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.

Patient #
. . Soc. Sec. #

Patient Informatwn (CONFIDENTIAL) Date

Name Birthdate Home Phone

Address City State Zip

Check Appropriate Box: [ ainor [ Single UnMarried L Divorced Ll Widowed [ Separated

If Student, Name of Scheol / College City State [ I;ﬁ"{ge ] '.}ljﬂ;'ltc’

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?

Person to Contact in Case of Emergency Phone

. Email address

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? [[] Yes [] No

Insurance Information -
Relationship

Name of Insured to Patient _

Birthdate Sacial Security & Date Employed

Name of Employer Union or Local # Work Phone

Adcdress of Employer. City State Zip

Insurance Company Group # Policy/ID #

Ins. Co. Address i City State 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 f}iljﬁgg: fﬁp

Birthdate Social Security # Date Employed

Name of Employer Union or Local # Work Phone

Address of Employer City State Zip

Insurance Company Group # Policy/ID #

Ins. Co. Address City. State Zip

How Much is your Dechuctible? How Much Have You Used? Max. Annual Benefit




Patient Medical History

Physician Office Phone Date of Last Exam
Yes No Yes No
1. Are you under medical treatment BOW? o, O Od 6. Are you allergic to or have you had any reactions
to the following ?

2. Have you ever been hospitalized for any
surgical operation or serious iliness within the last 5 years? .. O O
If ves, please explain

Local Anesthetics (eg. novocaine)...... .
Penicillin or any other ARtibiotics ...
Seelfa DFUES .o

BAFBIHUPGLES . cevn et cees e e resarsscs et et e e
SOAAIVES cocovevevivers et eve e enesseeeaens et resssesaness s ren s enemes

3. Are you taking any medication(s)
icluding non-prescriplion MEAICIHE? . i

If ves, whar medication(s) are you taking? fodine......
ASPIFIR i

Any Meials (e.g. nickel, Mercury @1C. ) ovvornrinnnn.
Lt RUBDEF ...ovivorviireireerenenee e cre e e ensn s resrasassns
Other (please list)

O
O

| Have you ever taken Phen-Fen/Redux? ..o,

th

. Do You tse toBaceo? e s

OoOoog

O 000
o000 O0oOoooodod

6. Do vou use controlled SUBSIARCES? oo 10, Women Ony:
7. Are yvou wearing COact [enSes? .. a) Are you pregnant or think you may be pregnant? ....
B) Are YOu RUFSIIE P ooveeeove s
8. Do vou heave or have you had any Qf”lerHOH"i”g? c) Are you Eﬂkblg et CONIFACEPHIVES 7 1o ieeereeeenenienenn
Yes Yes No

CRESE POIAS oo oo esresrisss s
Easity Winded ..o
Hay Fever / Allergies...

Tuberculosis ...
Radiation Therapy ...,
GlAUCOMU co.coeeee e e e
Recent Weight LOSS oo
Liver Disease .......

Heart DHSEAse ..o e
Cardiac Pacemaker......
Heart Murmr ... verccirinons
AR et reeens e e resersssnas s
Frequently Tived....ceions e,
ARG o ooeeviveeee e eeeeeemoneennee e
Empliysema.....
L0071 Tod s RPN
AFREItIS o

High Blood Pressure... i
Heart ARk ...ooveee e
Rheumatic Fever. v eirirnninee
Swollen AKLES .o
Fainting / Seizures .. cviisns
AT i versssreeseseienseneeeeeeenernnes
Low Blood Pressure ...
Epilepsy / Comvitlsions. ...,
Letthemitl .o ivesivnrcenscvssrnssreans

0 o o o o O
OOO0000000000zs

OO0O0O0O0O00000000F 000 0000000000
g

o o o o o o o
o o o o o o o o
] [ [

Diabetes oo Joint Replacement or Implant ......... Heart Trouble e
Kidney DISEases....co oo Hepatitis £Iaundice . e occiiennss Respiratory Problems..........cc.e...
Aldls or HIV Ifection ... ... Sexually Transmitted Disease .......... Mitrad Valve Prolapse. e,
Thyrotd ProbIem .. v incsecsnnin, O Stomach Troubles / Ulcers............. Other
[ ] [ ]
Patient Dental History
Name of Previous Dentist and Location Date af Last Excam

oy
]

o000 O0O000Ods
O00Oo [Oooooodz

8. Do you have frequent head@ches? ...
9. Do you clench or grind your 16l ...
10, Do you bite vour lips or cheeks frequentiy?..................

11. Have you ever had any difficudt extractions

B ERE PUASE? cevreesr ot e s s s
12. Have you ever had any prolonged Meeding

Jollowing extractions? ...
13. Have you had any orthodontic treaftment? .
14. Do you wear dentures o partiais? ... v

¥ yes, dote of placement

Do vour gums bleed while brushing or flossing .o
Are vour teeth sensitive to hot or cold ligquidsffoods?................
Are your teeth sensitive to sweet or sour liquidsffoods?............
Da you feel pain to any of your 1eth? v i
Do you have any sores or lumps in or near your mouth? ........
Have vou had any head, neck, or jow juries? e
Have you ever experienced iy of the following

problems in your jaw?

Pain (joint, eat, side of FACE) i
Diffictelty in opering or CloSIRG v 15. Have you ever received oval hygiene instructions
Difficulty in chewing ............ regarding the care af your teeth and gums? ...,

1 certify that 1 have read and understand the above in{onnarﬁon to the best of my knowledge. The abave questions have been accurately answered, [
wnderstand that providing ncorrect information can be dangerous to my heaith. I authorize the dentist 1o release any information including the diagiosis
and the records of any treatment or examination rendered 10 me or my child during the period of such Dental care to third party payors and/or )‘zezﬁﬁ'x
pracritioners. | authorize and request nty insurance company to pay directly to the dentist or dental group insurance benefits otherwise payable to me. 1
wnderstand that my dental insurance carvier may pay less than the actual ﬁiﬂ for services. I agree to be responsible for payment of all services rendered
on my behalf or niy dependers.

I T a i  a

OO0 OO0d 0 ooos
OO0 OOoOod g odo?

Signature of patient (or parent if minor)

Docror's Comiments

Signature Date




