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Kenneth L: Andow Dental Historx

Cosmetic and family dentistry with a caring touch

Name: . Date:

Reason for today’s visit: .

Date of last dental visit: Purpose of that visit?
Date of last teeth cleaning: Date of last full mouth x-rays: .

Our goal is to make your experience in our office exactly how you want it to be. Please complete the following so we can make you as comfortable as possible.

“What concerns you most about your mouth?

Rate, in order of value from 1 to 4 (with 1 being the most important), what is most important to you in your dental care:
Preventive Care
Only what is necessary at the time (Cost is important)
Comprehensive, Quality Care

Other
Mark "YES" or "NO" next to each item.

Do you have dental exams on a regular basis? Every months YESO NOO
Do you think you have cavities in your mouth now? YESO NOO
Are any of your teeth sensitive to:

cold? Where? YESO NOO

hot? Where? YESO NOO

sweets? Where? YESO NOO

biting or chewing? Where? YESO NOO
Are you concerned about:

Replacing missing teeth? YESO NOO

Eliminating any disease present in your mouth? YESO NOO

Gum Disease? YESO NOO

Bad Breath? YESO NOO

The appearance of your smile? YESO NOO

Jaw Pain (TMJ)? YESO NOO
Are your teeth wearing down? YESO NOO
Is keeping your natural teeth important to you? YESO NOO

Rate your level of apprehension you have regarding dental treatment. (10 being the most apprehensive and 1 being the least)
O1 02 O3 eor! O5 06 07 08 09 010
When Dr. Andow reviews your treatment plan with you would you like to know (please mark one):
O The big picture of what needs to be done O All the treatment details along the way

NOTES:

Panorama Dental Building ¢ 9025 E. Mineral Cir., Suite 101 + Centennial, CO 80112 < (303) 799-1525 + www.andowdental.com





		Name: 

		Todays Date: 

		Reason: 

		Last visit: 

		purpose: 

		Last Cleaning: 

		last xrays: 

		concerns: 

		preventive: 

		cost: 

		comprehensive: 

		other: 

		other explanation: 

		how often: 

		cold: 

		hot: 

		sweets: 

		biting: 

		level: Off

		big picture: Off

		all treatments: Off

		Notes:                  

		exams regular: Off

		cavities: Off

		cold sense: Off

		hot sense: Off

		sweet sense: Off

		chewing: Off

		missing: Off

		elimination: Off

		gum disease: Off

		breath: Off

		smile: Off

		TMJ: Off

		wearing: Off

		natural: Off






Kenneth L. Andow Medical Histor

DDS o

Cosmetic and family dentistry with a caring touch

Name: Date:.

Medical Doctor's Name: . Phone: .

Date of last examination:

Have you been under the care of a medical doctor during the past two months? YESO NOO
If yes, why?
Have you ever been hospitalized for any serious illness or operation? YESO NOO

If yes, please list:
Are you currently taking any medications, drugs or pills on a regular basis? YESO NOO

If yes, please list:

Are you allergic to or have you ever reacted adversely to any medications? YESO NOO

If yes, please list:

Indicate which of the following you have had or have at present. Mark either "YES" or "NO" next to each item.

Heart Failure YESO NOO Anemia YESO NOO Sinus Trouble YESO NOO Arthritis/Gout YESO NOO Artificial Heart Valve ~ YESO NOO Nervousness YESO NOO
Artificial Joints YESO NOO Shortness of Breath ~ YESO NOO Liver Disease YESO NOO Cancer YESO NOO Cortisone Medicine ~ YESO NOO Heart Surgery YESO NOO
Chronic Cough YESO NOO Diabetes YESO NOO High Blood Pressure ~ YESO NOO Alzheimer's Disease ~ YESO NOO Hepatitis B (serum) ~ YESO NOO Stroke YESO NOO
Blood Transfusion ~ YESO NOO Hay Fever YESO NOO CosmeticSurgery ~ YESO NOO Arteriosclerosis YESO NOO Parathyroid Disease ~ YESO NOO HIV Positive YESO NOO
Angina Pectoris YESO NOO Sickle Cell Disease ~ YESO NOO Radiation Therapy ~ YESO NOO Lung Disease YESO NOO Chest Pain YESO NOO Psychiatric Treatment  YESO NOO
Kidney Trouble YESO NOO Heart Disease YESO NOO Yellow Jaundice YESO NOO Anti-Cancer Drugs ~ YESO NOO Drug Addiction YESO NOO Valvular Dysfunction  YESO NOO
Tuberculosis (TB) YESO NOO Thyroid Problems YESO NOO Low Blood Pressure ~ YESO NOO Hypoglycemia YESO NOO Hepatitis C YESO NOO Excessive Thirst YESO NOO
Hemophilia YESO NOO Allergies or Hives YESO NOO Emphysema YESO NOO Mitral Valve Prolapse  YESO NOO Fainting/Dizzy Spells  YESO NOO Swelling of Ankles/Feet/Hands
Heart Attack YESO NOO Bruise Easily YESO NOO Chemotherapy YESO NOO Rheumatism YESO NOO Heart Pacemaker YESO NOO YESO NOO
Ulcers YESO NOO Rheumatic Fever YESO NOO Epilepsy or Seizures ~ YESO NOO Hepatitis A (infect)  YESO NOO Recent Weight Loss ~ YESO NOO Cold Sores/Fever Blisters

Asthma YESO NOO Glaucoma YESO NOO Blood Disease YESO NOO Herpes YESO NOO AIDS YESO NOO YESO NOO
Do you have any disease, condition, or medical problem not listed above YESO NOO

If yes, please list:

For Women

Are you pregnant? YESO NOO

Are you nursing? YESO NOO

Are you taking any birth control pills? YESO NOO
NOTES:

[ understand the above information is necessary to provide me with dental care in a safe and efficient manner. To the best of my knowledge, all of the preceding
answers are correct. If | have any changes in my health status or if my medications change, | shall inform the dentist and staff at the next appointment without fail.

Patient Signature (Parent or Guardian) Date

Panorama Dental Building ¢ 9025 E. Mineral Cir., Suite 101 + Centennial, CO 80112 < (303) 799-1525 + www.andowdental.com





		Anemia: Off

		Shortness of Breath: Off

		Hay Fever: Off

		Diabetes: Off

		Thyroid Problems: Off

		Allergies or Hives: Off

		Heart Disease: Off

		Sickle Cell Disease: Off

		Glaucoma: Off

		Rheumatic Fever: Off

		Bruise Easily: Off

		Name: 

		Medical Doctor's Name: 

		Date of last examination: 

		Phone: 

		Why: 

		Please list1: 

		Please list3: 

		Please list2: 

		Heart Failure: Off

		Artifcial Joints: Off

		Blood Transfusion: Off

		Chronic Cough: Off

		Tuberculosis: Off

		Hemophilia: Off

		Kidney Trouble: Off

		Angina Pectoris: Off

		Asthma: Off

		Ulcers: Off

		Heart Attack: Off

		Sinus Trouble: Off

		Liver Disease: Off

		Cosmetic Surgery: Off

		High Blood Pressure: Off

		Low Blood Pressure: Off

		Emphysema: Off

		Yellow Jaundice: Off

		Radiation Therapy: Off

		Blood Disease: Off

		Seizures: Off

		Chemotherapy: Off

		Arthritis/Gout: Off

		Cancer: Off

		Arteriosclerosis: Off

		Alzheimer's Disease: Off

		Hypoglycemia: Off

		Mitral Valve Prolapse: Off

		Anti-Cancer Drugs: Off

		Lung Disease: Off

		Herpes: Off

		Hepatitis A: Off

		Rheumatism: Off

		Artificial Heart Valve: Off

		Cortisone Medicine: Off

		Parathyroid Disease: Off

		Hepatitis B: Off

		Hepatitis C: Off

		Fainting: Off

		Drug Addiction: Off

		Chest Pain: Off

		AIDS: Off

		Recent Weight Loss: Off

		Pacemaker: Off

		Nervousness: Off

		Heart Surgery: Off

		HIV: Off

		Stroke: Off

		Excessive Thirst: Off

		Valvular Dysfunction: Off

		Psychiatric Treatment: Off

		Cold Sores/Fever Blisters: Off

		Swelling: Off

		care: Off

		hospitalization: Off

		medications: Off

		adverse reactions: Off

		Please list4: 

		condition: Off

		pregnant: Off

		nursing: Off

		birth control: Off

		Remarks: 

		Todays Date: 






Kenneth L. Andow New Patient Information
DDS o PC .

Cosmetic and family dentistry with a caring touch

Name: . Date:

What name would you like to be called: Date of Birth:

Home Phone: Social SecurityNo: ~~~ Marital Status: OS OM OD OW
Cell Phone:

E-mail:

Address: City: State: Zip Code:
Employer: .

Work Address: City: State: Zip Code:
Work Phone: . Occupation: .

School Name (if full time student): Grade:

Names of brothers and sisters (if child):

Dental Insurance Company: Group#:

Whom may we thank for referring you to our office?

Family Information - Spouse (or Parent)

Name: .

Address: . City:. State: __ Zip Code:.
Home Phone: Social Security No: Date of Birth:.
Employer:

Work Address: . City:. State: __ Zip Code:.
Work Phone: .

Dental Insurance Company:. Group#:.

Emergency Information - Person to contact in case of emergency (outside of immediate family)

Name:

Address: City: State: _ Zip Code:.
Phone #:

Account Information - Responsible party for patient

Name:

Panorama Dental Building ¢ 9025 E. Mineral Cir., Suite 101 + Centennial, CO 80112 < (303) 799-1525 + www.andowdental.com





		Name: 

		Todays Date: 

		Nickname: 

		Birth Date: 

		Home phone: 

		Social: 

		marital: Off

		Cell phone: 

		email: 

		address: 

		city: 

		state: 

		zip: 

		employer: 

		work address: 

		work city: 

		work state: 

		work zip: 

		work phone: 

		occupation: 

		school: 

		grade: 

		siblings: 

		insurance: 

		referred by: 

		group #: 

		family name: 

		f address: 

		f city: 

		f state: 

		f zip: 

		f Birth Date: 

		f social: 

		f home phone: 

		f employer: 

		f work address: 

		f work city: 

		f work state: 

		f work zip: 

		f work phone: 

		f insurance: 

		f group #: 

		emergency name: 

		e address: 

		e city: 

		e state: 

		e zip: 

		e phone: 

		account info: 





