arteriosclerosis ____________

Anemia ____________

Depression ____________

Current pregnancy ____________

Chronic fatigue ____________

Chronic cough ____________

Chemotherapy ____________

COPD ____________

Cold hands and feet ____________

Chronic pain ____________

Medical condition Never Current Past
If past, enter date

(Please indicate dates on items marked past)

Mononeuclosis ____________

Menstrual cramps ____________

Meniere's disease ____________

Muscle shaking (tremors) ____________

Muscle aches ____________

Multiple sclerosis ____________

Low energy ____________

Intestinal disorders ____________

Insomnia ____________

Liver disease ____________

Kidney problems ____________

Jaw joint surgery ____________

Neuralgia ____________

Nasal allergies ____________

Muscular dystrophy ____________

Muscle spasms or cramps ____________

Nervousness ____________

Nervous system irritability ____________

Needing extra pillows to help 
breathing at night

____________

Medical condition NeverCurrent Past
If past, enter date

This questionnaire was designed to provide important facts regardng the history of your pain or condition. The information you 
provide will assist in reaching a diagnosis and determining the source of your problem. Please take your time and answer each 
question as completely and honestly as possible. Please sign each page.

DATE OF BIRTH: __________

FORM DATE: __/__/____NAME:

First                             Middle Initial                Last

____________________________________________

OFFICE USE

Patient ID: __________

Wesley Johnson




Patient Signature Date Page 2

_________________________ ____________ _________________________ ____________

_________________________ ____________ _________________________ ____________

_________________________ ____________ _________________________ ____________

Other Current Past If past, enter date Current Past If past, enter date

Heart pacemaker ____________

Heart murmur ____________

Heart valve replacement ____________

Heart palpitations ____________

Hearing impaired ____________

Injury to teeth ____________

Heart disorder ____________

Heart attack ____________

Injury to face ____________

Immune system disorder ____________

Injury to neck ____________

Injury to mouth ____________

Hepatitis ____________

Hemophilia ____________

Hypoglycemia ____________

Hypertension ____________

Emphysema ____________

Dizziness ____________

Excessive thirst ____________

Epilepsy ____________

Diabetes ____________

Hay fever ____________

Difficulty sleeping ____________

Difficulty concentrating ____________

General anesthesia ____________

Frequent stressful situations ____________

Gout ____________

Glaucoma ____________

Fluid retention ____________

Fibromyalgia ____________

Frequent illnesses ____________

Frequent cough ____________

Medical condition Never Current Past
If past, enter date

Swollen, stiff or painful joints ____________

Swelling in ankles or feet ____________

Tendency for frequent colds ____________

Tendency for ear infections ____________

Slow healing sores ____________

Sleep apnea ____________

Stroke ____________

Speech difficulties ____________

Tumors ____________

Tuberculosis ____________

Wisdom teeth (third molar) 
extraction

____________

Urinary disorders ____________

Thyroid disorder ____________

Tendency for sore throats ____________

Tonsils Removed ____________

Tired muscles ____________

______________ ____________

Parkinson's disease ____________

Ovarian cysts ____________

Prior orthodontic treatment ____________

Poor circulation ____________

Numbness of fingers ____________

Skin disorder ____________

Osteoporosis ____________

Osteoarthritis ____________

Scoliosis ____________

Scarlet fever ____________

Sinus problems ____________

Shortness of breath ____________

Radiation treatment ____________

Psychiatric care ____________

Rheumatoid arthritis ____________

Rheumatic fever ____________

Medical condition NeverCurrent Past
If past, enter date

ADDITIONAL MEDICAL HISTORY ITEMS:

Recreational drugs ____________

Hepatitis ____________

Current If past, enter date

____________

HIV/AIDS ____________

Current If past, enter date
Never Past Never Past

Wesley Johnson
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LIST ANY SURGICAL OPERATIONS YOU HAVE HAD:

Y N Gallbladder

Y N Heart

Y N Ear

Y N Appendectomy

Y N Back

Y N Thyroid

Y N Tonsillectomy

Y N Nasal

Y N Hernia repair

Y N Lung

Y N Wisdom Teeth Removed

Y N Rib Removal

Y N Heart bypass surgery

Y N Uvulectomy

Y N Periodontal

Other

____________________ ____________________ ____________________

____________________ ____________________ ____________________

FAMILY HISTORY Has any member of you family had (parent, sibling or grandparent):

__Yes __No High blood pressure

__Yes __No Stroke

__Yes __No Sleep disorder

__Yes __No Cancer

__Yes __No Heart disease

__Yes __No Diabetes

__Yes __No Mother snores

__Yes __No Father has sleep apnea

__Yes __No Mother has sleep apnea

__Yes __No Obesity

__Yes __No Thyroid disorder

__Yes __No Father snores

Quit

When did  you quit?

__________

Current smoker

# packs per day

# of years

____

____

SOCIAL HISTORY:

Tobacco Use: Never smoked

Other tobacco: Pipe CigarSnuff Chew

Cigarettes

Alcohol Use:

Caffeine Intake:

Do you drink alcohol? If yes, # of drinks per week:

None

Yes No

Coffee/Tea/Soda # cups per day:

Additional:

> Are you eligible to receive Medicare 
Benefits?  
    ____________________________

> Why did you take tylenol?  
    ____________________________

> How long did you take it for?  
    ____________________________

> How much daily?  
    
____________________________

> If so, then when?  
    
____________________________

__Yes __No Currently, or in the past, have you 
ever taken Tylenol?

Patient's Occupation Employer__________________ __________________

____

____

DatePatient Signature

I certify that the medical history information is complete and accurate.

I authorize the release of a full report of examination findings, diagnosis, treatment program etc., to any referring or treating 
dentist or physician. I additionally authorize the release of any medical information to insurance companies or for legal 
documentation to process claims. I understand that I am responsible for all charges for treatment to me regardless of insurance 
coverage.

Patient Signature Date

Wesley Johnson
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Patient Questionnaire

____ Neck Pain ____ ____

____ Nocturnal (night time) Teeth Grinding ____ ____

____ Morning Hoarseness ____ ____

____ Migraines ____ ____

____ Morning Head Pain ____ ____

____ CPAP Intolerance ____ ____

____ Difficulty Falling Asleep ____ ____

SLE E P BR E ATHIN G C OMPLAINTS

____ Pain when Chewing ____ ____

____ Ringing in the Ears ____ ____

____ Dizziness ____ ____

____ Facial Pain ____ ____

____ Difficulty Swallowing ____ ____

TMD / PAIN C OMPLAINTS
____ Teeth Grinding ____ ____

____ Jaw Pain ____ ____

____ Limited Mouth Opening ____ ____

____ Jaw Locking ____ ____

____ Headaches ____ ____

____ Jaw Clicking ____ ____

Number Frequency

#1 = the most severe symptom 1-4
Intensity

1-10
Continued...

1-4
Intensity

1-10

____ Pain in the Lower Right Quadrant ____ ____

____ Pain in the Lower Left Quadrant ____ ____

____ Pain in the Upper Left Quadrant ____ ____

D E NTAL / T E E TH C OMPLAINTS
____ Pain in the Upper Right Quadrant ____ ____

____ Sensitive to Chewing Pressure ____ ____

____ Bad Breath (Halitosis) ____ ____

____ Sensitive to Hot Temperatures ____ ____

____ Bad or Broken Fillings ____ ____

____ Sensitive to Cold Temperatures ____ ____

____ Frequent Heavy Snoring Which Affects 
the Sleep of Others

____ ____

____ Gasping when Waking Up ____ ____

____ Frequent Heavy Snoring ____ ____

____ General Fatigue ____ ____

____ Chronic Fatigue (disrupting daily 
functions)

____ ____

____ Witnessed Apneic Events ____ ____

____ Non-Restorative Sleep ____ ____

____ Sleepy while Driving ____ ____

____ Nighttime Choking Spells ____ ____

____ Significant Daytime Drowsiness ____ ____

Other - Write in:

Frequency

____ ___________________________ ____ ____

____ ___________________________ ____ ____

____ ___________________________ ____ ____

____ ___________________________ ____ ____

____ ___________________________ ____ ____

____ ___________________________ ____ ____

Version: COMPQ

NAME:
First                             Middle Initial                Last
____________________________________________ CURRENT DATE: __/__/____

DATE OF BIRTH: __________ MALE FEMALE

OFFICE USE
Patient ID: __________

Wesley Johnson
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__Yes __No Digestive problems

__Yes __No Difficulty swallowing

__Yes __No Difficulty speaking

__Yes __No Gagging easily

__Yes __No Numbness of lower lip

__Yes __No Nutritional disorder

__Yes __No Mouth sores

__Yes __No Have you ever been told that you have 
gum problems, gum infection or gum 
inflammation?

__Yes __No Have your gums receded, or do your 
teeth look longer?

__Yes __No Do your gums ever bleed?

__Yes __No Have you had any adult teeth extracted 
due to gum disease?

__Yes __No Difficulty chewing

__Yes __No Diet limited to semisolid or soft foods

__Yes __No Diet limited to liquid foods

__Yes __No Misaligned Teeth

GENERAL LOOK OF TEETH

__Yes __No Sore or sensitive gums

__Yes __No Missing Teeth

__Yes __No Loosing Enamel Thickness (Acid 
Erosion)

__Yes __No Teeth Appearance

__Yes __No Pain in jawbone

__Yes __No Tingling in jawbone

__Yes __No Numbness in jawbone

__Yes __No Pain when chewing

__Yes __No Swollen gums

__Yes __No Poorly fitting upper dental appliance

__Yes __No Pain when swallowing

Periodontal Questions

Other

__Yes __No heartburn

__Yes __No Graves' disease

__Yes __No diarrhea

__Yes __No malaria

__Yes __No lymes disease

__Yes __No false positive for veneral disease

__Yes __No mononucleosis

__Yes __No breast cancer

C AN C E R

> any other blood disease:  
    ____________________________

__Yes __No faintness

__Yes __No dizziness

BALAN C E

__Yes __No headaches

BLO O D DIS E AS E S
__Yes __No posture inbalance

__Yes __No lean to one side

__Yes __No bloating feeling

__Yes __No belching or passing gas

__Yes __No abdominal pain

__Yes __No blood in stool

__Yes __No Crohn's disease

__Yes __No constipation

__Yes __No colitis

__Yes __No leukemia

__Yes __No Hodgkin's disease

__Yes __No colon cancer

__Yes __No lymphoma

DIG E STIV E TRA C T

> any other cancer:  
    ____________________________

__Yes __No prostate cancer

__Yes __No difficulty making decisions

__Yes __No confusion, poor comprehension

__Yes __No brain fog

__Yes __No learning disabilities

__Yes __No pains or aches in muscles

__Yes __No pain or aches in joint

__Yes __No osteoporosis

__Yes __No stiffness or limitation of movement

__Yes __No blood in urin

__Yes __No bladder infection

KIDN E Y/BLADD E R

__Yes __No cramps in legs

__Yes __No arthritis

JOINT/MUS CLE

__Yes __No feeling weakness or tiredness

__Yes __No muscle atrophy

__Yes __No loss of muscle coordination

__Yes __No gums bleed after flossing

__Yes __No pneumonia

__Yes __No laryngitis

__Yes __No difficulty breathing

__Yes __No shortness of breath

__Yes __No Alzheimer's disease

MIND
__Yes __No TB (tuberculosis)

__Yes __No kidney stones

__Yes __No kidney infecrtion

__Yes __No difficulty with urination

LUN G S

__Yes __No chest congestion

__Yes __No bronchitis

__Yes __No asthma

Symptoms

Wesley Johnson
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__Yes __No apathy, lethargy

E N E R G Y/A C TIVITY
__Yes __No under-active thyroid

__Yes __No restlessness

__Yes __No hyperactivty

__Yes __No fatigue/sluggishness

__Yes __No prostate problems

__Yes __No menstruation, pain, too often, too seldom

__Yes __No low female hormones

__Yes __No diabetes

__Yes __No pancreas, blood sugar low , pancreatitis

__Yes __No over-active thyroid

__Yes __No ovary / uterus problems

__Yes __No tired easily

[L] [R] [B] Which side hits first when you bite down?

H E AD
__Yes __No watery or itchy

__Yes __No swollen, red or itchy

__Yes __No bags or dark circles under eyes

E Y E S
__Yes __No tired upon waking in the morning

__Yes __No dizziness

__Yes __No chronic eye infection

__Yes __No blurred or tunnel vision (does not include 
near of far sightedness)

__Yes __No hearing loss

__Yes __No earaches, ear infections

__Yes __No drainage from ears

__Yes __No tinnitus (ringing in the ears)

__Yes __No itchy ears

__Yes __No hissing in the ears

__Yes __No difficulty equalizing to pressure changes

__Yes __No nausea or vomiting

> type:  
    ____________________________

__Yes __No hepatitis

E ARS
__Yes __No ulcer

__Yes __No poor appetite

EMO TIO NS

E ND O C RIN E
__Yes __No suicidal tendencies

__Yes __No panic attacks

__Yes __No cold hands or feet

__Yes __No chronically sub-normal tempurature

__Yes __No adrenal fatigue

__Yes __No moodswings

__Yes __No claustrophobia

__Yes __No anxiety, fear or nervousness

__Yes __No anger

__Yes __No irritablity or aggressiveness

__Yes __No divorced

__Yes __No depression

__Yes __No twitching of face or other muscles

__Yes __No tremor of hands, feet, or head

__Yes __No tingling in any part of the body

__Yes __No blooding nose

__Yes __No blocked air flow or decreased air flow

N O S E

__Yes __No shingles (herpes zoster)

__Yes __No knees or leg jerk

__Yes __No epilepsy or convulsions

__Yes __No Dr. told you "its your nerves"

__Yes __No Parkinsons symptoms

__Yes __No numbness in any part of the body

__Yes __No multiple sclerosis

__Yes __No dry, crusty membranes

__Yes __No angry

STR E SS R ELAT E D C O NDITIO NS

> what organ:  
    ____________________________

__Yes __No do you suffer from depression?

O R G AN TRANSPLANT

__Yes __No loss of smell

__Yes __No hay fever

__Yes __No excessive mucus formation

__Yes __No stuffy nose

__Yes __No sneezing attacks

__Yes __No sinus problems

__Yes __No chronic coughing

__Yes __No canker sores

__Yes __No bleeding gums

__Yes __No gagging, frequent need to clear throat

__Yes __No decreased saliva

__Yes __No chronic throat infection

__Yes __No bad breath (halitosis)

__Yes __No poor physical coordination

__Yes __No poor memory

__Yes __No poor concentration

MO UTH/THR O AT
__Yes __No stuttering or stammering

__Yes __No slurred speech

__Yes __No hoarseness

N E RV O US DIS O RD E RS
__Yes __No trouble with tonsils

__Yes __No thick coating on tongue

__Yes __No burning pain

__Yes __No bells palsy

__Yes __No ALS or ALS "like" symptoms

__Yes __No swollen or discolored tongue, gums or 
lips

__Yes __No loss of voice

__Yes __No loosening of teeth, periodontal disease

__Yes __No increased saliva

__Yes __No sore throat

__Yes __No scaloped edges on tongue

__Yes __No metallic taste in mouth

Wesley Johnson
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__Yes __No low blood pressure

__Yes __No partial heart attack

__Yes __No heart murmur

__Yes __No high blood pressure

__Yes __No tachycardia (racing heartbeat)

__Yes __No autoimmune disease

__Yes __No low immune system

IMMUN E SYST EM
__Yes __No allergies

__Yes __No heart or chest pain

__Yes __No back

H E ART

Do your tee th hit in the front or back 
first?

__Yes __No front

__Yes __No abnormal EKG

__Yes __No endocarditis

__Yes __No heart attack

__Yes __No angina

__Yes __No arrhythmia

__Yes __No compulsive eating

__Yes __No craving certain foods

__Yes __No binge eating/drinking

__Yes __No bloating after eating

__Yes __No water retention

__Yes __No excessive weight

__Yes __No under weight

W EIG HT

__Yes __No headaches

__Yes __No hungry

__Yes __No do you suffer from insomnia?

__Yes __No do you suffer from anxiety?

__Yes __No stress levels above normal?

__Yes __No tired

__Yes __No lonely

__Yes __No migraines

Other __________________ __________________ __________________

When having pain do you experience:

__Yes __No Sensitivity to noise

__Yes __No Sensitivity to light (photophobia)

__Yes __No Throbbing

> Any other:  
    ____________________________

__Yes __No Vomiting

__Yes __No Nausea

__Yes __No Dizziness

__Yes __No Burning

__Yes __No Double vision

__Yes __No Limitation in movement

__Yes __No Fatigue

HEAD PAIN HISTORY
Pain Qualities

__________ How much anxiety does the thought of dental 
procedures cause you?
Previous Medical Diagnosis

> to include:  
    ____________________________

__________ How tense are you?

--- SEVERITY ON A SCALE OF 0-10 ---

--- 0=No Pain 10=Worst Pain Imaginable ---

__________ How depressed are you?

Wesley Johnson
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DRAW YOUR PAIN PATTERNS FOLLOWING THIS KEY:

Mild, numbing pain

Moderate, dull pain

Severe, radiating 
pain
Pressure

Wesley Johnson




Dental Chart 
 
Name ________________________________________   Age________   Sex __________ 
 

                                                                         
                      Symbol Chart  
 
Pulled teeth                                     X 
Cavities filled                                  C 
Crown                                             CN 
Bridge                                             BR 
Root Canal                                      RC 

 
                        Do you wear ... 
 
  Dentures?      ___     upper ___  lower  
  Braces?          ___    upper  ___  lower 
  Retainer ?      ___     upper ___  lower  
  Night Guard  ___     upper ___  lower 
  or Splint 

 

Please indicate on the numbered tooth chart below the teeth that have had dental intervention.  
Please use the symbols in the box above to indicate the type of intervention used on each tooth. 

 
 

 

Right Side                                          Left Side 
 
        
 
 

 Mark the areas where you have 
 pain or dysfunction with an “X”  
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HISTORY OF SYMPTOMS

> When asked "Is there anything that makes your pain or 
discomfort worse?" the patient stated  
    ____________________________

> Regarding the quesion "Is there anything that makes 
your pain or discomfort better?" the patient stated  
    ____________________________

> The patient states the pain or condition first occurred  
    ____________________________

______  
______  
______  
______  
______  
______  
______  
______  
______  
______  
______  
______  
______

The patient believes the cause of the pain to be  
     (Choose ONE from below)  
 a motor vehicle accident  
 a motorcycle accident  
 a work related incident  
 a playground incident  
 an athletic endeavor  
 a fight  
 a fall  
 an accident  
 an illness  
 an injury  
 orthodontics  
 dental procedures  
 previous surgery

__Yes 
__No

Are you at the computer for 4 or more hours per day?

> <He/She> believes other information important to the 
pain or condition to be  
    ____________________________

__Yes 
__No

Are your activities limited due to pain?

LIST ANY TREATMENTS YOU HAVE HAD FOR THIS PROBLEM AND ALL  
HEALTH PROFESSIONALS THAT YOU ARE CURRENTLY SEEING:

8 ____________ ____________________ ________________________________ ________

7 ____________ ____________________ ________________________________ ________

12 ____________ ____________________ ________________________________ ________

11 ____________ ____________________ ________________________________ ________

10 ____________ ____________________ ________________________________ ________

9 ____________ ____________________ ________________________________ ________

2 ____________ ____________________ ________________________________ ________

1 ____________ ____________________ ________________________________ ________

6 ____________ ____________________ ________________________________ ________

5 ____________ ____________________ ________________________________ ________

4 ____________ ____________________ ________________________________ ________

3 ____________ ____________________ ________________________________ ________

Practitioner Specialty Treatment (Aprox.) Date

Wesley Johnson
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(Add columns 0-3)

THE EPWORTH SLEEPINESS SCALE
How likely are you to doze off or fall asleep in the following situatons?

Check one in each row:

Sitting and reading

Watching TV

Sitting inactive in a public place (i.e. a 
theater or a meeting)

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 quitely after a lunch 
without alcohol

In a car, while stopping for a 
few minutes in traffic

Total Score:

0  
No chance  
of dozing

1  
Slight chance  

of dozing

2  
Moderate chance  

of dozing

3  
High chance  

of dozing

_________

Wesley Johnson
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Weight

Height

Has anyone noticed that you quit breathing 
during your sleep?

nearly every day
3-4 times a week
1-2 times a week

5. Has your snoring ever bothered other people?

yes

How often do you snore?

3-4 times a week
nearly every day

Your snoring is?

louder than talking
very loud. Can be heard in adjacent rooms

yes

don't know
no

Complete the following:

Berlin Questionnaire Sleep Evaluation
1.

2.

3.

4.

6.

How often do you feel tired or fatigued after your 
sleep?

7.

If you snore: During your waketime, do you feel tired, fatigued or not 
up to par?

8.

Have you ever nodded off or fallen asleep while 
driving a vehicle?

9.

10.

If yes, how often does it occur?

slightly louder than breathing
as loud as talking

1-2 times a week
1-2 times a month
never or nearly never

no

1-2 times a month
never or nearly never

Do you snore?

nearly every day
3-4 times a week
1-2 times a week
1-2 times a month
never or nearly never

nearly every day
3-4 times a week
1-2 times a week
1-2 times a month
never or nearly never

yes
no

nearly every day
3-4 times a week
1-2 times a week
1-2 times a month
never or nearly never

Do you have high blood pressure?

don't know
no
yes

(For office use)
Scoring Questions:  Any answer within the box is a positive response

Scoring categories
Category 1 is positive with 2 or more positive responses to questions 2-6
Category 2 is positive with 2 or more positive responses to questions 7-9
Category 3 is positive with 1 positive response and/or a BMI > 30

Final Result:
(BMI =  Body Mass Index)

2 or more possible categories indicates a high likelihood of sleep disordered breathing.

Score: ___

(Answer questions 3-6)

Age ________
___ ft ___ in

Wesley Johnson
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No << >> Yes
1 2 3 4 5 6 7

FATIGUE SCALE
During the past week:

I felt fatigued and had less motivation
I felt fatigued and did not desire to exercise
I felt fatigued often    .   .   .   .
I felt fatigue that interfered with my physical 
functioning
I felt fatigued which caused me frequent 
problems

I felt fatigued which prevented sustained 
physical functioning
I felt fatigued and couldn't carry out certain 
duties and responsibilities
Fatigue was among my three most 
disabling symptoms
Fatigue interfered with my work, family or 
social life

Total Score: _____

SLEEP HISTORY
Previous Diagnosis

Years ago Days  ago

Yes No Have you been previously diagnosed with Obstructive Sleep Apnea?

If Yes, how long ago was it?
number

Months ago______

Snoring is reported as:

__Yes __No Worse during supine sleep (on back)

__Yes __No Worse following alcohol late at night

______  
______  
______  
______

Frequency  
     (Choose ONE from below)  
 seldom  
 never  
 daily  
 often

______  
______  
______

Severity  
     (Choose ONE from below)  
 light  
 moderate  
 loud

Wake

______  
______  
______

Naps  
     (Choose ONE from below)  
 naps daily  
 never napping  
 occasionally naps

__Yes __No Has morning headaches

__Yes __No Awakens unrefreshed

Yes NoSleepiness while driving

Risks discussed Yes No

The patient:

__Yes __No Restless legs

__Yes __No Hypnagogic Hallucinations

__Yes __No Waking up and having difficulty returning to 
sleep

__________ Frequency of nocturnal urination (# of times)

__Yes __No Dreaming

__Yes __No Dry mouth

__Yes __No Bruxism

__Yes __No Excessive movements

__________ Getting up <number of times> per night

__Yes __No Gasping

Sleep Onset Latency ____ minutes

Normally goes to bed at ___

Hours of sleep per night ___ hours
Sleep aid Yes No
If yes, name that medication ________

AM PM

Sleep:

__Yes __No Worse following alcohol late at night

__Yes __No Worse during supine sleep (on back)

Witnessed apneas are:

Wesley Johnson
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SLEEP STUDIES

____
____

____
____

____ ____
____ ____

moderate obstructive sleep apnea
severe

mild

____ ____

Decreased None
NoneDecreased

a nadir SpO2 of T90

REM Sleep

____________

Yes No

Sleep Study Date

FOR OFFICE USE ONLY

The evaluation confirmed a diagnosis of

The evaluation showed

an RDI of
an AHI of

during REM Supine Side

Slow Wave Sleep

Sleep Center Name __________________________________________________

Have you ever had an evaluation at a Sleep 
Center?

Home Sleep Study Polysomnographic evaluation performed at sleep disorder center

__Yes __No Surgery (Uvulectomy)

__Yes __No Pillar procedure

__Yes __No Smoking cessation

__Yes __No Dieting

__Yes __No Weight loss

__Yes __No Surgery (Uvuloplasty)

__Yes __No Uvuloplasty (but continues to have 
symptoms)

__Yes __No Tongue reduction

__Yes __No CPAP

__Yes __No BiPap

__Yes __No Uvulectomy (but continues to have 
symptoms)

OTHER THERAPY ATTEMPTS

Other

What other therapies have you had for breathing disorders?

________________________________________________________________________________

________________________________________________________________________________

__Yes __No Noise disturbing sleep and/or bed 
partner's sleep

__Yes __No CPAP restricted movements during sleep

__Yes __No CPAP does not seem to be effective

__Yes __No Disturbed or interrupted sleep

__Yes __No Mask leaks

__Yes __No Inability to get the mask to fit properly

__Yes __No Discomfort from headgear

__Yes __No Does not resolve symptoms

__Yes __No Noisy

__Yes __No Cumbersome

__Yes __No An unconscious need to remove the 
CPAP

__Yes __No Pressure on the upper lip causing tooth 
related problems

__Yes __No Latex allergy

__Yes __No Claustrophobic associations

CPAP Intolerance

Other

(Continuous Positive Airway Pressure device)

If you have a ttempted trea tment with a C PAP device , but could not tolera te it please fill in this section:

____________________ ____________________ ____________________

Wesley Johnson




Patient Signature Date Page 11

__Yes __No Missing tooth

__Yes __No Mismatched bite

__Yes __No Orthodontic second opinion

__Yes __No Overly small mouth

__Yes __No Overbite

__Yes __No Accident

REASONS FOR VISIT

__Yes __No "Buck" or protruding teeth

__Yes __No Irregularly shaped teeth

__Yes __No Crowded teeth

__Yes __No Finger sucking

__Yes __No Grinding

__Yes __No Mouth Breathing

__Yes __No Tongue habit

__Yes __No Nail Biting

__Yes __No Receded jaw

__Yes __No Prominent jaw

__Yes __No Tooth spacing - excessive

__Yes __No Clenching

TENDENCIES

Orthodontic Concerns

Other

Tooth #____________ Bridge

Tooth #____________ Extracted teeth

Tooth #____________ Crown

> Dental Chart Information  
    ____________________________

Tooth #____________ Cavities filled

______  
______

Nutrional Questionnaire  
     (Choose ONE from below)  
 nutrional diet is lacking, information 
and education. given to improve.  
 nutrional diet is lacking, information 
and education given to improve.

______  
______  
______

Predisposting - Risk Factors for healing  
     (Choose ONE from below)  
 High Risk  
 Moderate Risk  
 No Risk

______  
______  
______  
______

Mercury Exposure Questionnarie  
     (Choose ONE from below)  
 high exposure  
 high levels of mercury present.  
 body burdon of mercury is potentially 
high  
 compromise of elimination pathways 
(primarily glutathione)

Tooth #____________ Implant

Tooth #____________ Root Canal

PAST PATIENT  EXPERIENCE

Other
________________________________________

________________________________________

DatePatient Signature
I certify that the medical history information is complete and accurate.

I authorize the release of a full report of examination findings, diagnosis, treatment program etc., to any referring or treating 
dentist or physician. I additionally authorize the release of any medical information to insurance companies or for legal 
documentation to process claims. I understand that I am responsible for all charges for treatment to me regardless of insurance 
coverage.

Patient Signature Date

Wesley Johnson




Initial Summary of New Patient Notification, Understanding and Agreement for Professional Services Rendered by 

Dr. Steve Evans and Sent to New Patients Prior to an Office Visit 

Thank you for completing your New Patient Medical/Dental History. Our goal is to take the time to listen and carefully evaluate how we may provide 

the dental services you need.  Most patients are referred to this office due to unique and often uncommon medical and dental challenges, thus it 

requires more than the average amount of time to render services.  In order to provide patients with the focused and exceptional patient care 

necessary to meet expressed needs, it requires us to concentrate on those needs, limit this practice to an average of 4-5 patients a day, provide as 

realistic a plan for services considered, estimate potential time and cost, coordinate with referring physicians and gain patients' cooperation and trust 

with regard to protocols to aid individual healing.   

Complete and accurate information is vital to provide the excellence in services you desire.   Because of the difference in the type of care one may 

have experienced with other dental practices, which often process three times the number of patients per day, there may be a perceived difference in 

the services and required a pre-service interview to exchange information.  This summary is an attempt to clarify mutual intensions to build quality 

communications and patient/doctor relationships.  It is our intention to provide the highest quality time, materials and professional patient care.  

Please review, complete and where appropriate, initial the following: 

Do you have any other conditions, diseases, or problems not listed previously on this Patient History?_________Yes___________No 

Do you have any special concerns regarding your dental visit? Time____ Money______Other______________________________ 

Describe any concerns you may have had with past dental treatment or special areas of concern you would like to have addressed by Dr. Evans and 

his staff:_________________________________________________________________________ 

How often do you see a dentist for cleaning, etc.: 6 months______9 months _______Yearly __________Last Visit_____________ 

I have reviewed and completed this Medical/Dental History Questionnaire and it is accurate to the best of my knowledge.________ 

I understand this information will be used by Dr. Evans and staff to help determine appropriate and healthful dental treatment.  If there are any 

changes in my medical status, I will inform Dr. Evans and his staff prior to each appointment. _______ 

Since at each visit a review of treatment considered revision of the original treatment considered is explained prior to treatment, I give Dr. Evans my 

consent to perform any needed dental treatment upon understanding what service is recommended.________ 

I understand that Dr. Evans does not accept any form of insurance, nor does he or his staff have the time to work with insurance companies.  And if I 

choose to submit my invoice for dental services reimbursement to my insurance company, I am to instruct them to reimburse me as Dr. Evans will 

not accept any funds from an insurance company and will return any checks to that insurance company for benefits otherwise payable to me for 

services rendered.______ 

I understand that I am financially responsible for my charges at the time of services, whether covered or not covered or denied by my insurance 

company.  I further understand that I must confirm my appointment and/or notify Dr. Evans office three days in advance if I must cancel an 

appointment to avoid any charges for changing my appointment time to allow for someone else needing care____ 

I understand that an initial estimate of time and costs will be provided after my consultation and that payment is due in full at the time of 

consultation/treatment unless prior arrangements have been made with Dr. Evans’ staff. And I further agree that I am seeking dental services only 

and my fees do not include any additional report preparations or any type of insurance or legal related documents which fees will be from $500, an 

hour to $10,000 a day depending upon the type of clerical, insurance, or legal related document of services requested._____   

I understand I have the choice, and give consent to Dr. Evans for conscious sedation and/or local anesthetic as needed and I have followed and will 

follow all pre and post surgical instructions including not eating or drinking any fluids six hours prior to my appointment and providing a driver if I am 

requesting conscious sedation.______ 

When you arrive for your appointment, we will ask you to sign and date your Medical/Dental History and any other appropriate forms needed for 

clarification and understanding or as required by law (Hippa).  We look forward to serving you.  Please call with any questions. 

 


