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Are you dissatisfied with your appearance of your teeth?___________________________ 
 
Have you ever experienced any of the following? 
    bleeding gums___________pus around the teeth___________foul odor____________        
swollen gums_____________loose teeth___________bad breath or taste___________ 
    painful gums______spaces between teeth_______food packing between teeth______ 
    receding gums__________drifting teeth__________high or rough fillings___________      
 
Is there sensitivity in your teeth to: 
    hot________________sweet____________________tooth brusing__________________ 
    cold_________________biting____________________pressure____________________ 
 
Have you ever had any injury to your head or neck?_______________________________ 
 
Do you clench or grind your teeth during the night/day?____________________________ 
 
Do you suffer from severe headaches, neck or back pain?__________________________ 
 
Do you have ear pain or pain in front of the ears?_________________________________ 
 
Does your jaw feel tired after a big meal?________________________________________ 
 
Is your sleep disturbed by pain of the head or neck region?_________________________ 
 
Are your daily activities disturbed by pain of the head and neck?____________________ 
 
Do you hear noise in the jaw joint with opening, closing, talking, or chewing?_________ 
 
Do you have any restriction in jaw opening?______________________________________ 
 
       ____________________________________                          ____________________ 
                        Patient’s Signature                                                                   Date 
 
************************************************************************************************************ 
        AUTHORIZATION FOR RELEASE OF MEDICAL/DENTAL INFORMATION                  
 
I____________________________, do hereby authorize and request (Dr., Mr., Mrs.) 
_____________________________________to release the medical, psychosocial, and 
dental records to Dr. Ivan Lapidus.  I do hereby authorize Dr. Ivan Lapidus to discuss my 
treatment with referring practitioners whom I have seen in the past, am currently seeing or 
whom I potentially will see if he deems it necessary to adequately render treatment.  
Charges may be made for consultations with other practitioners in this regard.  I also give 
Dr. Lapidus and his staff, consent to bill my insurance company and consent to call me on 
my cell or home phone, email me or text me to discuss my account and / or insurance 
information.  I will inform Dr. Lapidus in writing if I wish to revoke this release. 
 
Witness______________________________Patient________________________________  
Date_________________ 
 
                                      Type of information requested:  
 
___________________________________________________________________________ 
___________________________________________________________________________ 




