
 
Today’s date:  ______________ 

 

ABOUT YOU 

Name: ___________________________________ � Female � Male 

Home Address: ____________________________________________ 

City: ______________________  State:  _______  Zip:  ____________ 

Home Phone:  _________________ Cell Phone: ___________________ 

Work Phone:  ____________________  Birth Date: ____/____/______   

SSN:  ___________________ Driver License No.: _________________ 

E-mail Address: ___________________________________________ 

Employer: _______________________________________________ 

Position: ________________________________________________ 

Business Address: __________________________________________ 

Marital Status:    �  Single    �  Married    �  Widowed 

Name of Spouse: ___________________________________________ 

Spouse’s Birth Date: ____/____/_____ Spouse’s SSN:  _______________ 

Spouse’s Employer:  ________________________________________ 

Children’s Names & Ages: ____________________________________ 

_______________________________________________________ 

How do you enjoy spending your free time? ________________________ 

_______________________________________________________ 

Whom may we thank for referring you? ___________________________ 

EMERGENCY INFORMATION 

Person to contact: __________________Relationship: _____________ 

Phone:__________________________________________________ 

Address: ________________________________________________ 

 

INSURANCE INFORMATION 

Insurance is a contract between you and your insurance company.  We will bill 

your insurance company as a courtesy to you.  Please bring your dental card 

with you to your appointment. 

We are happy to have you join 

our great family of patients 

and friends.  The benefits of a 

healthy, beautiful smile are 

immeasurable and our goal is 

to allow you to obtain the 

healthy teeth and attractive 

smile you want and deserve.  

Please complete this form so 

we can provide the best care 

possible for you.  Thank you! 

WELCOME…... 

Mike Hinkle, DDS 
1720 S. Utica Ave. 
Tulsa, OK 74104 

 
918-712-0000 

www.tulsa-smiles.com 



DENTAL HISTORY 

What prompted you to call our office? _____________________________ 

When was your last dental visit?  ________________________________ 

Previous dentist’s name: ______________________________________ 

Did you have regular check-ups as a child?     � Yes     � No 

As a child, did you have a lot, average or very little tooth decay? ________ 

Describe the condition of your teeth:  Excellent � Good � Fair � Poor 

Describe the condition of your gums:  Excellent  � Good � Fair � Poor 

Have you ever been told you have bad breath?  � Yes      � No 

Do you currently have any oral pain or discomfort? �  Yes      �  No 

If yes, please explain: ________________________________________ 

_______________________________________________________ 

Have you ever had any particularly good or bad experience with dentistry?  

_______________________________________________________

_______________________________________________________ 

Do you have any dental anxieties?  � Yes     � No 

If yes, please explain: ________________________________________ 

_______________________________________________________ 

Has a dental team ever helped you set up a treatment plan? � Yes     � No 

If you could wave a magic wand and change anything about the appearance of 

your smile, what would it be? __________________________________ 

_______________________________________________________ 

Would you like to easily and safely whiten your teeth? � Yes     � No 

As you come into a new dental practice, what are your expectations,  

concerns and/or other priorities? ________________________________ 

_______________________________________________________ 

 

TELL US ABOUT YOUR HABITS 

Do you:  Clench your teeth during the day?    �  Yes      �  No 

  Grind your teeth at night?    �  Yes      �  No 

  Bite your lips or cheeks regularly?   �  Yes      �  No 

  Sleep with your mouth open?     �  Yes      �  No 

  Chew tobacco or smoke?    �  Yes      �  No 

  Consume alcohol daily?    �  Yes      �  No 
 

TELL US ABOUT YOUR MOUTH 

Do you have areas in your mouth that are sensitive to heat, cold or  

pressure?  If so, where?   ______________________________________ 

_______________________________________________________ 

Do you have areas that are bleeding? If so, where? ____________________ 

_______________________________________________________ 

SURVEY 
 
Please rate the following on a scale 

from 1 to 5 (1 being not 

 important and 5 being very  

important): 
 
 
 
 

How important is your dental 

health to you?  ___ 
 

How important is your dental 

health on your total body  

health?  ___ 
 
 
 
 

How important is it for you to have 

your teeth cleaned at least every 6 

months?  ___ 
 
 
 
 

How does a person’s breath  

influence your opinion of that  

person? ____ 
 
 
 
 

How important do you think the 

attractiveness of a person’s smile is 

on the over all first impression they 

make?  ___ 
 
 
 
 

How important is the  

whiteness or brightness of  

your teeth?  ____ 
 
 
 
 

What is the most important thing to 

you about your smile and dental 

health?

________________________

________________________

________________________

________________________

________________________ 

________________________ 



 

TELL US ABOUT YOUR PERIODONTAL HEALTH 

How often do your brush your teeth? _______________________  Floss? _________________________ 

Do your gums bleed when you brush?   � Yes      � No     Floss?     � Yes  �  No 

Have you ever been treated for periodontal disease?    � Yes      � No 

If so, did you have:  Scaling and Root Planning?  � Yes      � No     Surgery? � Yes  � No 

Do you suspect that you have mouth odor?  � Yes      � No 

Have you noticed any loosening or mobility of your teeth?  �  Yes     �  No 

Do you suffer from pain and/or swelling of your gums, or have any pus around your gums?     �  Yes  �  No 

 

TELL US ABOUT ANY PROBLEMS WITH YOUR JAW, EARS AND EYES 

Have you ever been treated for TMJ?      �  Yes      �  No 

Have you ever experienced clicking in either jaw joint?    �  Yes      �  No     

Have you ever experienced pain in either jaw joint?    �  Yes      �  No 

Does your jaw joint ever lock?       �  Yes      �  No 

Do you have difficulty sleeping?       �  Yes      �  No    

Chronic neck or shoulder pain?       �  Yes      �  No 

Do you get tension headaches?   �  Yes    �  No     Migraine headaches?  �  Yes      �  No 

Do you get headaches on the right or left temple areas?    �  Yes      �  No 

Do you get headaches on the back of your head?     �  Yes      �  No 

Have your teeth or jaws been sore upon wakening?    �  Yes      �  No 

Is there a family history of jaw joint (TMJ) problems or headaches?  �  Yes      �  No 

Do you ever have ear pain?       �  Yes      �  No 

Do you ever have itchiness or stuffiness in either ear?    �  Yes      �  No 

Do you ever hear ringing, buzzing or hissing sounds in either ear?  �  Yes      �  No 

Do you suffer from hearing loss?      �  Yes      �  No 

Do you get pain in, around or behind either eye?     �  Yes      �  No 

Are there times when your eyesight blurs?     �  Yes      �  No  

Do you wear contacts or glasses?      �  Yes      �  No 

Do you snore?         �  Yes      �  No 

Do you wake feeling rested?        �  Yes      �  No 
 
 

TELL US ABOUT YOUR MEDICAL HISTORY 

Name of personal physician: ____________________________    Phone: ____________________________ 

Address: __________________________________  City: _________________ State: ____  Zip: ________ 

Approximate date of last visit:  ______________________ 

Current health condition:   � Excellent � Good � Fair  � Poor 

Have you had any serious health problems in the last five years? � Yes      � No   If yes, please explain: ___________ 

___________________________________________________________________________________ 

(For women) Are you currently pregnant?     � Yes      � No    If yes, how many months? _______________ 

Do you take any vitamin or herbal supplements?      � Yes      � No      If yes, what kind: ___________________ 

Are you currently taking: A beta-blocker? � Yes    � No    A monoamine oxidase inhibitor (MAOI) � Yes    � No 

Please list any other prescription medications and their purpose: ____________________________________ 

___________________________________________________________________________________ 

When was your last blood pressure reading? ____________  What was it?____________________________ 



Please check if you’re allergic to any of the following: 

 � Local anesthetics 

 �  Sulfa Drugs 

�  Codeine or other narcotics 

� Aspirin 

�  Latex sensitivity 

�  Sedatives, Sleeping Pills 

� Shellfish, Iodine or  

     Red Wine 

� Penicillin   �  Other: _________________________________________________________________ 
 
 
 

The following conditions may require a pre-medication.  Please check if any of these apply to you:  

�  Heart Murmur 

�  Mitral Valve Prolapse 

�  Open Heart Surgery 

�  Artificial Valve 

�  Rheumatic Fever 

�  Prosthetic Implant  

�  Surgery With Pins 

�  Artificial Joints 

Please indicate if you currently have or have ever been treated for the following:  

�  Abnormal bleeding 

�  Abnormal blood pressure 

�  AIDS/ARC 

�  Kidney trouble 

�  Depression 

�  Glaucoma 

�  Heart attack/stroke 

�  Hepatitis A 

�  Nervous Disorder 

�  Blood transfusion 

�  Family History of diabetes 

�  Epilepsy 

�  Fainting spells 

�  Tuberculosis 

�  Anemia 

�  Heart Disease 

�  Hepatitis B 

�  Psychiatric condition 

�  Emphysema 

�  Excessive urination 

�  Arthritis 

�  Radiation therapy 

�  Venereal disease 

�  Transplant surgery 

�  Hay fever 

�  Hepatitis C 

�  Drug/alcohol abuse 

�  Diabetes 

�  Asthma 

�  Ulcers 

�  Cancer 

�  Jaundice 

�  Pacemaker 

�  Tumor 

�  Seizures 

�  Bruise easily  

PLEASE READ AND SIGN BELOW: 

When a health care worker is exposed to my blood or body fluids through a needle stick, cut or splash to the 

eye or mouth, I agree to have my blood tested for blood-borne diseases including but not limited to Hepatitis 

B and C virus and Human Immunodeficiency Virus (AIDS).  Initial: ______ 

I certify that the above information is accurate and true to the best of my knowledge.  I also understand: 

�As a condition of treatment, all financial arrangements must be made in advance.  �If I have dental insur-

ance, all dental services furnished are charged directly to me and I am personally responsible for payment of 

all dental services.  �Any claims not paid by my dental insurance within 60 days of treatment is due immedi-

ately.  �Any treatment diagnosed is only an estimate of services and under some circumstances the treatment 

may become more extensive and have additional charges.   �Dr. Hinkle may make alterations to my treat-

ment should the need arise. The office will make every effort to explain any treatment changes and their asso-

ciated fees before continuing.   �All treatment fees presented will be honored for 6 months.  �Dr. Hinkle 

and/or his team members have permission to contact me by telephone at my home or work to discuss my 

treatment, insurance or account. 

___________________________________________________________________________ 
Signature of patient, parent or guardian   Date   Relationship to patient 
 
 
___________________________________________________________________________ 
Signature of guarantor or responsible party   Date   Relationship to patient 


