
 

  



 

  



Dental History Form 

Patient Name: _______________________________ Date of Birth__________ 

At-Home Oral Hygiene Care 
How often do you brush your teeth? ____________________________ 
How often do you floss? ______________________________________ 
Do you use mouthwash? Yes/No if yes, what kind__________________ 
Do you use any other dental home care products? Yes/No, What Kind_________ 

Circle Appropriate Answer 

1.   Are you currently experiencing dental pain or discomfort? Yes/No 

      If yes, explain: ___________________________________________ 
2.   Do your gums bleed? Yes/No 
3.   Are your teeth loose? Yes/No 
4.   Do you wear dentures or partials? Yes/No 
5.   Have you ever been told you have gum disease? Yes/No 
6.   Are your teeth sensitive to hot, cold, sweets or pressure? Yes/No 
7.   Have you ever had any clicking, popping or discomfort in the jaw? Yes/No 
8.   Do you brux or grind your teeth? Yes/No 
9.   Do you wear an occlusal guard? Yes/No 
10. Have you ever had orthodontic treatment (braces)? Yes/No 
11. Do you have dry mouth? Yes/No 
12. Does food or floss catch between your teeth? Yes/No 
13. Have you had any problems or an upsetting dental experience associated with previous dental care? 
       Yes/No if yes, explain: ____________________________________________ 
14. Are you fearful of dentistry or have anxiety associated with dental treatment? Yes/No 
15. Have you ever been pre-medicated for dental treatment? Yes/No 
16. Have you ever had a reaction to anesthetic used with your dental treatment? Yes/No 
17. Are you happy with your smile? Yes/No 
18. What would you change about the present condition of your mouth? 
        ________________________________________________________________ 
19. Is there anything else you would like us to know about your dental health or dental history? Yes/No  

       if yes, explain: ____________________________________________________________   

 

I certify that I have read and understand the above and that the information given on this form is 

accurate. I understand the importance of a truthful dental history and that my dentist and her staff 

will rely on this information for treating me. 

 

Signature of Patient/Parent/Guardian: ________________________________ 

  

  



Kemp Family Dental LLC 

Consent for use and Disclosure of Health Information 

Section A: Patient giving consent 

Name______________________________________________________________ 

Address____________________________________________________________ 

Telephone______________________ E-Mail______________________________  

Social Security Number__________________________  
 

Section B: To the Patient-Please Read the following statements carefully. 

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected health information to carry 

out treatment, payment activities, and healthcare operations. 

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether to sign this 

Consent. Our Notice provides a description of our treatment, payment activities, and healthcare operations, of the uses and 

disclosures we may make of your protected health information, and other important matters about your protected health 

information. A copy of our Notice accompanies this Consent. We encourage you to read it carefully and completely before 

signing this Consent. 
We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If we change our privacy 
practices, we will issue a revised Notice of Privacy Practices, which will contain the changes. Those changes may apply to any of 
your protected health information that we maintain. 
You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting: 

Contact Person: Dr. Erin Kemp 

Telephone: 614-882-7555 Fax: 614-882-0738 Email: Dentists@KempFamilyDental.com 

Address: 509 South Otterbein Avenue Westerville Ohio 43081 

Right to Revoke: You will have to right to revoke this Consent at any time by giving us written notice of your revocation 
submitted to the Contact Person listed above. Please understand that revocation of this Consent will not affect any action we 
took in reliance on this Consent before we received your revocation, and that we may decline to treat you or to continue 
treating you if you revoke this Consent. 

SIGNATURE  have had full opportunity to read and consider the 

contents of this Consent form and you Notice of Privacy Practices. I understand that, by signing this Consent form, I am giving my 

consent of your use and disclosure of my protected health information to carry out treatment, payment activities and health care 

operations. 

Signature: Date:  

If this Consent is signed by a personal representative on behalf of the patient, complete the following: 

Personal Representative's Name:  

Relationship to Patient:  
You are entitled to a copy of this consent after you sign it. 

Include completed Consent in the patient's chart 

 REVOCATION OF CONSENT 
I revoke my Consent for your use and disclosure of my protected health information for treatment, payment activities, and 

healthcare operations. I understand that revocation of my Consent will not affect any action you took in reliance on my Consent 

before you received this written Notice of Revocation. I also understand that you may decline to treat or to continue to treat me 

after I have revoked my Consent 

. 
Signature______________________________________________________Date___________________________ 

 


