Sirinity Smiles
256 Columbia

N. Tower Suite 213
Florham Park, NJ 07932

We are pleased to welcome you to our practice. Please take a few minutes to fill out
this form as completely as you can. If you have questions we’ll be glad to help you.
we look forward to working with you in maintaining your dental health,
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Reason for Today's Visit _ Date of last dental care
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Check { v ) it you have had problems with any of ths following:
(] Bad breath (7] Grinding teeth ] Sensitivity to hot
[ Bleeding gums [ Loose teeth or broken fillings {0 Sensitivity to sweels
[ Clicking or popping jaw {0 Periodontal treatment (] sensitivity when biting
O Food collaction betwaen teeth [ sensitivity 10 cold (J Sores or growths In your mouth
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MEDICATIONS ALLERGIES

List medicalions you are currently taking:

i certify that the information regarding my patient information, dental history, and medical history provided is
accurate to the best of my knowledge. Please inform our office of any update to this information. This consent is
valid for 2 years from the date below and will be updated accordingly.

Signature of Patient, Parent, Guardian, or Personal Representative Date

Please print name of Patient, Parent, Guardian, or Personal Representative Relationship to Patient




