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Advanced Cosmetic and lmplant Dentistry

Dr. Avlnash S. Bldra, BDS, US, FACP
Board Certlfied

taxillofacial Prosthodontist
www. h arfro rdc os metl c de nti sl c o m

(860) 659{880

Personoliled, xau<f-the-an c-o-smeric dental care fm l>eautiful smiles

The benefits of a happy, beautiful smile are immeasurable! Our goal is to help you reach and maintain maximum oral hcalth. Please
fill out the form completely. The becer we communicate, the better we can care for you

Anour YouI

Horne Addrcss:

Maniod Divorced Widowed Separated

Bmail:

Responsible Party:

Whom may we thank for rcferring you?

Other fanily memben secn by us:_
Previous / Present Dcntist: _

Today's Date
\./

SSf

Cell Phone

Male FemaleI pnefer to bc called:

Birthdare

Singlc

Hmf (

l:st Visit Dar.c: I I

Dnntl.r lNsunq.xcn3

lnsurance Co. Address

Insurance Co. Phone #

Group # (Plan, local or Policy #):_
Insured's Name: 

- 

Relation:

Insurance Co. Name:

lnsurcd's Narne: 

- 

Rclation:

Insured's Binhdate:- Insured's SS #-
Insured's Employer:

Primsry Dentel Insurence
\./

Secondery Dentd Insurancc:

Group # (Plan, local or Policy #;:

Insurance Co. Address:

Insurance Co.

lnsurance Co. Phonc # ( )

Spousn lxronrrArroN2

Employer:

ss#

His / Her

Ext:Wk*(

In the event of en emergency, is there someone
who lives nelr you thet we should contect?

His i Her Name/Relationshio:

Employer:

wk# Ext: Hrn#.

wk*( )

)

lt

Insured's Birthday: / / Insured's SS# _
lnsured's Emolovcr:

Binhday: / i DL*.
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MeorcLl Hrsronv4
\./

Your current physical health is: Good Fair Poor

Are you currcntly un&r thc carc of a physician? Yes No

Please cxplain:

Are you taking any prcscription/ovcr-thcrouner drugs? Yes No

Plcasc list each one:

Do you smokc or usc tobacco in aay other form? Yes No

For Womcn: Arc you taling birth control pills? Yes No

Arc you prcgnant? Ycs No Weck #-
Art yor nuning? Yes No

llarc ycrr cvtr had my of dr fdhnring discrecs a nrdhal pmblenrs:)

Y N AbnormalBlceding Y N Hepatitis

Y N Alcohol/Drug Abusc Y N HcrpcdFcvcr Blisrcrs

Y N Ancmia Y N High Blood Prrssurc

YNAnhritis YNHIV+/AIDS
Y N ArtificialBoocJJointflalvcs Y N HoqilalizcdfcanyRcaan

Y N Asthma Y N KidncyProblcms

Y N Blood Transftsion Y N Liver Discasc

Y N Cancer/Chcmdcrapy Y N Low Blood hessure

Y N Colitis Y N Mitral Valvc Prolapsc

Y N Congenital Hean Defcct Y N Pacemaker

Y N Diabctcs Y N Psychiarichoblems

Y N Dfficulty Brcathing Y N R.adiation Treauncnt

Y N Emphyrma Y N RhauruticlScarlaRvcr

YNEpilc.pay YNScizurc
Y N FaiatiagSpclls Y N Shingles

Y N Frequcnt tledrhcs Y N Sickle Ccll Discasc

Y N Glaucoma Y N Sinushoblems

Y N HayFcvcr Y N Stroke

YN HcanAnack YNThyroidProblcms

Y N Hcrrt Murmur Y N Tubcrculosig (TB)

Y N tlcartSurgcry Y N Ulccrs

Y N l{cmophilia Y N VcnercalDiscasc

Plcasc lis any scrious rncdicd condition(s) that you ha c evcr had:

Are you dlcrgic to any of thc following?

Y NAspuin Y N Erythromycin

YNCodciac YNL:rcx
Y N DaulAr*haics Y N Pcaiciltin

Pleasc list any othcr drugs thal yor are allcrgic

Y N Tcracycline

Y N Othcr

Dnxra.l Hrsronv-5
Why have you come to thc &ntist today'l

Many patients consult us for a sccond opinion. Are you currcntly sceing
another dentist? for your dental needs l

lf ycs, plcasc cxplain:

How would you dcscribc thc condition of your tccth and gums?
Cood Fair Poor

Arc you currrntly in pain or discomfort with your tccth or gums? Yes No
If ycs, pleasc crplain:

How olten do you brush your rccth l Floss your tecth?

Do your gums bleed when you brush'l Yes No Floss? Yes No

Have you cvercxperienccd pain in yourjawjoint? Yes No

Have you ever bccn tneatcd for TMJ sympoms? Yes No

lfycs. plcasc explain:

Do you grind or !-lench your te€th? Ycs No

I that the informetion is corrrci to the
best of my knowledge. I understend it will be held

in the strictest csnfidctrcle rnd it b my responsibllity to
inform thb ofEce of rny chenges in my medkrl strtus.
I eulhorize the dental sld to pcrform rny neccssrry dentel
servitrs that I mey need during dirgnoair rnd trertmenl with
my iuformed consetrt. I dso give pemdssion for the doctor
or hb stefi to use ary photos he mey trle to be ued lor
lecturing, publishing, or educrtion purpoees.

Patienr ponion is due in full at the time of treatrncnt.

datesignafiue.

Advanced Coemetic and lmplant Dentistry
Dr. Avinash S. Bldra, BDS, tS, FACP

Boad Certifled
taxlllofaclal Prosthodontist

mnt. hartord0,os n eficd€,ntlst.co m
(860) 65e{660



! NITIAT CLI N ICAL I NTERVI EW
Patient Name Wishes to be Called

Patient Account No Date

What is the most important thing we can do for you today?

Date of Last Dental Visit Date of Last Dental Cleaning Date of Last Full Mouth Series

1. Do you have any areas in your mouth that concern
you now? yes no

no
no2. Are any of your teeth sensitive to:

hot
cold
SWeetS
pressure

5. Have you ever heard of periodontal disease? (You might
have heard it called pyhorrea or gum disease.) yes no

Have you ever been examined for it? yes no

6. Have you experienced:
clicking in the jaw?
pain (oint, ear, side of face)?
difficulty in opening/closing?
difficulty chewing?

7. Do you, or have you ever been told that you:
clench or grind your teeth? yes
bite your lips/cheek yes
hold foreign objects with your teeth? yes
breathe through your mouth

while awake/asleep? yes

8. What would you like to change about the appearance of
your teeth?

9. What's most important to you in a dentist?

10. What are your expectations of our office?

11. What did you like best about your previous dentist?_

What did you like least?

'12. How long do you want to keep your teeth?

13. Do you want the very best dentistry we can offer you, or
do you just want to get by?

14. lf we find something that needs to be done in your mouth,
do you want all of the details about it, or do you want an
overview?

details big picture

15. When there is something to be done, do you tend to wait
until a problem arises, or do you prefer to handle it before
there is a crisis?

necessity possibility

no

no

no
no
no
no

3. Have you ever had:
orthodontic treatment?
oral surgery?
periodontal treatment?
your bite adjusted?
worn a bite plate?

4. Have you noticed:
loosening of your teeth?
food catching between

your teeth?
pain/swelling of your gums?
gums ever bleed when

brush or floss?
bad breath?
sore areas in mouth?

yes
yes
yes
yes

yes
yes
yes
yes
yes

yes

yes
yes

yes
yes
yes

no
no
no
no
no

no

no
no

no
no
no

no
no
no
no

yes
yes
yes
yes



Aovarceo Cosmerc AND IMPLANT DerulsrRv
300 Hebron Ave, Suite 112

Glastonbury CT 06033
Tel: 860.659.8660
Fax: 860.633.6229

Website : www. H a rtfo rd CosmeticD e n tist. co m

Patient name:

Name of parenUguardian:
(lf signing for a minor)

a Acknowledgement of Receipt of Notice of Privacy Practices
It is our policy, and our promise to our patients, to only use personal information given by you to submit
insurance claims, or given information to a referral doctor's office. I have reviewed the HIPAA policy and
understand the office's Notice of Privacy Practices.

Signature: Date:

(Optional): I wish to authorize the individual(s) listed below to request my dental records or other
transaction based records:

* Authorization to e-mail digital records to specialists & other practices:
By signing below I authorize Dr. Bidra or designated staff members of Advanced Cosmetic and lmplant
Dentistry to e-mail x-rays, or other treatment records I may request to myself or a specified
dental/medical professional. Refusalto sign will result in all records requests being signed for by me and
mailed out with at least 24-hours' notice beforehand.

Signature Date:

* Authorization of informed consent:
By signing below I authorize Dr. Bidra or designated staff members to perform any necessary dental
services that I may need during diagnosis and treatment with my informed consent. I have also been
informed that the portion of services unpaid by insurance is due in full at the time of treatment.

Signature: Date:

EnP ntrtrtntr I tstr f.lNl Y
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement
could not be obtained because:

- lndividual refused to sign

- Communications barriers prohibited obtaining the acknowledgement
-: An emergency situation prevented us from obtaining acknowledgement- Other (Please Specify):

Glastonbury Medical Arts Center o 300 Hebton Ave Suite 112 . Glastonbury CT 05033 0 P:(860)659-8560 o

F: (850)533-6229 www.hardotdcosmeticdentist.com
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