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Welcome
Thank you for selecting us.

-

X To help us meet all your hedlthcare needs, please fill out this form completely in ink. I you have any questions or
o/ : need assistance, please ask us and we will be happy to help.
Patient Information (Confidentiall Patint
Mumber
MName Date
S5#/5IN Birthclate Home Phone
Address City Emef %IEE
Email Cell Fhone
Check Appropriate Box: L Minor [ single L] Married [ Separated | Divorced [ 'Widowed
I Student, Mame of Schoel/College City %tuoﬁf LIFull Time 1 Part Time
Fatient or Parent/ Guardion's Empleyer Woark Phone
Business Address City o e
Spouse or Parent/Guordion's Name Employer Work Phone
Whom May We Thank for Referring You?
Person fo Contact in Case of Emergency Fhane
Responsible Party —
ome of Person Responsible for this Account to Patient
Address Home Phone
Email Cell Phona
Driver's License # Birthdate Financial Insfitution
Employer Wark Phone S5#/5IM

Is this Persan Currently a Patient in our Office? (] Yes LN
For your convenience, we offer the following methads of payment. Please check the opfion you prefer. Payment in hull of each appaintment.

[ Cash [] Personal Chack Credit Card  [JW1SA [) MosterCard [ 1 wish to discuss the office’s payment policy.
Insurance Information

Relationship
Mame of Insured to Patient
Birthdote 55,5 Date Employed
Name of Emplayer Union or Local # Wark Phone

State/ Zip/
Employer Address City Prow, F‘.E‘.
Insurance Company Group # Policy,/ID#

. State/ Zip/

Ins. Co. Address City Prov, pe"
How Much is Your Deductible? Haow Much Have You Used? Max. Annual Benefit

Do You Have Any Additional Insurance? [ IYes [ No  IF Yes, Complete the Following
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Relationship
Mame of Insured to Patient
Birthdote S5#/5IM Cate Employed
Mome of Employer Union or Locol # Work Fhone

3 State/ L‘EI

Emplayer Address City Prow. FC.
Insurance Compony Group # Policy,/ID#

State, Zip/
Ins. Co. Address City Praw, F’.E.
Hew Much is Your Deductible? How Much Hove You Used? Mox, Annual Benefit

Cwer Please




Patient Medical History

Physician Office Phone Date of Last Exam
Yes Mo Yes Mo
| Armmourundismedioal ket sow 0O O 9. Are you ollergic to or have you hod any readfions to the fallowing: _
o . Local Anesthefics [e.g. Movecdin) =
2. Hove you ever been hospitalized for any surgical Penicilli g o s ke A 0
operation or serious illness within the last 5 years? T i e B —
Sulfa Drugs L) [
IF yas, please explain Barbituralas O
Sedatives i G
3. Are you taking any medication(s) including lodine 0 o
non-prescription medicine? 0O O Aspirin ] CI
IF yes, what medication|s] are you taking? Any Metals (e.g. nickel, mercury, efc.) O U
Latex Rubber o
Crher O Ol
4, Hove you ever taken Fen-Phan/Redux? O O 10. Do you have a persistent cough or throat clecring not
5. Do you use tobacco# 0 d nssociated with o known illness lasting more than 3 weeksjg [ [
&. Do you wsa confrolled substances? O O 11. Women Only: O
7. Are you e cotoct lnsest 0 O A ik I
Are you taking oral contraceptives? (1 O
4. Do you have or have you had any of the following?
Yas M Yes Mo Yes Mo
High Blood Pressure O O Heart Disease O 0O Chest Pains 1. L]
Heart Aftack 0 Cardiac Pacemaker ] Easily Windad 0 0O
Rheumatic Fever OO Heart Murmur 0 O Strake S
Swollen Ankles 5 Angina L Hay Fever/Allergies L O
Fainfing /Seizures il e Frequently Tired O O Tuberculosis S
Asthma Ll Anemia [ Radiation Therapy (1 O
Low Blood Pressure -1 ] Emphysema O O Glovcoma o o
Epilepsy/ Convulsions i fE] Cancer 52 s Recent Waight Loss B
Leukemia 0 O Arthritis 5 [ Liver Disease i
Ciabetes 00 0O Joint Replacement or Implant o ad Heart Troubla [
Kidney Diseases [1 [ Hegatitis/ laundice 0 O Respiratory Problams I
AIDS or HIV Infection L O Sexually Transmitted Disease O d Mitral Valve Prolapse ] L
Thyraid Problem [0 O Stemach Troubles,/Ulcers 1 O Oithar O
Patient Dental History
MName of Previous Dentist and Location Date of Last Exam
Yes Mo Yas Mo
1. Do your gums bleed while brushing or flossing® O O E. Do you hove frequent headachas? e [ 5
2. Are your teeth sensitive to hot or cold liquids foodsg o 0O 9. Do you clench or grind your teath? t: El
3. Are your testh sensitive fo sweet or sour liquids/Toods2 0o 0O 10. Do you bite your lips or cheeks frequently® O O
4. Do you feel pain to ony of your teeth? 0 o 11. Have you ever hod any difficult extractions in the post? e E]
5. Do you have any sores or lumps in or near your mouth? o O 12. Have you ever had any prolonged bleeding
&. Hove you hod any heod, neck or jaw injurias? O 0 following extractions? O o
7. Hava you ever experienced any of the following 13. Have you had ony erhedontic reatmant? s El
problems in your jaw? 14. Do you wear dentures or parfiolsg I B
Clicking I IF yas, date of placement
Pain |jeint, ear, side of foce] O 0O 15. Have you ever received oral hygiene instructions
Difficulty in opening or clasing a O regarding the care of your feeth and gums? Ll
Difficulty in chewing g 0O 16. Da you like your smile? 0 O

Avuthorization and Release

I cerlify that | have read ond understand the above information to the best of my
knawledge. The abave questions hove been aceurataly answerad. | undarstond that
providing incorrect information can be dangerous to my healh, | autherize the
dentist to releaze any information including the diagnosis and the records of any
freatment o examination renderad fo me or my child during the period of such
Dental care fo third porty poyors and/er healih proctiioners. | authorize and request

my insurance company to pay directly to the denfist or dental group insuronce
benefits otherwise payable o me. | understand that my dental insurance carrier m
pay lass than the actual bill for services. | agree fo be responsible for poyment of Eﬁ
services rendered on my behalf or my dapendents,

X

Signature of patient {or parent/gquardian if minor}

Doctor's Comments

Signature

Date
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