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 kform
completely in ink. If you have any questions or need assistance, please ask us -

we will be happy to help.
. . Patient #
Patient Information coNFDENTIAL) o o
Date
Name Birthdate Home Phone
: State/ ZIP/Post.
Address City Prov. Code
Email Cell Phone
Check Appropriate Box: L Minor [ Single LI Married [ Divorced [1Widowed DSepamSt(;dt y . =
ate u ar
If Student, Name of School/College City Prov. [ Time [_]Time
Patient’s or Parent’s Employer Work Phone
. ; State/ ZHZ{Post.
Business Address City Prov. Code
Spouse or Parent’s Name Employer Work Phone
Whom May We Thank for Referring You?
Person to Contact in Case of Emergency Phone
Responsible Party e
Name of Person Responsible for this Account to Patient
Address Home Phone
Driver’s License # Birthdate Financial Institution
Employer Work Phone SS#
Is this Person Currently a Patient in our Office? [ Yes [ 1No
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 [_]VISA [_]MasterCard [T wish to discuss the office’s payment policy.
f Relationship
Name of Insured to Patient
Birthdate Social Security # Date Employed
Name of Employer Union or Local # Work Phone
; State/ Zip/Post.
Address of Employer City Prov. Code
Insurance Company Group # Policy/ID #
State/ Zip/Post.
Ins. Co. Address City Prov. Code
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:

Relationship
Name of Insured to Patient
Birthdate Social Security # Date Employed
Name of Employer Union or Local # Work Phone

State/ Zip/Post.
Address of Employer City Prov. Code
Insurance Company Group # Policy/ID #

_ State/ Zip/Post.

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

QOver Please




Patient Medical History

Physician Office Phone Date of Last Exam
1es N0 Yes No
1. Are you under medical treatment nOW?..........ococovvvvvvvennins === 9. Are you allergic to or have you had any reactions
2. Have you ever been hospitalized for any to the following? =
surgical operation or serious illness within the last 5 years?.. D D Local Anesthet?cs (e.g- Novocaitl). .o = 1
If yes, please explain Penicillin or any other ANtibiotics ........ccccccovevvvenunee. — =
SUBIDEURS e e —
3. Are you taking any medication(s) Barbiturates......... ==
including non-prescription Medicine? ..............ccocccouvvveviinnss EnE IS;;,‘ZWES """"""" T =
o : P =
e o AN et B e e —
4. Have you cor faen Fon-PHENRAT HeEgaaie s o aees mow
5 Do o tisetobaccos i s e e D D Other (please list) =gl
6, Doiyon use controlled substaneess = i n L u =E 10. Women Only: =
7 Areroriwearing Contact lerises s i ] U a) Are you pregnant or think you may be pregnant? . < L
D) ATEOUTNSTAS v oo e s el
8. Do you have or have you had any of the following? c) Are you taking oral corntraceptives? ..........c.c.c....... =]
Yes No Yes No Yes No
High Blood Pressure.....iiseuoirees = =0 Hegrt Bisedsete . 2= ClestPains s e o B
HeartAttucke o vnnad o Bl Cardiae Pacemaker........o....on. B Easilyinded S0 e Bl
Riteimaticieoers e B Heart Nrmin.. o onnn s SEHOKE i bvr i st i B
Swollen Ankles = St in B ANGING s s R s HuyFever/ Allergies. oo o S
Fainting / Seizures ..... B Erequenily Tired.o ) BT T BerCHlOSTS st e oot s EwE
Asthmi e Svornren e B e e e = Radiation Therapy ........c.ccc.ccovvve. A= E
Low Blood Pressure.................... Cl =] Emphysema [EEiE ClAUCON st e o -l
Epilepsy / Convulsions................ = 5 CUNEel o === RecentWeight Loss ...ccoivivieinciie. BT
Leukemil.........convonociheciommssoniens e At Tl Liver Disease =
Biabelesic o vmumme iy B Joint Replacement or Implant .. e Heart Trouble e =
Kidney IDTSCaSES . v omnini i ienssss == Hepatitis / Jaundice................. EEE Respiratory Problems.................... Bl
AIDS or HIV Infection................ Bl Sexually Transmitted Disease.. el Mitral Valve Prolapse.................... Eet s
Tihyrotd Problem e oot o Sl Stomach Troubles / Ulcers....... B E Other Ll
Patient Dental History
Name of Previous Dentist and Location Date of Last Exam
Yes No Yes No
1. Do your gums bleed while brushing or flossing?.........cc........ EaE 8. Do you have frequent headaches?...............cc.ocoovven Bl
2. Are your teeth sensitive to hot or cold liquids/foods?.............. EEE 9. Do you clench or grind your teeth? ............coocccovneee. B
3. Are your teeth sensitive to sweet or sour liquids/foods? ......... BB 10. Do you bite your lips or cheeks frequently? ............... [l ]
4. Do you feel pain to any of your teeth? ...........cccovovvuvvsrnvennn. B 11. Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near your mouth?....... : : UEBHEPASt e e e e L‘_j D
6. Have you had any head, neck or jaw injuries?.........cccccocvnv.. B 12. Have you ever had any prolonged bleeding =
7. Have you ever experienced any of the following ellowingextiaationsZ s E = ;
problems in your jaw? 13. Hawe you had any orthodontic treatment? .............. Bl =
CHEkINg e ians e e E=E 14. Do you wear dentures or partials?.........cowvsvisvcareee B
Pain (joint, ear, side of face)? ........... TeaE T If yes, date of placement
Diffieuliy in opering or Closing it S e 8= 15. Have you ever received oral hygiene instructions
Wifficulilchemedr == regarding the care of your teeth and gums?............... EEE
16 Duven ke jorysmilel oo B am s e ===

Authorization and Release

I certify that I 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 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 party payors

and/or health practitioners. I authorize and request my insurarce company to lpay directly to the dentist or dental group insurance benefits
é

otherwise payable to me. I understand that my dental insurance carrier may pay less than the actual bill for services. I agree to be responsible for
payment of all services rendered on my behalf or my dependents.
Signature of patient (or parent/guardian if minor) Date
Doctor’s Comments
Signature Date
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