el come!

Please take a few minutes to answer the following questions
so we can better assist you with your dental needs.

Patient Information

Date Soc. Sec. # Birthdate
Name Home Phone
Last Name First Name Initial
Address : , Cell Phone
City State Zip E-mail
sex: LM LJF [ IMinor [ Single [ IMarried [ Long Term Partner [ I Divorced [lwidowed [] Separated
Employer Business Phone
Business Address Occupation

Who should we thank for referring you?

In case of emergency, who should we contact? Phone

Primary Insurance

Person Responsible for Account

Last Name First Name Initial
Relationship to Patient Birthdate Soc. Sec. #
Address Home Phone
City State Zip
Responsible Party Employed By Business Phone
Business Address Occupation
Insurance Company
Insurance Company Address
Subscriber |.D. # Group #

Additional Insurance

Insured Name

Last Name First Name Initial
Relationship to Patient Birthdate Soc. Sec. #
Address X Home Phone
City : State Zip
Insured Employéd By Business Phone

Insurance Company

Insurance Company Address

Subscriber 1.D. # Group #
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|  Dental History

Former Dentist : Date of Last X-Rays
City, State How Often Do You Floss?
Date of Last Dental Visit How Often Do You Brush?

Please check all that apply:

BadiBreath = e ... s D ; Loose Teeth or Broken Fillings ..... D Sensitivity to Sweets

Bleeding GUMS .....icto s D Orthodontic Treatment ................ D Sensitivity When Biting ........c....... D
Blisters on Lips or Mouth ...... D Pain-AretindeEars 5i i s D Frequent Headaches ..........cc......... I:]
Finger Nail Biting ...c.cccvuevvannns D Periodontal Treatment ................. D Jaw, Head or Neck Injuries ............ D
Grinding Teeth ... .5 e D Sensitivity tof€old ..........nis D Jaw Difficulty: Clicking and/or Pain.. D
Lip or Cheek Biting --=... . ..v. D Sensitivity:tesHeat ......... =5 = D To@n RE ) A e e e D

Medical History

Physicianis Name : Date of Last Visit
Yes o 7. Have you had any allergic reactions to the following:
1. Are you currently under medical treatment? ......... D D Yes No
2. Have you ever had any serious illnesses Local Anesthetics (eg. NOVOCAINE) vevuvrevnervnreennnnens D D
or operations? ..................................................... I:I I:I Penicillin or other AntiDIOtiCS -..vmeene e, D |:|
e you utrently TNt i medication? ..o D D Sulfa. Drugstia ... S e D
Barbiturates (sleeping pills) D
Please describe: : SEUAIVES . Stig i i it e D
el e o A PR o D
ASDItin o f i s S T R D
4 D0 YOU SMOKED <rvoroior e ] B2 (67101 A e e =
5. Do you use alcohol, cocaine or other drugs? ......... D D 8. (WomRlny) Mo
. Preghantes oot 0 e = []
6. Do you wear contact 1eNSES? ....ccvvvvevviiereninenneennns D D NUFSINE? it e D D
Taking Dirth CONErOl PillS? vvveeererereeeerrseeeeseeeseen B
Please check all that apply:
AIDS oo ivinvniiiibiarn sl m o EmphycEiiames . .........ccnones e e D Pacemaker ..o et e D
ANEMIA. . ciiiine oo ceeins oo D Epilepsyist . D Bsychiatric-Care iicvivicomnimeiic..- D
Arthritis, Rheumatism ........... D Eainting 0r DiZZINESS ......iveemmsennts D Radiation Treatment............c.cce.... D
Artificial Heart Valves ........... D GIAUCOMAT. .. ... ccovos tinierm e amas e A D Respiratory Disease.......cceeevveinnenns D
Artificial Joints Headaches.......cccccovveieiiiniceinnnnnnn. D Rheumatic Fever .......ccccovvuerinnnnee. D
Asthma .....ccoiis FEart MUIrMUL «.ceeerieececaniecaivaaios D Scarlet Fever .......... D
Back Problems Heart Problems.........cocciiiicecineinss D Shortness of Breath D
Bleeding abnormally, Hepatitis-Type _  .cveiviiicenenns L__‘ Sinus-Troublesz ... s s e D
with extractions or surgery ...... D HEES 20 viiviviiiiinin s o s D SKiERaSHE = - ... D
Blood Disease:. s et D High Blood Pressure .............c...... D SHIGCE G in s R D
CanGer ccs it e D HIV-Positive oo o i Swelling of Feet/Ankles................ D
Chemical Dependency ........... |:| JAURAICE ........o e see s, et Swollen Neck Glands.......cc.cceuveennns D
Chemotherapy ....ccceeeueveneeennnns D JawPain ... e Thyroid Problems....cccccoeviiveiiinnnnn D
Chronic Fatigue Syndrome ..... D Kidney Disease Tonsillitisicsicms e i D
Circulatory Problems ............. D Eatee Sensitivity ..c.c.oviviisumiins l:] Tuberculosis, .o i D
Congenital Heart Lesions........ D T D s e e D Tumor or growth on head/neck......... D
Cortisone Treatments ............ |:| Low Blood Pressure .......cccccunee.... D Ulcer....ico i mmieamn ...t D
Cough - persistent or bloody.... |:| Mitral Valve Prolapse.........cccoveeunn. D Venereal'Diseasessmas ............c D
Diabetes....ccoovemunivmrincins = = D Nervous Problems........ccovvvevenennnen D
Assignment and Release
| hereby authorize payment directly to for all insurance benefits otherwise payable to me for

services rendered. | understand that | am financially responsible for all charges, whether or not paid by insurance, and for all services
rendered on my behalf or my dependents.

| authorize the above doctor and/or any provider or supplier of services in this office to release the information required to secure the
payment of benefits. | authorize the use of this signature on all insurance submissions.

Signature of Responsible Party Date




