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We are hleaséd fo welcome you to our practice. Please take a few minutes 1o fill out

this farm as completely 4s you can. If you have questions we'll be glad to help you.
. We'look forward 10 working with you i’ maintaining your dental health.

. TATIENT INTORMATION

Soc. Sec. 4.

Narme__ L
. Lagt Neme. First fame* . Inidal
© Addrass . . L .
City " SR State___ZIp: .~ Home Fhone
CellPhone .~ "~ Email -~ e 0 ‘
Sex OM OF Age. - - Birthdate 0 Sirgle *Married [l Widowed 0 Separated O Divorged
. Patient Emplayed by . * .. o L Qccupation
Business Address_. - L AP ::- - ' Business ‘Phone'

Business Emait ' :
* Whom may we thank for reférring you?

Notify in case of emergency. _ Home F’hﬂhé
Cell Phons - -~ ___ Business Phone
Email_ o ‘

TRIMARY INSUBANCE

Person Responsible for Acoount

Last Name I First Name . Tl
Relation tv Patlent ' Birthdate__ e i Soc, Sec. # '
Address (if differant from patient) ‘ . Homa Phone
City __ State Zip
Celi Fhone ‘ ' ‘ _ Email ~
FPerson Responsible Employed by : - ‘Occupation
Business Address ‘ - IR Business Phone_
Business Email | R e _
Insurance Company : o - ‘ ‘ Phone

Insurance Email .
Contract # ' Group # ‘ ' 'Subscriber #
Mame of other dependents under this plan - o '

ADDITIONAT, INSURANCE

ts patient covered by additional insurance? OYes 0O No .

Subscriber Name: F-Ielat.iq'n'to Fatient ‘ N . Birthdate
Address (if different from patient) - Soc. Seé. #_

City Gtate Zip 3 _~_Home Phone .‘

Cell Phone 3 - Entiall

Subscriber Employed by : - - N ‘ Business Phdne,

Business Email

insurance Compary ‘ . Phone.
Insurance Email - _ ‘
Contract 4 . : - Groop # .. .. Subscribér #

MName of other dependents under this plan

Please complets both sides.
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DINTAL HISTORY

What wauid you like us to do today‘? o , Are you in dental discomfort today?
Formier Dentist L Address_
Dentigts Email ' ‘ ‘ ‘ Phone __

~ Datg of last dantal care . : Crate of last X-rays..

. Chack { /) yes or.ng if you have had pmhlams with any of the following:

QY O N Bad breath C . OY QM Food collaction between testh. 0¥ @ N Periodontal trsatment Y 3N Sensitivity to sweets
@Y O N Bleading gums QY O N Grinding or clanching teeth QY O N Sensitivity to cold QY QN Sensitivity when biting
OY (M Clicking or popping jaw~ O'Y O N Loose teath or broken filings @Y O N Sensltlvity to hot © @Y ON Sopres or growths in mouth

How often-do you brush? - ‘ - I'—“Ipaa?
How do you feel about the appearance of your teeth? o
Have you avar axperlancad an advarsa reaction during or in GQH]LIHCi‘.IDn wnth e medlcal or dental procadure? QY ON

Other Infotmation aboul yaur dental health or previous treatment

MEDICAL HISTOﬁY

Physlclan’s nama .~ ". Phone
Date of last visit __. Have you had any seriaua iinesses of operations? QY ON

I yes, describe

Are you currently under physlelan care? OY. ON If yes, describe

Have you ever had a blood transfusion? O Y ON Ifyes; give apprax'imate dates
Have you ever taken Fen-Pher/Redux? OY ON R

Have you ever used a blsphoaphcnnata madicatlon? Brand nemes includs Fosamax Acmnal Atelvia, Didronel and Boniva, OY O N

Women: Are you pragnant? OY ON  Nursing? QY QN - Taking birth control pills? OY ON

Check ( + ) yas or no whether you have had any of the following:. -

OY ON AIDS/HIV Posltlva OY ON Cough, persistent ~ QY ON Jawpain OY ON Shingles
OY O Anaphylaxis QY ON Cough up blood - QY ON Kidney disease or QY ON Shortness of breath
MY QN Anemia QY QN Diabstes " malfunction QY ON Skin rash
OY QN Arthritis, Rheumatism QY ON Epilepsy - QY ON Liver diseace OY ON $Spina Bifida
OY ON Artificial heartvalves ~ OY QN Falnting o QY AN Materal allergies QY ON Stroka
QY ON Arfificial joints OY AN Food allergies (chemi;:;;g?' et OY ON Surgical Implant
2Y ON Aaih['na aY N Glaucoma S QY ON Mitral vave prolapse ay anN S:N;aélz{rregsof foat .
QY O N Atopic (alergy prone) Y O N Headaches o QY AN Nervous problems QY ON Trwroid diss »
QY O N Back problams OY ON Heart murmur . . . ) T hyroid disease or
‘ QY ON Pacemakar/ malfunction
Y ON Blogd dissase OY OM Heart problems : Heart surgery .
Describe ‘ T OY¥ ONM Tobacco habit
oY ON Cancer QY QAN Psychiatric care o C
: o N Paychiaine a3 QY 0N - Tonsilitis
OY QN Chemical dependengy DY B N Hemaophilla/ OY ON Rapld welght gain or loss o ‘ )
ST QY QN Tuberculosis

Abnarmal bleeding . .
QY QN Chematherapy ) B Ay M Radiation treatment ‘ "
OY ON Ciroulatory problems QY ON Herpes . Ay ON Ulcer/Caolitis

o1 OY O N - Respiratory disease \ :
. ayY QN Hepatitis QY ON Venereal disease
QY QN Caortisone reatments , i :
OY ON Righ blood pressure ay EI M Rheumatic/Scarlet fevar

I5 patient currantly taking any medications? If yes, list all: Doe's patieht have drug allsrgies? If yes, list all:

SUTHORIZATION

| have teviewed the information on this questionnaire, and i is accurate to the best of my knowladge. | understand that this information
will he used by the dentist to halp determine appropriate and haalthful dantal treatment. If there is any change in my medical status,l will inform
tha dentlst.

| authorize the insurance company indicated on this furm to pay to the dentlst ail lnsuranca bensfits otharwise payable to me for services
rendered. | autharize the use of this slgnature on'all Insurance submissions.

| authoriza the dentist to release all information necesaary te securs the peyment c:f benafits. | understand that | am financtally
responsible for all charges whathar or not pald by insurance.

Signature S -‘ - ~ Date

® Payment ig due in full ai time of trealment, unless prior arrangements have been approved.
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