
�      �      �   Do your gums bleed when you brush?   

�      �      �   Have you ever had orthodontic treatment? 

�      �      �   Are your teeth sensitive to cold, hot, sweets, 

or pressure?

�      �      �   Do you have headaches, earaches or neck pains?

�      �      �   Have you had any periodontal (gum) treatments?

�      �      �   Do you wear removable/fixed dental appliances?

�      �      �   Have you been told you have periodontal

(gum) disease?

�      �      �   Are you aware of loose teeth or broken fillings?

�      �      �   Are your gums swollen or tender? 

�      �      �   Are you a mouth breather?

�      �      �   Do you frequently get blisters on lips or mouth?

�      �      �   Do you have a family history of periodontal disease?

�      �      �   Do you ever get a burning sensation on tongue?

�      �      �   Do you chew on one side of mouth?  

�      �      �   Do you get clicking or popping of your jaw?    

�      �      �   Do you get jaw pain or tiredness?

�      �      �   Does food collect between your teeth? 

�      �      �   Do you have pain when brushing?

�      �      �   Do you or have you been told you grind your teeth?

Have you had any problems associated with previous dental 

treatment or past dental experiences? 

 � Yes   � No

If so, explain: _______________________________________________

Yes     No   Unknown
Oral Habits (Check all that apply) 
� Tongue/lip piercing        � Ice chewing       � Using teeth as a tool         

� Do you bite your nails/foreign objects? 

� Musical instrument with mouthpiece   

What fluoride products do you use/consume? (Check all that apply)

� Toothpaste       � Water          � Rinses  

� Other ______________________________________________________

What are the three most important factors you desire from your 
dental o�ce?  
1. ____________________________________________________________

2. ____________________________________________________________

3. ___________________________________________________________

Do you have any problems with bad breath?
How often do you floss?  _____________ /day  

How often do you brush?_____________ /day  

UPDATED:

 _____________________________________    

____________
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MEDICAL INFORMATION 

Physician(s) _________________________________________________________________________Phone (____) ______________________________ 

Street Address ______________________________________ City______________________________ State___________ Zip Code_______________

�      �      �   Are you in good health?

�      �      �   Have there been any changes in your health within the past year?

�      �      �   Are you under the care of a physician? If so, what are the conditions being treated? ____________________________________      

___________________________________________________________________Date of last exam ____________________________

�      �      �   Have you ever had any serious illness, operation, or been hospitalized in the past five years? If so, what was the illness or                              

problem? ______________________________________________________________________________________________________

�      �      �   Do you consume snacks/beverages containing sugar between meals?  � Yes   � No    How many times per day? _________

�      �      �   Do you snore?  

�      �      �   Do you wake up feeling refreshed?

�      �      �   Have you ever been told you have sleep apnea?

�      �      �   Have you ever worn a CPAP?  If yes, do you use it regulary: Please explain: ____________________________________________

Yes     No   Unknown

What is your alcohol consumption history?

�   Light drinker: Consumed  12 drinks in past year and <3 per week on average

�   Moderate drinker: Consumed 3 to >14 drinks per week on average in past year

�   Heavy drinker: Consumed  2 to >3 drinks per day on average in past year

�   Abuser: Consumed  3 drinks per day on average in past year

Are you allergic to or have you had a reaction to? 

Yes     No   Unknown

 �     �      �   Local Anesthetics

 �     �      �   Penicillin or other antibitoics

 �     �      �   Barbiturates, sedatives, or sleeping pills 

 �     �      �   Sulfa Drugs

 �     �      �   Codeine or other narcotics

Yes     No   Unknown

 �     �      �   Latex

 �     �      �   Iodine

 �     �      �   Hay fever/seasonal

 �     �      �   Metal

Cigarette, cigar or pipe use

�   Never smoked cigarettes    Age Began ____ Year Quit ____

�   Former smoker

�   <10 per day
�   10 per day

�   Never used smokeless tobacco    Age Began ____ Year Quit ____

�   Former smoker

�   <10 per day

�   10 per day

Smokeless tobacco use

UPDATED:

Are you taking any medications (Prescription or Over-the-Counter)? 

 Name of Drug Purpose Date



Please list any drugs or medicines that you cannot or prefer to not take because of allergies or side-e�ects especially antibiotics for 

infections, analgesics for pain, and anesthetics. ____________________________________________________________________________________

What is your preferred drug for mild and/or severe pain? ____________________________________________________________________________

What is your preferred antibiotic for an infection?___________________________________________________________________________________ 

List any street/recreational drugs you use:_________________________________________________________________________________________

PLEASE (X) A RESPONSE TO INDICATE IF YOU HAVE OR HAVE HAD ANY OF THE FOLLOWING DISEASES OR PROBLEMS

Yes     No   Unknown 

 �      �      �   Abnormal Bleeding

Controlled? (circle one): Good  Fair  Poor

 ______________________________________________

 �      �      �   AIDS or HIV

 �      �      �   Anemia

 �      �      �   Herpes

 �      �      �   Arthritis

 �      �      �   Rheumatoid Arthritis

 �      �      �   Asthma

 �      �      �   Blood Transfusion     If yes, date _________________

 �      �      �   Cancer/Chemotherapy/Radiation

 �      �      �   Cardiovascular diseases?

�   Angina Pectoris            

�   Bypass Surgery            

�   Pacemaker  

�   Artificial Valves

�   Heart Attack     Date ________________________

 �      �      �   Chest Pain/Shortness of breath upon exertion

 �      �      �   Chronic Pain

 �      �      �   G.E. Reflux, persistent heartburn,

or Gastrointestinal Disease

 �      �      �   Hemophilia

 �      �      �   Hepatitis, Jaundice, or Liver Disease

 �      �      �   High/ Low Blood Pressure

 �      �      �   Recurrent Infection   If yes, what type of infection?

______________________________________________             

 �      �      �   Diabetes

 �      �      �   Epilepsy

 �      �      �   Fainting spells or seizures

 �      �      �   Dry Mouth

 �      �      �   Joint Replacement

 �      �      �   Eating disorder   If yes, please specify                 

_____________________________________________    

Yes     No   Unknown 

 �      �      �   Disease, drug or Radiation-induced 

immunosuppression 

 �      �      �   Mental Health disorder

 �      �      �   Night sweats/ Menopausal

 �      �      �   Neurological disorders

 �      �      �   Osteoporosis

 �      �      �   Persistent swollen glands

 �      �      �   Respiratory problems

If yes, please specify:

�   Emphysema   �   Bronchitis, etc

 �      �      �   Severe headaches/migraines 

 �      �      �   Severe or rapid weight loss

 �      �      �   Sexually transmitted disease

 �      �      �   Sinus Trouble

 �      �      �   Sores or ulcers in the mouth

 �      �      �   Stroke     If yes, date ____________________

 �      �      �   Systemic Lupus Erythematosus

 �      �      �   Tuberculosis

 �      �      �   Thyroid problems

 �      �      �   Ulcers

 �      �      �   Excessive urination/thirst

Do you have any disease not listed above that you think we 

should know about? Please explain: ________________________

________________________________________________________

 �      �      �   Have you ever been told you needed 

to Pre-medicate for dental treatment?

 �      �      �   Are you pregnant?

 �      �      �   Are you planning to be pregnant? 

Please feel free to add any additional information you would like us to know about your medical or dental care:

_______________________________________________________________________________________________________________________________   

_______________________________________________________________________________________________________________________________   

______________________________________________________________ ______________________________________________________

Signature of Patient/Legal Guardian Date

�   Heart Murmur

�    Mitral Valve Prolapse

�   Rheumatic Fever

UPDATED:

Laura Snyder, DDS
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DENTAL TREATMENT CONSENT FORM

Date: ___________  Patient Name: ___________________________  Birth Date: ___________

*Some of the following may apply to you and your future treatment

1. GENERAL RISKS OF DENTAL CARE
Included (but not limited to) are complications resulting from the use of dental instruments and medicines such as: 

antibiotics, analgesics (pain medications), and local anesthetic injection. These complications may include: swelling, 
sensitivity, bleeding, pain, infection, numbness and tingling sensation in the lip, tongue, chin, gums, cheeks, teeth; which 
is transient but on infrequent occasions may be permanent; reactions to injections, changes in occlusion (biting), jaw 
muscle cramps and spasms, temporomandibular (jaw) joint difficulty, loosening of teeth, referred pain to ear, neck and 
head, nausea, vomiting, allergic reactions, delayed healing, sinus perforations, and treatment failure.

2. SPECIFIC RISKS
The treatment that we have recommended is intended to correct conditions in your mouth that can ultimately lead 

to worsening complication or tooth loss. During treatment, complications may be discovered which make treatment 
impossible, or which may require corrective dental surgery. These complications may include exposure of the tooth pulp or 
fractures of the teeth. Usually these complications are due to the condition of the gums and/or bone or previous 
restorations and cannot be foreseen either by clinical or radiological examination. 

3. MEDICATIONS
Some prescribed medications and drugs may cause drowsiness and lack of awareness and coordination (which 

may be influenced by the use of alcohol, tranquilizers, sedatives, or other drugs). It is not advisable to operate any vehicle 
or hazardous device until recovered from their effects. Some antibiotics may interfere with the effectiveness of oral 
contraceptives (birth control pills). Women who are taking oral contraceptives, and are given a prescription for an 
antibiotic, are strongly advised to use additional means of birth control during the entire monthly cycle for which the 
antibiotic has been used.

4. OTHER TREATMENT CHOICES
These include no treatment, waiting for more definitive development of symptoms, and tooth extraction. Risks 

involved in these choices may include pain, infection, swelling, loss of teeth, and spread of infection in other areas. The 
risks of these alternative treatments are often more severe than those of root canal therapy.

5. CONSENT
I the undersigned being the patient (parent or guardian of patient) consent to performing the procedures decoded 

to be necessary or advisable in the opinion of the doctor. I understand that this treatment is an attempt to save a tooth, 
and that even though this therapy has a high degree of success, it cannot be guaranteed. Occasionally a tooth which has 
had previous treatment may require more treatment, corrective surgery, or even extraction. I hereby authorize Dr. 
Abeyta and staff to perform the needed treatment upon me (or the named patient) 

________________________________________ ___________________
Patient, Parent, or Guardian Signature Date

4830 Juan Tabo Blvd. N.E., Ste K, Albuquerque, NM 87111   www.bestalbuquerquedentists.com
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COMFORT MENU 

4830 Juan Tabo Blvd NE Ste K • Albuquerque, NM 87111 • (505) 293-7611|  www.bestalbuquerquedentists.com 
 

Your comfort is our priority. We provide a variety of services to ensure that you are comfortable at all times. 
Please select from the following options: 

• Patients find that if they take an analgesic prior to treatment it helps later in the day.
Which would you prefer? Tylenol       Advil       Other:

• We provide various levels of sedation to ease your mind. 
Would you benefit from a sedative?................................... Yes      No

If yes, we provide: Mild sedative (oral medication) 
(Note: With mild sedative, you will need someone to drive you to and from the appointment.)

• We now offer Dental Vibe.  Dental Vibe is the first product to deliver soothing vibration that helps 
bypass the pain of dental injections.
Would you be interested in learning more about it?.......... Yes      No

• We also have wireless headphones linked to Pandora for your use with 
personalized playlists. 

Would you like to listen to music during your visits?......          Yes      No 
Please provide a list of the artists or type of music you like so we can load them for your next visit. 

• Aromatherapy with therapeutic grade essential oils to soothe the nervous system. 
 Would you be interested in having this available at your visit?      Yes No

• Blankets help keep you warm and relaxed through your visit. 
Would you like a blanket?................................................. Yes      No

• Pillows provide an extra measure of comfort if you have a sore back or neck.
Would you like a pillow?.................................................... Yes      No

• Is there anything else we can do to make your visit comfortable? 
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Please Handle Me With Care 

Patient Name 

We feel it is necessary to develop a rapport with our patients. Many new patients have had a past unpleasant 
dental experience. It is crucial to us to know and understand your concerns. We are committed to taking the time 
to get to know you, discuss your concerns, your fears, and your dental expectations. 

Please place a check mark in the box next to the statement that concerns you or describes your problem. 

I gag easily. 

I feel out of control when I’m lying down for a long time, and I feel uncomfortable about what you will say 
about my teeth and hygiene. 

Pain relief is a top priority for me. 

I don’t like shots (or I’ve had a bad reaction to shots). 

Please tell me what I need to know about my mouth in order to make an informed decision. 

My teeth are very sensitive. 

I don’t like the sound of that tool that makes the picking and scraping noise. It is like someone is scratching 
fingernails on a blackboard. 

I don’t like cotton in my mouth. 

I hate the noise of the drill. 

Please respect my time.  I don’t want to be left sitting in the reception area. 

I want to know the cost up front. 

I have difficulty listening and remembering what I hear while sitting in the dental chair. 

I have health problems and questions that we need to discuss. 

I am interested in oral sedation: for adults who need a deeper state of sedation 

Partnership Pact: 
I ask that you honestly inform me of all my dental problems. I want you to make me aware of the best quality 
dentistry available today. Then we can discuss how I can make healthy choices that will work within my budget. I 
also want to know all the pain relief options available to me, how each dental procedure will work, and how much 
of my time will be required.



APPOINTMENT AGREEMENT 

Welcome to our wonderful family of patients! Thank you for selecting us as your dental care team. We 
are confident your relationship with us will be a pleasant and rewarding one! We provide our patients 
with the best clinical care possible in a warm, caring, comfortable environment.  In order for us to 
respect the time of all of our patients, we ask that you help us in regards to the appointments that have 
been specifically reserved for you! 

PLEASE BE ON TIME FOR YOUR APPOINTMENTS. 

Your appointment time is reserved specifically for you.  Arrivals of 10 minutes or more past your 
reserved time will be rescheduled and a fee assessed per scheduled appointment.   

DEPOSITS 

For certain complex treatment plans we do ask for a deposit to reserve this time for you which is an 
agreed commitment to keep your reserved appointment time. This deposit will be applied to your portion 
of your responsibility for the appointment with the balance due at the time of service.  If 48 hours’ notice 
is not given for any appointment changes, the deposit would be non-refundable.   

WE REQUIRE 48 HOURS (business day) NOTICE WHEN CHANGING OR RESCHEDULING.  
This allows us to offer your time slot to another patient who is in need of our care.  

If 48 hour notice is not given or you fail to show up for your appointment at your scheduled time, we 
will assess a fee. 

*There is a $35 charge for returned checks.

Dental Insurance: All services are charged directly to the patient; and patients are personally 
responsible for payment at the time of service. Our office will prepare the necessary reports to assist you 
in collecting benefits from your insurance company.  

We thank you for your understanding and partnership in this matter! 

My signature indicates that I have read this and agree to its contents. 

Name (first, last) 

Scheduling Coordinator


