Patient Information:

Last

PAUL S. HERRIN, D.D.S.
395 DERHAKE * FLORISSANT, MO * 63031
314-921-0070

First M.IL Preferred Name

Address

City State

ZIP

Home Phone -

Business # - Cell #

Date of Birth -

- SS # - - Occupation

Email Address

Employer

Employer’s Phone

Responsible Person

Parent, Spouse Information or Responsible Party:

Last

First

M.L

Address

City State

ZIP

Home Phone -

Business # - Cell #

Date of Birth -

- SS # - - Occupation

Employer

Employer’s Phone

Employer’s Address

City State

ZIP

Dental Insurance:
Primary Insurance Plan

Name of Insured

Phone Number

Relationship to Patient

Secondary Insurance Plan

Name of Insured

Phone Number

Relationship to Patient

I hereby authorize payment directly to the attending dentist of the group insurance benefits otherwise payable to
me, but not to exceed the charges shown. I understand that I am financially responsible for any charges not covered

by this authorization.

Signed (Insured Person)

Date



PAUL S. HERRIN, D.D.S.
395 DERHAKE ¢ FLORISSANT, MO « 63031
314-921-0070
Medical History:

Patient Name:

Person to contact in case of an emergency: ~ Name
Emergency Contact: ~ Daytime Phone: - - Evening Phone: - -
Physician Name Phone Number

Tell us of any serious illnesses, operations, or hospitalizations in the last five years -

Please CIRCLE the answers that apply to vour health:

Are you in good health? YES NO
Are you taking any blood thinners or medication to slicken your blood? YES NO If yes, drug name
Are you taking any medications for Osteoporosis? YES NO If yes, drug name

Heart and Circulatory

Abnormal Bleeding Fainting Spells Mitral Valve Prolapse
Anemia Heart Attack Pacemaker

Angina Heart Murmur Rheumatic Fever
Chest Pain High Blood Pressure Stroke

Respiratory

Asthma or Hay Fever Emphysema Sinus Trouble

Bronchitis Shortness of Breath Tuberculosis

General

AIDS or HIV Drug Abuse Mental Health Problems

Alcohol Abuse Eating Disorders Painful Swollen Joints

Arthritis Epilepsy or Seizure Disorder Persistent Cough That Produces Blood
Artificial Joints Hepatitis Persistent Swollen Glands in the Neck
Cancer or Tumor Immune System Problems Sexually Transmitted Disease

Cold Sores Kidney Trouble Stomach Ulcers

Diabetes Liver Disease Thyroid Problems

List any allergies:

List any Medications (include non-prescription, vitamins, birth control pills):

Are you pregnant? YES NO Are you nursing? YES NO

To the best of my knowledge, all of the preceding answers and information provided are true and correct. IfI ever
have any change in my health, I will inform the doctor at the next appointment without fail.

Signature Date




PAUL S. HERRIN, D.D.S.
395 DERHAKE * FLORISSANT, MO * 63031
314-921-0070

Dental Health Information

NAME:

Date:

Thank you for providing us with important information that will help us serve you better.

Are you having any discomfort? YES NO
Any sensitivity to hot, cold, sweets, chewing? YES NO
Does dental treatment make you nervous? YES NO
Have you experienced any of the following problems:
Bleeding gums YES NO
Bad breath YES NO
Soreness in the jaw joint YES NO
Grinding of teeth YES NO
On a scale of 1 to 10 with 10 being the highest rating:
How important is your dental health to you?
1 2 3 4 5 6 7 8 9 10
Where would you rate your current dental health?
1 2 3 4 5 6 7 8 9 10
Where would you like your dental health to be?
1 2 3 4 5 6 7 8 9 10
Do you think your dental health effects
your overall health? YES NO
Do you think it is important to have your
Teeth cleaned at least every six months? YES NO

When was the last time you had an oral cancer exam?

Is the brightness of your teeth
important to you?

Do you smoke or use tobacco in
any form?

Do you drink coffee or tea?

YES

YES

YES

NO

NO

NO

If I could change my smile I would make my teeth:

Whiter

Straighter

Close space

Replace black mercury fillings with
tooth colored restorations

Repair chipped teeth

Replace missing teeth

Less gum showing

Replace old crowns or caps that
don’t match

Do you prefer to save your teeth?
Have you ever had a special coating
applied to your back teeth to protect

from tooth decay?

Do you take a fluoride supplement?

Date of last cleaning:

YES
YES
YES
YES
YES
YES
YES
YES

YES

YES

YES

If there were a way to whiten your teeth for a very reasonable investment, would you be interested?

What is the most important thing to you about your future smile and dental health?

What is the most important thing to you about your dental visit today?

NO
NO
NO
NO
NO
NO
NO
NO

NO

NO

NO




