
Date:         /         /  

- OVER -

Payment is due in full at the time of treatment unless prior arrangements have been approved.

BONNIE M. HIERS, D.D.S., LLC

FAMILY AND  COSMETIC  DENT ISTRY



 Women Only 

 Bad breath

 Bleeding gums

 Blisters on lips or mouth

 Chewing on one side of mouth

 Cigarette, pipe or cigar smoking

 Dry mouth

 Fingernail biting

 Food collection between teeth

 Grinding/clenching teeth

 Gums swollen or tender

 Jaw pain/tiredness

 Mouth breathing

 Other:_____________________

 Pain around ear

 Sores or growth in mouth

 Sensitivity to heat

 Sensitivity to cold

 Sensitivity when biting

 Orthodontic treatment

 Burning sensation on tongue

 Sensitivity to sweets

 Loose teeth 

 Sleep Apnea

 Broken fillings

    AIDS/HIV

    Anemia

    Arthritis, Rheumatism

    Artificial Heart Valves

    Artificial joints

    Asthma

    Bulimia

    Blood Disease

    Bleeding, excessive

    Cancer

    Chemotherapy

    Circulatory Problems

    Congestive Heart Failure

    Cortisone Treatments

    Diabetes

    Emphysema

    Epilepsy

    Fainting/dizziness

    Glaucoma

    Headaches

    Heart Murmur

    Heart Problems

    Hepatitis type:______

    Herpes

    High Blood Pressure

    Jaundice

    Jaw pain

    Kidney Disease

    Liver Disease

    Mitral Valve Prolapse

    Nervous Problems

    Pacemaker

    Psychiatric Care

    Radiation Treatment

    Respiratory Disease

    Scarlet Fever

    Shortness of Breath

    Sinus Trouble

    Skin Rash

    Special Diet

    Stroke

    Swollen Feet/Ankles

    Thyroid Problems

    Tonsillitis

    Tumor or growth in head/neck

    Ulcer

    Venereal Disease

    Weight Loss, unexplained

    Cough, persistent

    Cardiac Implant

Medication Reason

1)

2)

3)

4)

Medication Reason

5)

6)

7)

8)

 Aspirin  Codeine

 Iodine Barbiturates (Sleeping Pills)

 Latex  Penicillin

 Sulfa Local Anesthetic 

 Other(s) __________________

__________________

Pharmacy Name: Phone Number:

    Wear contact lenses

    Pregnant?
    If Yes, Due Date: ______________

    Are you nursing?     Taking Birth Control pills?

PHYSICIAN

(Check all that apply)

(continued)

No Yes No Yes No Yes

(for office use)

Thank you for trusting us with your dental care.  We promise to provide you with the finest care available.  
If you have any questions please do not hesitate to call us.

 Periodontal treatment

 Clicking or popping jaw

 Sensitivity when brushing


