W

T help us meet all

Thank you for selecting owr dental healthcare team|
We will strive to provide you with the best possible dental care.
vour 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 #
=3 z 55#/5IN
Patient Information (conrenTIAL) Dut
Name Birthdare ome Phone
Address City %ﬂmpj z.';.%
Email Cell Phone
Check Appropriate Boxe U Minor [ Single  TlMarvied U Divorced 1] Widowed Dkﬁuuﬁ&d oy T
If Student, Name of SchooliCollege = City Proy. Ll Time ] Time
Patient or Parent'Guardian’s Emplover = i Work FhmeT.__
Business Address Clry ?’tg{r I%
Spouse o1 Parent/Guardians Name _ Emplover Wirk Phane
Wham may we thank for referring you?
Person to contact in case of emergency Phore
Responsible Party S
Wame of Person Responsible for this Account ter Patierid
Address 3 Home Fhone
Email i i Cell Fhone
Driverh Ligense# Birthdate _  _ Firaneial nstitution
Employer Wiz Phone i S58/5IN
Is this persen currenily @ patient inour office? [0 ¥es (I No
For your convenience, we offer the fallowing methods of payment. Flease chech the aption vou prefer Payment in full at each appointment.
(1 Cash L Personal Check Credit Card LIVISA Ul MasterCard — Twish to discuss the offices payment policy.
Insurance Information |
Narie af Insurvd mf’cﬁh“’
Birthdaie S54/5IN Date Emploved
Name of Emplover Uniom or Local # Wik Phont e
iy ) Slates Zipd
Address af Employer City Fron__ ¥ PE’..__ -
Insurance Company Grroup # Policy/ID # L
Ins, Co. Address (8 ;;:F ﬁgﬁf

How much is vour deductible? How much heve younsed? _ Max. anmual benefit

DO YOU HAVE ANY ADIHTIONAL INSURANCE? I Yes CINg IF-YES, COMPIETE THE FOLLOWING:

Name of Insuved ﬁﬁ[ﬂ;"ruﬂup

Birthdmte SSEISIN Date Employed
Name of Employer Uniom or Local # I

Address of Emplover Clty g%"{?fh“ ﬁl

Insurance Company Crroup # PolicyfiD #

Ins, Co. Address City m?

How much have youused? M. annual benefit
Cher Please

How much is your decctible?



Patient Medical History

Fhysician Office Phone Date of Last Exam
Yes No Yes Mo
1. Are you under medical treatment now? L1 O 10 Ave you wearing contact lenses? .. )]
2, Herve vou ever been hosplralized for any 1. Mmd&wwwmwwwmwwﬁﬂmmg?
surgical operation or serious illness within the last Syears? .. (] [ Local Anesthetics (e.g, Novorain) .., o e
If ves, please explain Penicillin arm-gf ather Antibiotics ... e i [
3. Are you taking oy medication{s) Barbiturates . B 5 S
ineluding non-preseription Medicine? ... L] s R SRR F=lig 1
<, Heve vou ever tahen Fen-PhenRedus? T R 5 25 f:;:{ﬂmk feg nichel merrum ac) .. E E
3 Hﬂve}wmmkmFmBmEm Arlmwlnrmvcm %JE"M" iw}
£ Wﬂw i e o P T O O yip mﬁ: cough or roat clearing nat
I !h.e)}f:ﬂ# Rt E % o 0 assaciaed with a kown illness (laisting more than 3weeks)?. [ [
7. Do you uise tobaceo? ] 13. Tl:r'mmn Only.
8 Do veou use condrolled S I = ;3 i:}l:xm or think you may E'EP'ES“M? ----- E %
B Dﬂwmhn-enrhm-r}mhmdmyqﬂrfnﬂmar? L?J‘lrt_}'ﬂttmkmgum!mntmccpnm? " E G
Yea Mo Yes MNo Yes Mo
High Blood Pressure ..o L1 L] Hexrt DHSERSE -...ccoonrmminmivieiincs. L] L o 100 R e 73 | [ |
Heart Attach ... ][] Candiac Pacemaer .. O O  Eastly Winded .. e
Rheimmatic Feer o0 O O Heart Murnar . 0 [  seoke . N T B i T
Swollen Ankles .. O 0O Angina.. il b s g meumgras AL 72
Fainring / Seizures .. O Ol Frequenly Tired ... L1 O] Tuberulosis . wicked B
Asthma .. : L [0 Aveniacie O O Radiation Thrrup}' ..... el )
Low Blood Pressure .. | B .E'mph}rmm (] [ Glagesna -0 =
Epi[:ps_v.-"c'unm[ﬂani R = — ] [0 Recem Mfgh[ Loss.. e i Sl B
Leubemmis . W Artheidis ... e I L Liver Disease ., SR E
Diabetes .. WA L] [0 Jeint Reptacmm! or Implnnl! i) (I Heart ]ifl:r:lb]c == U
Kidney Dimms we [ [ Hepatitis/ Jaundice ... wwim 1 [0 Resptratory Problems .., =k <L
AITYS ar HIV Iﬂfnﬂm At e Wl Y NI | Sevually Tramsmitted Dim:lsr R 2 T | Mitral Valve Prolapse ..o 1 [
Thyroid Problem ..o ) L Stamach Troubles / Ulcers ... [1 [ Other £
Patient Dental History
Mame af Previous Dentist and Location Dute of Last Exam
Yes Mo Yes No
1. Do wouir gums bleed while brushing o flossing?........ocee. ] [ 8 Doyou have frequent headaches?...... ..o 0 O
2, Are your teeth sensifive to hot or cold liguidsffoods? ... [ [ 9. Do vou clench or grind your teeth? . M B
3. Are your teeth sensifive to sweel or sour hqmd.s.ﬂm:lﬁ? [T ] 18 Do you bite your lips or rﬁreifs_l’rrqum!ilv? e B
4. Do vou feel pain to any of vour teeth?. ., i 11, Have vou ever had any difficult extractions
5. Do vou have any seres oF lumps in or near your AR EETEl in the pust? .. s T |
. Have you had amy head, neck or jaw injuries? ... e 12, Have you ever de my pm!.ungeci b!n*ding
7. Have you ever experienced any of the following following extractions? ..o P L0 (LSS B
pwuimsm'rmr_lcm? 13, Have you imdmwmh-udmrctrmmmt? =S
Clicking ... Bt 14. D vou wear drnnuz.s or pcrrna:rsﬂ 7 i s
Pain U-u!nt. ear, side uf_j’n:fj i U If ves, date of plagemen
Difficulty m opening or r]'asmg o M e e s 15 Herve you ever reccived oral hygiene tnstructions
Difficuly m-:lmwng T [ | mgarﬁng!hemmquawwthmldgm? bbstattole) 10 N
16, e you like your smile? .. ¢ v ; i i |

Authorization and Release

[eertify that | have read and understand the above information to the best of my knowledge, The above guestions have been deourately answered,
1 understand thar providing incorrect infermation con fe dangerous to my health. T outhorize the dentist (o release any information ingluding the
diagriosis and the records of any treatment or examination rendered to me or my child during the period of such Dental care to third party pavors
artadfor health practitioness, | authorize and mequest my insurance company to pay dinecely to the dentist or dental group inserance benefits

otherwise pavable to me. [ underscand chat my dental insurance carrler may pay less than the acoual Bl for services, | agree to be responsible

Jor payment af all services rendencd on my behalf or my dependents

X

Signature of patient [or parent!guardian if minor}

Daie

Doctors Comments

Signature

Date

PATIEHGON OFTICE GUPPLIES 15006971720 891- 1014 1 Ga0E



