Thank you for selecting our dental healthcare team!
We willlstrive to provide you with the best possible dental care.
To help us meet all your dental healthcare needs, please fill out !his{orm
completely i ink. If yoyi have any questions or need assistance, please ask us -
' we will be happy to help.

ol

Patient #
: 3 Soc, Sec. #

Patient Information (CONFIDENTIAL) Date
MName Birthdate Home Phone
Address City State Zip
Check Appropriate Bax: OMinor [ single [T Married O bpivorced  [TwWidowed [ Separatcd .
If Student, Name of School / College City State ] I]d":'r]r{t: O %ﬂe
Patient’s or Parent's Employer Work Phone
Business Address City State Zip
Spouse or Parent's Namie Employer Work Phone
Whom May We Thanhk for Referring You?
Person to Contact in Case of Emergency Phone
Responsible Party —
Name of Person Responsible for this Account to Patient
Address Home Phone
Driver's License # Birthdate Financial Institution
Employer Work Phone SS9

Is this Person Currently a Patient in owr Office? [ Yes O we
For your convenience, we offer the following methods of payment. Please check the option you prefer. Payment in full at each appointment.

[ cash [ Personal Check Credit Card [Ivisa [ MasterCard [ 1 wish to discuss the office’s payment policy

Insurance Information _—

Name of Insured mEPa.!':li:uduP

Birthdate Social Security # Date Employed

Name of Employer Unionorlocal# ___ Work Phone

Address of Employer City State Zip__
Insurance Compeny Crroup # Palicy/iD #

Ins. Co. Address City Srate Zip
How Much is your Deductible? How Much Have You Used? Max. Annual Benefit

DO YOU HAVE ANY ADDITIONAL INSURANCE? [ Yes [ No IF YES, COMPLETE THE FOLLOWING:

Name of Insured gf ﬂﬁhip
Birthdate Social Security # Date Emploved
Name of Emplover Union or Local # Wark Phone

Address of Employer City State Zip
Insurance Company Group # Policy/ID #

Ins, Co. Address Ciry State Zip
How Much is your Deductible? How Much Have You Used? Max. Annual Benefit




Patient Medical History

Fhysician Office Phime Prate of Last Exam
Yes No Yes No
1. Ave vou under medical treament now?.. B 9, Are vou allergic to or have yob had any reactions
2. Have you ever been hospitalized for an ' fotwgalommet .
su rg:cﬁf aperdtion or Wflj;ﬁ{i fiin{ss WllJ;tEI‘r the bast 5_}-‘1’.":]!’5‘:" P I Local Anesthetics (g, Novacaine)... O o
If Penicillin or any other -"milf:lltﬂ.l.['. O O
yis, please explain
L)
3. Are you taking any medication (s} mEm
including non-prescription medicine?. ..., 13 0 O O
If yes, what medication{s} are you taking? ). E]
A T P
4. Have you ever taken PhenFenBeduo?............covimivomnere 1 [ [fahm::g n:n:fze! s ﬂ:"}l m } O 0O
5, DH0 WM WS OBICEOR it banbsbi e miemssmsemtom it cbacseriectocimenst E D Other {please list) O 0O
6. Do you lise conirnlled substmees? oo O O 10 Women Only:
7. Are you wearing contact Ienses?. ..., 3 03 aJAr‘eyrmprf:gmmrfhlnh}'numa}-'bepregrwu-’.. O 0
I} Are vou nursing?..... - I
8. Do you have or have you had any of the following? ci Are you taking oral cummﬁ:pmes? mig
Yes Mo Yes MNo | Yes Mo
High Blood Pressure v C] O Heart Disease .o L] L Chest Pating o L O
Heart Attach ..o, ] L Cardiac Pacemaher....oe. ] 0] Easily Winded ... Ll Ll
Rheumatic Fever _.... O O Heart Murmur ... O O  Siroke .. et O [
Swollen Ankles i Rl Rk A O 0O Hay Fm-'cr .-’Al.fergm =
Fainting / Seizures ... ] O Fra]'umi] Tired O O  Tuberculosis.. O O
Asthma.... v 0 O Anemia .. . L] Bl  Radiation Tiln:rqpy O O
Leny E!md Prﬁsurz e O Emphysmm O O Ghlaucoma . P i o
Emisps_w"Cmvufslfrn.s i 1] Bl Comesr . O O Rrecent We:lght J'_.pss a O
LEUREMIA ... v = O Avthriis . e & O LiverDisease oo | O
Diahetes ..........-. O O Joim qumcmz or Imp!am PR = Gl = oA 5
Kidney Diiseases ............... 00 O  Hepatitis/ jmundice ... v & O Respiratory Problems............. O O
AIDS or HIV Infection ..... 0 O  Sexually Transmitted Disease..., LJ L1 Mitral Viive Prolapse ... O O
Thyraid Problem .. : O O  siomach Troubles/ Ulcers... O O Oer O O
Patient Dental Hi istory
Neme of Previous Dentist and Location Date of Last Exam
Yes No Yes Mo
1. Do your gums bleed while brushing or flossing? ... 1 O 8. Do you have frequent headaghes? ... 1] 0T
2. Are your teeth sensitive 1o hot o cold lguidsffoods? oo o O g, Do you clench or grind your teeth? ..o g d
3. Are your teeth sensitive o sweel cnrmrﬁqﬂl’dﬁ.{]‘mﬁ?.........._... O 0 w Do you bite vour lps or cheeks frequently? .. O O
4. Do yoe feeel pain to any of your teeth? .., — 0 1 Have you ever had any difficult extractions
5. Do you have any sores or lumps Jﬂarnea.r_}lmr Hdﬂudt? .......... O O in the past? ., i ] [
6. Heve you had ary head, neck or jaw injuries? .. O O 12 Have Vou mrha.d rm_].r pral'mged b.leed'mg
7. Have you ever experienced cony ujﬂwﬁﬂlﬂwing following extractions? .. sy et Bl
problems in }-mrj:tw}' 13. Have you had any urﬂu‘x.!urt:!r_ nraum-rt:? coseies k. ]
Clicking .... O O 14 Doyou wear dentures or partials?..... O O
Pain f_m-lnt. e, sni-a qﬁx:} o O If ves, date of placement
Difficulty in opening or dusrng O O 15 Have you ever received oral hygiene instructions
Difficulty In chewing ..., O a regarding the care uj’ymrmﬁh caried BUMS e, 0O O
16, Do youi leke your stile?. ..o e O O

Authorization and Release

I eerrify that 1 have veod and understand the above information to the best o ! my knowledge. The above questions have been accurately answered.
1 understand that providing incovrect information can by dangerous fo my th

J!IH

n'ilrlwlv: pavable to me. | undersiomd theat m_};jmmi iRsUrance carrier My pay

Jor payment of all services rendered on my be

X

If o vy dependents.

I authorize the dentist to relgase any information mcluding the

tist or demtal group insuremoe benefits
less than the actual bill for services. [ agree (o be responsible

asis and the vecords of any treatment or examination rendered to me or my child during thfm of sudh Dental care ta third party payars
for health pracritioners. | authorize and request my insurance company to pay directly to the

Signature of patient (or parent if minoe)

Do s Comrnimietits

Sigraature

Dt

Han V6 MWD W7 olwell Spnornes 1-FEREATT- | 14



