Restorative and Cosmetic Dentistry           Larry E. Landers, D.D.S., P.C.             The Science Behind Your Smile
          155 College Street, Suite 2                       
LarryLandersDDS.com    

Macon, GA  31201

(478)741-3688

(478) 741-0912 fax

e-mail:  info@larrylandersdds.com


                                                                                 Date:___________

Please Print

Mr.  Mrs.  Ms.  Dr.   Rev. (Circle one)

Name ____________________________________________________________________________________




Last



First



Middle Initial
Home Phone  (       )_________________________________    E-mail___________________________________

Spouse’s Name________________________________    If child, parent’s name___________________________

Residence Address_____________________________________________________________________________





Street




City


State

Zip

Birthdate:___________________________  Social Security # (if you wish to file insurance)________________________ 

Place of Employment___________________________________________________________________________


Business Address____________________________________  Phone (     )__________________________


Present Position_____________________________________ 

Spouse’s Place of Employment_______________________________ Phone (    )__________________________


Business Address_____________________________________


Present Position_____________________________________

If child, name of school_____________________________________

Special interests, hobbies:_______________________________________________________________________

Whom may we thank for referring you to our office?________________________________________________

MEDICAL HISTORY

General Health:  Excellent____ Good____ Fair____ Poor____ Date of last physical examination:_______________

Physician’s Name:____________________________  

Check if you have, or ever had, the following and * those for which you are now under a doctor’s care:

1. __allergic reaction to:  __aspirin __ penicillin __erythromycin __ codeine __ local anesthetic __ fluoride __metals (gold, nickel, etc.) __any other medications__________________________________________

2. __heart problems




14. __contact lenses

3. __rheumatic fever




15. __cancer

4. __heart murmur




16. __radiation treatment

5. __high blood pressure __low blood pressure
17. __prolonged bleeding

6. __present pregnancy




18. __tuberculosis

7. __stroke





19. __asthma

8. __artificial prosthesis (i.e., heart valve or joints)
20. __diabetes

9. __anemia or other blood disorder   


21. __head or neck injuries

10. __stomach or duodenal ulcer



22. __epilepsy, convulsions, seizures

11. __arthritis





23. __AIDS

12. __glaucoma





24. __periodontal disease

      13. __cortisone treatment within the past year.

25. __TMJ symptoms









26. __other___________________________________

Present Medications:___________________________________________________________________________

Date of last dental appointment:____________ What was done then?____________________________________

Do you have dental insurance?___yes   ___no

Payment Plan Preferred (check one) 

___ Visa  
___ Master Card

___ Payment in full at time of treatment


___ Discover Card 



___ I wish to discuss personalized financial arrangements

Signature________________________________________________


Restorative Dentistry           





      _____________________________________

       NAME 

LARRY E. LANDERS, D.D.S., P.C.

155 COLLEGE STREET - SUITE 2

MACON, GEORGIA 31201

(478) 741-3688

1. Do you have any pain in your teeth because of heat, cold or sweets? ____________________________________
If so, where?  ________________________________________________________________________________

2. Do you have any pain in any part of your mouth or in any tooth while biting or chewing? ____________________
If so, where?  ________________________________________________________________________________

3. Does food catch between your teeth? _________ If so where? _________________________________________

4. Do your gums bleed, either in chewing or brushing or any other time? ___________________________________
If so, when? _________________________________________________________________________________

5. Do you chew on both sides of your mouth? _______ If not, why not? ___________________________________

6. Do you have a tired feeling in your face while chewing or at the end of the day? ___________________________
7. Do you ever have a ringing or pain in your ears?
____________________________________________________
8. Do you ever experience a burning sensation of the tongue? ____________________________________________
9. Are you in the habit of biting your nails or any other hard object? ______________________
________________
If you smoke a pipe, do you bite the stem or keep the pipe in one position, constantly biting on it? ___________________________________________________________________________________________
10. Do you clench your teeth during the day? _________ Have you been aware of clenching your teeth during the night? ______________________________________________________________________________________
11. Do you go to the dentist regularly? ____________________ How often do you have full mouth X-rays made? ___________________________________________________________________________________________
12. Do you brush your teeth vigorously or lightly? ____________________ How often do you brush your teeth?  ________________Do you avoid any part of the mouth while brushing? _________________________________
Do you use a hard or soft toothbrush? _____________________________________________________________
13. Which toothpaste do you use? ______________________ Which mouthwash, if any? ______________________
14. Have you ever had professional instructions on home care of the teeth and gums? __________________________
15. How often are you accustomed to having your teeth cleaned (prophylaxis)? _____________________ How much time does this normally take? __________________________________________________________________
16. Do your gums feel irritated, tender or swollen? _____________________________________________________
17. Have you ever had any teeth removed? ________________________ If so, was a general or local anesthetic used? __________________________________ Which do you personally prefer? _________________________
18. Have you ever had a local anesthetic for cavity preparations? __________________________________________
Have you ever had nitrous oxide analgesia ("gas") for cavity preparations?________________________ Which do you prefer? _______________________________________________________________________________ 
19. If you have missing teeth, have they been replaced by fixed or removable dental appliances?_________________
How long have they been missing? _______________________________________________________________
20. If you have missing teeth that have not been replaced, may we ask why not?______________________________
21. Do you normally eat a nutritious breakfast?________________________________________________________
22. Do you chew ice? ____________________________________________________________________________
23. Do you exercise regularly? ________________ If so, what type of exercise is it?___________________________
24. Do you brush your teeth before going to bed? ______________________________________________________ 

Do you use floss? _______________________________ If so, how often? _______________________________
25. Do you smoke? _________________________________ If so, how much? ______________________________
Do you use other tobacco products? ______________________________________________________________
26. Do you regularly use breath mints? __________________Do you regularly chew gum?._____________________
27. Do you take supplemental vitamins or minerals on a regular basis? _____________________________________
If so, what? _________________________________________________________________________________
The "Bottom Line”
Please understand that the possibility of achieving a desirable level of health for you is 100% (yes, 100%) dependent upon your commitment and ability to care for yourself on a daily basis.
We are trained to assist you in that quest for health, principally by setting the stage for health through excellence in dental treatment and counseling, and it is our hope that your health priorities will be positively reinforced through your experiences here.
Beyond that, the maintenance of health and the prevention of disease is a personal decision that must be put into action as a lifestyle, and carries with it some very pleasant physical and emotional rewards.
Fill out form completely and fax to 478-741-0912 or mail to:
LARRY E. LANDERS, D.D.S., PC

155 College Street ~ Suite 2
Macon, Georgia 31201 

