InStyleSmiles.com
R. Greg Carroll D.D.S.
Cosmetic and Family Dentistry

Thank you for choosing our practice for your dental needs. We are committed to providing reliable, gentle care
to each of our patients and strive to make your visit as comfortable as possible.

Patient Information

Name Preferred Name

Address City St Zip
Birth date SS# Employer

Home # Work # Cell #

Email Preferred Method of Contact

Marital Status Referred By

Emergency Contact Phone Number

Medical Doctor Phone Number

Dental History

Previous Dentist Date of Last Visit

Reason for Today’s Visit

Please indicate if you have any of the following problems:

____Discomfort, Clicking, Popping of Jaw ____Lost/Broken Fillings ___ Stained Teeth
___Red, Swollen, or Bleeding Gums ____Teeth Grinding __ Locking Jaw
___Sensitive Tooth, Teeth, or Gums ___Ringing in Ears ____Bad Breath
____Blisters/ Sores ____Broken/ Chipped Tooth

How many times a day do you Brush Floss




Do you have or have you had any of the following? Please indicate Y or N

AIDS/ HIV Anemia Arthritis Artificial Heart Valves
Artificial Joints Asthma Back Problems Cancer

Chemical Dependency Chemo/ Radiation Circulatory Problems Cortisone Treatments
Diabetes Epilepsy Fainting Glaucoma

Headaches Heart Murmur Heart Problems Hemophilia

Hepatitis High Blood Pressure Jaw Pain Kidney/Liver Disease
Mitral Valve Prolapse Nervous Problems Pacemaker Persistent Cough
Psychiatric Care Respiratory Disease Shortness of Breath Stroke

Swelling of Feet/Ankles Thyroid Problems Tobacco Habit Ulcers

Medical History

Please list all medications you are taking

List Allergies

Did you know...67% of Americans snore...40-60 million have undiagnosed Sleep Apnea which can lead
to serious health problems.

Do you Snore? __yes __no
Are you tired, fatigued or sleepy during the day __yes __no
Do you have high blood pressure? ___yes __no
Do you ever choke or gasp while you sleep? ___yes ___no
Have you had an overnight sleep study? ___yes ___no

Signature Date
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