Dr Harvey Silverman DMD www.DrHarveySilverman.com
Smile Enhancement Dentistry
Beachwood, OH 44124 Phone: 216-464-3599

25201 Chagrin Blvd Suite 180

HEALTH HISTORY AND PERSONAL SMILE ENHANCEMENT FORM

Welcome to Dr Silverman’s office and a new cosmetic dental experience. Please take a few minutes to

complete this confidential questionnaire and bring it with you at your consultation appointment. During

your visit we will show you how you may be able to have the smile of your dreams, without shots or

drilling and in only one visit. We are looking forward to seeing you soon.

Name Birth Date: Mo/Day/Yr SexxM____F
Address City State Zip
Occupation Employed By

Home Phone - - Cell Phone - -

How did you hear about us

E-Mail Please print legibly. Thank you.
Who will pay this account? Self  Spouse  Parent or Guardian

Responsible party's name Relationship to you

Address Phone - -

Physician's Name Address Phone - -

In case of emergency contact Phone - -

Are you now experiencing or have ever had any of the following:

Heart Disease Y__N_ |High Blood Pressure Y_ N [Nervous Problems N
Radiation Treatment Y___ N __ |Liver Disease Y___ N [Kidney Disease N
Rheumatic Fever Y N _ |Asthma Y_ N _ |Heart Murmur Y N
Bleeding Gums Y___N_ |Diabetes Y N |VD Y N
AIDS/HIV positive Y___N_ |Hepatitis Y_ N |Epilepsy Y N
Sinus Problems Y_ N |Pregnant/Nursing Y___N_ |Periodontal Disease |Y__N
Allergies: penicillin Y N

latex Y N

antibiotics Y N

other allergies Y N Please List
Are you in good health Y__N__ Ifno, explain
Please list any medications you are currently taking
Does any medication you take restrict you from sun exposure Y___ N___if so, which
Are you having any discomfort now Y_ N  if yes, explain
Do you bleed excessively whencut Y N
When was your last dental check-up 6 mos 12 mos 24+mos
The date of your last cleaning last x-rays
Do yousmoke Y N  ifyes, how many cigarettes/day 1 2-3 4+
Do you drink coffee, tea, red wine or dark colas Y N  ifyes,showmuchl 2-3 4+
Do you want a brighter smile for a special occasion Y___ N if yes, please describe
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DO YOU:

Want whiter teeth Y_ N [|Need braces Y_ N _ [Have pointed eye teeth |Y_ N
Have chipped teeth Y_ N _ |[Have white spots on your|Y__ N _ |Have spaces between|Y_ N
teeth your teeth

Grind/clench your teeth |Y_ N Have overlapping teeth Y N Want to change the|Y_ N
size/shape of your teeth

Use a nightguard Y___N_ |Have sensitive teeth Y___N_ |Have rotated teeth Y N
Have uneven or crooked|Y N  [Have unattractive front[]Y N |Want a more self]Y N
teeth caps or bridgework confident smile _

Want to cover up silver|Y__ N Have teeth that are too|Y_ N Want to look younger |Y_N
fillings when you smile large or too small

Please describe how, if possible, you would like your smile to look:
Natural Sporty Sexy Friendly Glamorous Radiant Winning Fabulous

Are you willing to sign a model release so that your smile transformation can be used to educate other
dentists and/or the public Y N ** (if yes, a courtesy discount will be provided if an appointment
is scheduled within thirty -30- days from the day of your consultation.)

I agree to assume full financial responsibility for all services and treatment provided:

Signature Date

For office use only:

Spot periodontal probe: Anterior Teeth Posterior Teeth
Trans-illumination Anterior Teeth Decay?
Protrusive Interference Lateral Excursion Interferences Bruxism

If needed, phase treatment: Phase I

Phase 11

Phase 111

Additional Notes:
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