Thank you for selecting our dental healthcare team!

We will strive to provide you with the best possible dental care.

; To help us meet all your dental healthcare needs, please fill out this form
completely in ink. If you have any questions or need assistance,

please ask us - we will be happy to help.

Date

Patient Information (CONFIDENTIAL) o
e
Name Birthdate E-mail
Address City State Zip
Check Appropriate Box: [ Minor ] Single 1] Married U Divorced [ ] Widowed
Patient’s or Parent’s Employer Work Phone
Business Address ___ City State Zip
Spouse or Parent’s Name Employer Work Phone
Whom May We Thank for Referring You?
Persen to Contact in Case of Emergency _ Phone
Responsible Party
Relationship

Name of Person Responsible for this Account to Patient
Address Home Phone
Driver's License # Birthdate Financial Institution
Employer Work Phone SSN#

Is this Person Currently a Patient in our Office? [dyes [INo
For your convenience, we offer the following methods of payment. Please check the option you prefer. Payment in full at each appoiniment. -
(Jcash [ Personal Check ) Credit Card [ 1 VISA [ MasterCard U1 I wish to discuss the office’s payment policy

Insurance Information

Relationship
Narme of Insured to Patient
Birthdate Social Security # Date Employed
Name of Employer Union or Local # Work Phone
Address of Employer City State Zip
Tnsurance Company Group # Policy[TD # _
Inzs. Co. Address _ City State Zip
How Much is your Deductible? How Much Have You Used? Max. Annual Benefit

DO YOU HAVE m ADDITIONAL INSURANCE? [Jves [INo

Ower Please



Patient Medical History

+

Physician Office Phone _ Date of Last Exam
) Yes No Yes No
1. Are you under medical treafment now? ................ L] L] 9. ‘;’fé%g;gﬁ;w or kave you had any reactions
2. Have you ever been hospitatized for any surgical , 00 Local Anesthetics (e.g. Novocaine) .........o...ooooo.. O
vperation or serivus fllness within the last S years? ....... Penicillin o other AREBIOHCS v+ o oo W ]
¥f yes, please explain SUIFEDIUSS «eveneenirenensaiieeeai e ienaeans S
Barbifurales ... .uiiie i ren e L] £l
3. Are you taking any medication(s) including Sedfmzres ........................................ ] Il
non-prescription medicine? .. ... .iiiiieiieiiiii ] ] Iod:r':e' """""""""""""""""""""" g g
2
¥ yes, what? ::-2;1 Metals (e.g. nickel, mercury, efc) ................. L o
Latex RUBbEY « oo ooi i ie e ininearenriearaens (| ]
4. Haie you ever fakeri Phen-FenfRedux? ... ......... I Cl Other
5. Doyou use BaBACCOT o vovveienii it L] OJ 10. Women Only:
6. Do you use controfled substances? .............000. e i 0 aj Are you pregnant or think you may be pregnant? ... ... O O
7. Are you wearing comtact lenses? .. ... ................. O O B)Are you mursing? ....ovieiiiiiiie i eeis i 0
' ' ) Are you taking oral confraceptives? ... ... e 0 O
8. Do you have or have you had any of the following? © Yes No Yes No
Yes No Thyreid Problem . ........... ..., O Stomach Troubles { Ulcers ... ... .. £l d
High Blood Pressure.............. 0 O Heart Disease ......covvnivenun.. O D Chest PAmS ..o oooe i £t
Heart Aftack .. ... ] 4 Cardiac Pacemaker ............,., L1 L] Easily Winded .................. 0 d
Rhevimatic Fever ... voeeeennn... 1 Od Heart MUIMIUT o ieeeen v 1 O Siroke ... ]
Swollen ANKIES ..o\ oeeeeeann.n, O Angina ..o 0 Hay Fever | Allergies ............. O O
Fainting [ Seizures v.....ooviens. L Freguenmily Tired . ................ o O Tuberculosis ... ........ccoeiunn. O
ASERIE «oveveranereneiannns LU ARCHE 1 e, 0 Radiation TRETGRY <. .. veveenve.. L]
Low Blood Presstre «.ovvvuevnen.. O O Emphysemo .. ...ooveiaaenre e, 0 O GIUCOME oo iiecianine e, [
Epilepsy { Conoulsions ............ O O Cancer ..ol O O Recent Weight Loss .............. OO
Leukemia .., . .eoeneneenannenen. 0 o Arfhritis Lo 0O Liver DISease ...........veueen.. IR
Digbetes ...voevivenrarreneannns O] B Joint Replacement or Dnplant .. .... (I HeartTrouble ... oovveiiiniiinn, 0O O
Kidney DISeases . .v..veueenvenens i Hepatitis { Jaundice .............. [ [ Respiratory Problems ............ O O
AIDSOr HIV wviirenenennnnes 0 O Sexually Transmitted Disease .. ... . C O Mitral Valve Prolapse ............ 0o O
- & . Other
Patient Dental History
Name of Previous Dentist and Location Date of Last Exam
Yes No Yes No
1. Do your guims bled while brushing or flossing? .......... Ll 0 3. Do you kave gny sores or humps in or near your mouth? .. L] O
2 Are your teeth sensitive to hot or coid liquidsjfoods? ...... O o 6. Huve you had any head, neck or jaw injuries? .......... 0o 0
3. Are your teeth sensilive to sweet or sour Hguidsffoods? . .. £ ] 7. Doyoulikeyour smile? ... ... ] ]
4. Do you feel pain to any of your teeth? ... ... ... ... I

Authorization and Release

1 certify that T have read and understand the above itformation to the best of my knowiedge The above questions have been geeurately answered. 1

understand that providing incorrect information can be dangerous to my health, I authorize the dentist to release any tnformation including the

diagnosis and the records of any treatment or examination rendered to me or my child during the period of such Dental care to third pariy payors
andjor health practitioners, I authorize and request my insurance company to pay directly lo the dentist or dental group insurance benefits

otherwise payable to me. T understand that my dental insurance carrier may pay less than the actual bill for services. I agree to be responsible for all

services rendered on my behalf v my dependents.

X

Signature of patient (or pérmt if minor)

Doctor's Comments

Signature

Date




