Thank you for selecting our dental healtheare team!

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

To help us meer all your dental healtheare needs, please fill out this form
eompletely in ink. If you have any questions or need assistance, please ask us -

we will be happy to help.
. Date

Patient Information (CONFIDENTIAL) ss#
Narne Birthdate __ Home Phone
Address Cuiy State £ip
Email DL# Cell Phone
Check Appropiate Box: UlMinor [1Single [TlMarried [ Divorced L] Widowed Dﬁepmraied
I Student, Name of School/College City State Dg:.ﬂfe Dgﬁ;tte
Patient or Parent/Guardion’s Employer Work Phore
Business Address City State Zip
Spotse or Parent/Guardian’s Name Employer Work Phone
Whaomt may we thank for referring you?
Person to contact in case of emergency Phone
Responsible Party _

: ; Relationship
Name of Person Responsible for this Account to Palient
Address a Homie Phone
Eyrail Cell Phone
Driver’s Livensed# Birthdate
Employer Work Phone SS#(SIN

Is this person currendy a,p:cm'em in our office? [¥es
For your convendence, we offer the follorwing methods of payment. Please check the option vou prefer. Payment in full at each appointment,

CINe

O] Cash O Personal Check Credit Card IVISA OMasterCard U117 wish to discuss the office’s payment policy.
Insurance Information
Realationship
Name of Insured to Patient
Birthdate S5#/5IN Date Employed
Name of Employer Unionor Local # _____ Work Phone
Address of Employer City State Zip
Insurance Company Group # Policy/ID #
Ins. Co. Address City State Zip
How mueh iy your deductible? How much hove you used?___ Max. annual benefit

D0 YOU HAVE ANY ADDITIONAL INSURANCE?

UYes [No [F YES, COMPLETE THE FOLLOWING:

Neame of Insured fée%f:é:;mamp
Birthdate SSFEIN Date Employed
Name of Employer Unionor Locad #_________ Work Phone
Address of Employer City State Zip
Tnsurance Company Group # Podicv/ID) #

Ins. Co Address City State. — Zip
How much s your deductible? How much have youused?_ Muax. annual benefit

Continuee on next page



Patient Medical History i N

Physictian (Hfice Phone Date of Last Exam
Yoz Do Yes Mo
1. Are you under medieal freciment mow?o . O [ 10, Are you wearing contact lenses? ... | i =
2. Have you ever been hospitalized for any P, Are you alergic roorhme}umudmgrmmmhﬁdamg?
surgieal operation or seripus ilness within the last 5 years?, .. O O Loeal Anesthaiics (e.g. Novocair).... Lektivmies 1 [
[ ves, please explain Penicillin or any other Antibiotics... s L
" Sulfa Drn:.gs ] L
3. dre you taking any madication (5} Barbit s les, vt L [
including ror-prescription medieine? . e s B i BT e T R Ll L
If yes, what medication(s} are you taking? fadi.ne | i
&, Have you ever taken Fern-PhenfRedux?. .. il AL Any M-:rais {-:g nw-fcef menmy BT e st it b veis g
5. Have you ever taken Fosamaz, Bontua, Anmnef or any cancer Latex Rubber.... o it e 12
medications conbaining bisphospRonalEs? i O O ther (please im}
&5, Have you taken Viagra, Revatio, Cialis or Levitra 12, Do you heve persistent cough or thooat claaring not
B g e e e et e A avciited eith o s Ay Mg mors dian Juedkge., [ O
7. Do you wse tobacco? ... R 13. Women Only:
&, Do you use congrolled sr:bstam:e:" » L) 13 ) Are you pregrant or think you may be prpgnmui‘ ..... O o
b} Are vou nurstng?.........- f e e D D
9. Do you have or have you had any of the following? e) Are you taking omi cmmcﬁ,umws? 1. Ll
Yes Do Yee Do Yea Mo
High Blocd Pressure..oimee- ] ] Foitrt THRBRRE. o vuunasinsios e e ans ] ] Cliest Paiies. v, qonmonssassaossniussasios O o
laert Al o oy L Cardiae Pacemaker.......oon = O Easily Winded. ..o ccnisiniirimnes 0 O
Rharemebio- Fevers .. i * k) ] Heerrt Muerrmur... O O Stroke... ey = (i 12
Swollen Ankles........... . O O  Angina.... e TN, (R &
Fuinting | Selaures.... . oo O Ol Frequem{y T'rrri O O Tuberculosis ... 0 B
Asthme... o ) Cl Anemia... O O Hadiation Tﬁempy a0 o
Low B-!oud Pr-e&sr.rra. NN | I Empﬁy:-cma..... I I Clansama... iy =
Epilepsy | Conmudsions.... | Cl CrROaT cinsimisens O O Recant Wﬂgh: Lo.m El: E]
A il S Il B B Arthritis... g = % Liver Disease. ..cconneens L S
S O Ll Joint Repk:ner:.»en: ar Implans ...... O O Hearg ?%oubn!-:.............,, 0 O
Eidney Diseasas..........e. I 73 B Hepatitis | Joundics... HaGAN =il S Respiratory Problems, O O
AIDS or HIV wm O O Sewually Transmitied Disease..... ) L1 Mitral Volve Prolapse.mmwonn: = L
Thyroid Problem... 0 [0 Stomach Troubles / Ulcers... O O ok O O
Patient Dental History
Name of Prewmous Dentist and Location Date of Last Exam
Yes  No Yes Do
1. Do your gums blsed while brushing or flossing?.... —" N 8. Do you have frequent headaches?, s 0 O
2. Ave your teeth sensitive to hot or cold liquids{foods? w1 9. Do you clench or grind your teth oo 1 1
3. Are your teeth sensitive to swaet or so10 kqmds.{l‘&r}ds? M 10, Do you bite your lips or cheeks frequently?....oovvereeene.. i
. Do you feel pain to any of your teeth?. . N o | 11. Have you ever had any diffiendt extractions
5. Do youe have any sores or lumps in or near your mauafr.'-’.... o in the past? . SO (0 £ |
&. Have you had any head, neck or jow iNfurtes? e O g 12, Have you ever &adunypwimgedﬁlmedmg .
7. Have you ever experienced any of the following follonping xtraelansF . s s O O
problems in }-uu.rjaw’ 3. Have you hod any orthodontic freatment e O O
Clicking. ... R R AR S - T4, Do you wear dentres arpa.rrlah" ................................ =
Pasin (oing, car, side of face)... O O I yes, date of placement
_ Diffeculsy in opening or d..:umg S I 15, Have you ever received oral hygisne instructions
Difficucley in chemoing. ... ovcrsissiinsnserasess shmsemen vemsssmaserensarasvns 1 O regarding the care of your teeth and gums? 0O O
16,00 you (ike your smilef . e O O

Authorization and Release

1 certify thas [ have read and understand the above information to the best of my knowledge. The above questions have been accurately answered.
I understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information fncluding the

ﬁzr:fnam and the records of any treatment or examination rendered to me or my child during mW of sueh Dental care to third party payors
or health practitioners. I authovize and request my insurance company to pay directly to the dantist or dental group insurance bengfits
otherwise payable to me. [ understand that mj?r dental insurance carrier may pay less than the actual bill of services. I agree to be responsible

Jfor payment of all services rendered on my behalf or my dependents.
X -
Stgnature of patient {or parent!guardion Iif minor)

Date

Dactar's Comments

Stgrature Date




