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INDIVIDUAL PRE-APPOINTMENT ORAL HEALTH INFORMATION FORM 

 

INTRODUCTION:  An oral health treatment plan is based on each individual’s health and oral health status, 

along with the person’s natural responses to oral health care.  This form is designed for individuals and their 

caregivers to capture in writing information needed by the dental team prior to an appointment.  This will 

help determine which dental office is the most appropriate for each person.   

 

Individual’s legal name_________________________________________________________________________ 

Name prefers to be called_______________________________________________________________________ 

Home address_____________________________________   City________________________ Zip___________ 

Home phone number _____________Cell_________________ E-mail __________________________________ 

Case manager/Caregiver/Parent_________________________________________________________________ 

Primary phone number_____________________________  E-mail _____________________________________ 

Person accompanying person to dental appointment_________________________________________________ 

Primary phone number_____________________________ Relationship_________________________________ 

Primary care physician’s name/office phone________________________________________________________ 

 

ORAL HEALTH INFORMATION: (please identify reason for appointment/check all that apply) 

□ Regularly scheduled dental exam   

Date of last exam and name of dentist__________  ___________________________________________ 

□ Dental cleaning-prophylaxis  

Date of last cleaning and name of hygienist__________ _______________________________________ 

□ Appointment is a follow up on previous dental treatment plan 

□ Care for individual’s dental problems (check all that apply) 

 Pain 

  Swelling 

  Bleeding when brushing/flossing 

 Halitosis/Bad breath    

 Chipped/broken/missing tooth/teeth 

 Other__________________________________________________________________________ 

 

HEALTH INFORMATION: 

 Medication_______________________________ Dose ______ Frequency__________ 

 Medication_______________________________ Dose ______ Frequency__________ 

 Medication_______________________________ Dose ______ Frequency__________ 

 Medication_______________________________ Dose ______ Frequency__________ 

 Medication_______________________________ Dose ______ Frequency__________ 

 Medication_______________________________ Dose ______ Frequency__________ 

  

 Health conditions_______________________________________________________________________ 

 Health conditions_______________________________________________________________________ 

 Health conditions_______________________________________________________________________ 

 Health conditions_______________________________________________________________________ 

 Health conditions_______________________________________________________________________ 

 

 Does the person have heart problems?           Yes_______   No__________ 

  

 Does the person have seizures?                           Yes_______   No__________ 

  Seizures controlled by medication?      Yes________ No__________ 

  Seizures even with medication?        Frequency_____________ Duration ________________ 

  What is the person’s behavior during a seizure? ____________________________________ 

  Name of neurologist? _____________________________ Phone________________________ 

 

 Has the person had surgery?        Yes_______   No_________ 

 (please specify)_________________________________________________________________________ 

 

 

 

 



 

Oral Health Kansas/2009 

MManter@oralhealthkansas.org 

PERSON‘S RESPONSE TO PREVIOUS ORAL HEALTH TREATMENT:  

□ Ability to wait for services: ____________# of minutes comfortable in waiting room/operatory 

□ Cooperative response to dental treatment 

□ Requires assistance during treatment (please check all that apply) 

  Needs extra time to respond to each treatment 

  Needs to be shown each step in the treatment to respond cooperatively 

  Resistant at first to each step but then cooperates 

  Does not cooperate with these dental procedures (please check all that apply) 

   Polishing 

   Scaling 

   Suction 

   Squirting water 

 Drilling 

  Has problems swallowing 

  Has fears (please be specific) ______________________________________________________ 

  Needs ear phones to block out noise 

  Needs eye covers to block light and activities 

  Needs security blanket/stuffed animal to hold 

  Needs sedation 

□ Mobility 

 Able to walk to the dental treatment rooms without aid 

 Needs assistance from another person to walk  

 Needs a wheelchair 

 Must remain in a wheelchair for treatment 

□ Communication skills  

 Can communicate basic needs (bathroom, tissue, rest, comfort) 

  Can communicate oral health needs and conditions 

  Can follow instructions by dental team or caregiver 

  Needs caregiver to aid communication 

  Works that are calming ______________________________________________________ 

  Needs language interpreter Language___________________________________________ 

□ Comfortable in dental chair (please check all that apply) 

  Needs support for 1) neck; 2) back; 3) arms; 4) knees; 5) feet 

  Needs to sit up in dental chair (cannot tolerate a reclined position) 

  Needs/tolerates supportive stabilization security wrap 

  Needs stabilization support for spasms 
 

ADDITIONAL INFORMATION 
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