






















Sonterra Dental 

SONTERRA DENTAL 
---•---

CENTER FOR COSMETIC & 

255 E Sonterra Blvd #150, San Antonio, TX 78258 
(21 0) 341-3222 

IMPLANT DENTISTRY 

sonterradentalcare.com/ 

General Information 

DENTAL HISTORY 

I DOB: 

Who was your previous Dentist and how long were you a patient there? 

Date of your last dental exam 

Date of your last cleaning 

Do you have any immediate concerns you'd like us to address? 

Office Relationship 

What do you value most in your dental visits? 

Is there anything you prefer during your visits to make you more comfortable during 

your time with us? 

On a scale from 1-5, 5 being most terrified, are you fearful of dental treatment? 

Personal History 

Please answer the following questions 

Are you concerned about the appearance of your teeth? 

Are you interested in improving your smile? 

Have you had any cavities within the past 2 years? 

Are any teeth currently sensitive to biting, sweets, hot, or cold? 

Do you avoid or have difficulty chewing or biting heavily any hard foods? 

Do you have any problems sleeping, wake up with a headache or with sore or 

sensitive teeth? 

Do you clench your teeth in the daytime? 

Do you wear, or have you ever worn a bite appliance? Either for clenching at night (a 

night guard) or for sleep apnea? 

Do you bite your nails, chew gum or on pens, hold nails with your teeth, or any other 

oral habits? 

Does the amount of saliva in your mouth seem too little or do you find yourself with a 

dry mouth often? 

Have you ever noticed a consistently unpleasant taste or odor in your mouth? 

Dental Structural History 

Please answer the following questions 

Do your gums bleed when brushing or flossing? 

Is brushing or flossing typically painful? 

Have you ever experienced or been told you have gum recession? 

Have you ever been treated for or been told you have gum disease? 

Have you had any teeth removed for braces or otherwise? 

Do you know of any missing teeth or teeth that have never developed? 

Have you ever had braces, orthodontic treatment or spacers, or had a "bite 

adjustment?" 
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(210) 341-3222
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RELEASE OF RECORDS AUTHORIZATION 

I DOB: 

Please select which scenario applies to you 

What is your previous dentist's name/practice name? 

What is your previous dentist's address? 

What is your previous dentist's phone number? 

What is your previous dentist's email address? 

What is your new dentist's name/practice name? 

What is your new dentist's address? 

What is your new dentist's phone number? 

What is your new dentist's email address? 

Please send a copy of: 

Please send a copy of: 

RELEASE OF RECORDS AUTHORIZATION 

Powered by Dental Intelligence 

By signing below, I consent for my dental treatment records and/or x-rays to be transferred by email to woods@sonterradentalcare.com. 

Practice Name: Sonterra Dental 
Practice Address: 255 E Sonterra Blvd #150, San Antonio, TX 78258 
Practice Phone number (210) 341-3222 

Patient's signature: Date: 
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HIPAA - RELEASE OF INFORMATION AUTHORIZATION FORM 

I DOB: 

HIPAA- RELEASE OF INFORMATION AUTHORIZATION FORM 

In compliance with federal and state law, the release of information for any person 18 years or older (including the information regarding 
a spouse or adult child), must first be authorized. Authorization includes the signature of the individual authorizing the release of their 
information. Information will not be available to anyone other than the covered patient (i.e. a member, a spouse, or any dependent age 
18 or older) without first having this Release of Information Authorization on file. For example, if a subscriber calls about the status for a 
claim on a 19-year old dependent, that information will not be given to the subscriber without the written consent of the dependent. The 
same situation holds true for spouse-to-spouse information. However, parents do have a right to information on children under the age of 
18 without the childs consent. 

I want to provide the authorization 

Information Regarding Person Authorizing Releasing His/Her Information 

Name of person authorizing release 

Date of Birth person authorizing release 

Personal Information to be released 

The above information may be released and/or received by 

r 

I 

The following is an authorization allowing Sonterra Dental to release information to whomever you designate. Sonterra Dental is 
authorized to make the disclosure of my benefits information, claim(s) status, claim(s) history, general claim information, dentist 
information, lab cases, and enrollment information, unless otherwise specified to the following individual(s) or organization(s): 

Name of person/organization that the office may release my information to 

Relation of person/organization that the office may release information to 

Phone number of person/organization that the office may release information t 

I want to add a second person/organization 

Name of person/organization that the office may release my information to 

Relation of person/organization that the office may release information to 

Phone number of person/organization that the office may release information t 

I want to add a third person/organization 

Name of person/organization that the office may release my information to 

Relation of person/organization that the office may release information to 

Phone number of person/organization that the office may release information t 

I want this consent to 

0 

0 

0 

AUTHORIZATION CONSENT 

I 

I 

t 

I 

I understand that consent may be revoked by me at any time in writing. I understand why I have been asked to disclose this information 
and am aware that my patient rights are identified in the practices Notice of Privacy Practices. 

Patient's signature: Date: 







Are you here with child (<16 years old)? 

Are you aware of your child 

Snoring/noisy breathing while sleeping 

Grinding his or her teeth 

Wetting the bed 

Having difficulty in school/learning 

Being treated for ADD or ADH D 

Breathing primarily through their mouth 

Having frequent nightmares/night terrors 

Having frequent ear aches 

I 

1 

1 

1 

I 


	Name: 
	Text Preferred Name: 
	SSN#:: 
	Referral Source: 
	Referred by: 
	Gender: 
	DOB: 
	Marital Status: 
	Employer: 
	Occupation: 
	Mobile Phone: 
	Home Phone: 
	Email: 
	Full Name: 
	Phone Number: 
	Relation: 
	Street Address: 
	City: 
	State: 
	ZIP: 
	Patient's Signature: 
	Date: 
	Date of Birth: 
	Do you have dental insurance?: 
	Would you like yo upload insurance card photo?: 
	Ploicy Holder's ZIP: 
	Do you have a secondary dental insurance?: 
	Patient's relationship to the insurance holder: 
	Policy Holder's Name: 
	Policy Holder's Date of Birth: 
	Policy Holder's SSN: 
	Policy Holder's Address: 
	Policy Holder's City: 
	Policy Holder's State: 
	Policy Holder's Phone Number: 
	Policy Holder's Employer: 
	Dental Insurance Company: 
	ID Number: 
	Group Number: 
	Phone number on the back of your insurance card: 
	Address on the back of your insurance card: 
	Who was your previous Dentist and how long were you a patient there?: 
	Date of your last dental exam: 
	Date of your last cleaning: 
	Do you have any immediate concerns you'd like us to address?: 
	What do you value most in your dental visits?: 
	Is there anything you prefer during your visits to make you more comfortable during your time with us?: 
	On a scale from 1-5, 5 being most terrified, are you fearful of dental treatment?: 
	Are you concerned about the appearance of your teeth?: 
	Are you interested in improving your smile?: 
	Have you had any cavities within the past 2 years?: 
	Are any teeth currently sensitive to biting, sweets, hot, or cold?: 
	Do you avoid or have difficulty chewing or biting heavily any hard foods?: 
	Do you have any problems sleeping, wake up with a headache or with sore or sensitive teeth?: 
	Do you clench your teeth in the daytime?: 
	Do you wear, or have your ever worn a bite appliance? Either for cleanching at night (a night guard) or for sleep apnea?: 
	Do you bite your nails, chew gum or on pens, hold nails with your teeth, or any other oral habits?: 
	Does the amount of saliva in your mouth seem too little or do you find yourself with a dry mouth often?: 
	Have you ever noticed a consistently unpleasant taste or odor in your mouth?: 
	Do your gums bleed when brushing or flossing?: 
	Is brushing or flossing typically painful?: 
	Have you ever experienced or been told you have gum recession?: 
	Have you ever been treated for or been told you have gum disease?: 
	Have you had any teeth removed for braces or otherwise?: 
	Do you know of any missing teeth or teeth that have never developed?: 
	Have you ever had braces, orthodontic treatment or spacers, or had a "bite adjustment?": 
	Are your teeth becoming more crowded, overlapped, or "crooked?": 
	Are your teeth developing spaces?: 
	Do you frequently get food caught between any teeth?: 
	Have you noticed your teeth becoming shorter, thinner, or flatter over the years?: 
	Do you have problems with your jaw joint? (TMD, popping, clicking, deviating from side to side when opening or closing?): 
	Is it often difficult to open wide?: 
	Do you have more then one bite? Or do you notice shifting your jaw around to make your teeth fit together?: 
	Do you have a medical insurance?: 
	Patient's relationship to the Insurance Holder: 
	Policy Holder's ZIP: 
	Do you have a secondary medical insurance?: 
	Patient's realtionship to the Insurance Holder: 
	Medical Insurance Company: 
	Medical Conditions: 
	Allergies: 
	Medications: 
	Are you currently under the care of a physician?: 
	Physician phone number: 
	Date of last physical exam: 
	Are you presently being treated for any injury or illness?: 
	Have you ever been hospitalized for an injury or illness?: 
	Are you pregnant or planning to become pregnant?: 
	Are you currently breastfeeding?: 
	Are you required to pre-med with anitbiotics before dental treatment?: 
	Do you use alcohol?: 
	Do you use or have you ever used tobacco?: 
	Have you ever had an allergic reaction?: 
	Do you have a history or are currently being treated for any Digestive conditions?: 
	Do you have a history or are currently being treated for any Heart or Circulatory conditions?: 
	Do you have a history or are currently being treated for any Neurological conditions?: 
	Do you have a history or are currently being treated for any Lung or Breathing conditions?: 
	Do you have a history or are currently being treated for any Autoimmune conditions?: 
	Head or neck injuries: 
	Artificial Joint?: 
	High cholesterol?: 
	History of cancer?: 
	Tumor or abnormal growth?: 
	Radiation therapy?: 
	Chemotherapy?: 
	HIV/AIDS?: 
	Osteoporosis/osteopenia?: 
	Type I or Type II diabetes?: 
	Anemia?: 
	Kidney disease?: 
	Liver disease?: 
	Thyroid disease?: 
	Chicken pox, Tuberculosis or Measles?: 
	Any other medical condition we should know of?: 
	Are you taking any pain medications?: 
	Are you taking any Antidepressants or Anxiety mediactions?: 
	Are you taking any Diabetes, Cholesterol, or Blood Pressure medications?: 
	Are you taking any Allergy or Asthma medications?: 
	Are you taking any Antibiotics?: 
	Are you currently taking any other medications or dietary supplements?: 
	Doctor's Signature: 
	Please select which scenario applies to you: 
	What is your previous dentist's name/practice name?: 
	What is your previous dentist's address?: 
	What is your previous dentist's phone number?: 
	What is your previous dentist's email address?: 
	What is your new dentist's name/practice name?: 
	What is your new dentist's address?: 
	What is your new dentist's phone number?: 
	What is your new dentist's email address?: 
	Please send a copy of:: 
	We provide various levels of sedation to ease your mind: 
	 Would you benefit from a sedative?: 

	We now offer Oraverse, Oraverse is the first and only product to rapidly reverse the effects of your local dental anesthetic: 
	  Would you be interested in learning more about it?: 

	We also have Beats headphones for your use with personalized playlists: 
	 Would you like to use these during your visits?: 

	Blankets help keep you warm and relaxed through your visit: 
	 Would you like a blanket?: 

	Pillows provide an extra measure of comfort if you have a sore back or neck: 
	 Would you like a pillow?: 

	Is there anything else we can do to make your visit comfortable?: 
	I want to provide the authorizarion: 
	Name of person authorizing release: 
	Date of Birth person authorizing release: 
	Personal Information to be released: 
	The above information may be released and/or recieved by: 
	I want to add a second person/organization: 
	Name of person/organization that the office may release my information to: 
	Relation of person/organization that the office may release information to: 
	Phone number of person/organization that the office may release information to: 
	I want to add a third person/organization: 
	Relation of person/organization that the office may release informtaion to: 
	I want this consent to: 
	Height: 
	Weight: 
	Sitting and reading: 
	Watching TV: 
	Sitting inactive in a public place (e: 
	g: 
	 a theater or a meeting): 


	As a passenger in a car for an hour without a break: 
	Lying down to rest in the afternoon when circumstance permit: 
	Sitting and talking to someone: 
	Sitting quietly after lunch without alcohol: 
	In a car while stopped for a few minutes in traffic: 
	Impaired Cognition (i: 
	e: 
	 difficulty concentrating or thinking): 


	Mood Disorders/Depression: 
	Insomnia: 
	Hypertension (high blood pressure): 
	Ischemic Heart Disease (Coronary Artery Disease/Atherosclerosis): 
	History of Stroke: 
	Sleep Apnea: 
	TMJ problems significant enough to require treatment: 
	Gastric Reflux (GERD) or Heartburn: 
	Are you aware of (or have you been told): 
	Snoring on a regular basis: 
	Feeling tired or fatigued on a regular basis: 
	Clenching or grinding your teeth (bruxism): 
	Having frequent headaches: 
	Your neck size being>17 inches (male) or > 16 inches (female): 
	Anyone in your family having sleep apnea: 
	Stopping breathing when sleeping/awakening with a gasp: 
	Are you here with child (<16 years old?): 
	Are you aware of your child: 
	Snoring/noisy breathing while sleeping: 
	Grinding his or her teeth: 
	Wetting the bed: 
	Having difficulty in school/learning: 
	Being treated for ADD or ADHD: 
	Breathing primarily through their mouth: 
	Having frequent nightmares/night terrors: 
	Having frequent ear aches: 


