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 heip.

. ’ Date
Patient Information  (CONFIDENTIAL)
Name - Birth date Sex
Last First M.I

Address Ciry State Zip

Phone{ ) Bus. Phone( ) Other { ) Sac. Security #

Check Appropriate Box: [ Minor [ Single ] Marvied [ Divorcea [ Widowed [ Separated

If Student, Name of School / College City State Orurt O part
Time  Time

Patient's or Parent’s Employer Work Phone

Business Address City State Zip

Spouse or Parent’s Name Employer Work Phore

Whom May We Thank for Referring You?

Person to Contact in Case of Emergency Phome

Responsible Party .

Name of Person Responsible for this Account fn Patient

Address Home Phone

Driver's License # Birth date Financial Institution

Employer Work Phone Social Security#

Is this Person Currently a Patient in our Office? Clyes o

For your convetnence, we offer the folloudng methods of payinent. Please check the option you prefer. Payment in full at each appointinent.
[Jcask [Personal Check  Credit Card [] Visa [ MasterCard [[IDebit Card [[] American Express [ Discover

1 certify that I have read and understand the above information to the best of my knowledge. 1 understand that I am responsible to fay
as services rendered. | understand that [ am responsible for any fees that will acquire for legal action being taken fo collect my debt. |
further understand that if a payment becomes 30 days past due, delinguency at the lesser of the annual rate 18%, or the maximum
allowable rate, will be due on delinguent amounts from the date the payment was due. I acknowledge that there is a fee for bounced
checks and that I 1may lose my rights to use checks. Our office s entitled to a mintmum of 24 hours cancellation notice. We reserve the
right to charge cancellation fees for missed or broken appointments.

Patient Signature Witniess Signature
Insurance Information
Namg of Insured Relationship to Patient
Birthdate Social Security # Date Employed
Name of Employer Union or Local # Work Phone
Insurance Company Group # Policy/ID #
Ins. Co. Address City Stafte Zip

Hotw Much is vour Deductible? How Much Have You Used? Max. Annual Benefit

1 authorize and request my insurance company to pay directly to the dentist of dental group insurance benefits otherwise payable to me.
I acknowledge that after thirty-days iy account may acquire interest. After 45 days if insurance does not pay, 1 will be responsible for
my account.

Patiert Signature



Patient Medical History

Yes

-

Mo

HOO0000000000f 000 0000000000

Physician Office Phone Date of Last Exam
Yes No ] )
1. Are you under medical treatment now? ... ... O O 9. ﬁ":ﬂ“;{:{ﬁ;‘;ﬁ;’” or have you had any reactions
2. Have vou gver been hospitalized for an - -
surgacal aperation or o tos otthin the ast 5 years? [ [ ﬁ;ﬁﬁf‘;ﬁﬁﬁﬁﬂm_ i b
If yes, please explain Solle DIes o oiaviiniaenii s Sk
= — Tt gnrbﬂumfm .............................
. e you #e any medication \
Rl it i et <00 Y it v I v sl D gl
If yes, what medication(s) are you taking? Aspirin .......iiiiiiin S AR
Any Metals (e.g. nickel. mercury, efc) .. ... ..
4. Hove you ever taken Phen-Fen/Redux? .......oooo0ui. 0 Latex Rubber . ..............co0eeiiiiiann,
5. Do yosuse SMI00T o ovii-ivay s Gy e a o Other (please list)
6. Do you use controlled substances? . ................... O O 10 Women Only:
7. Are you wearing contact lenses? .. .. ... o a) Are you pregnant or think you mny be preguant?
blAreyounarsing? .........oiiiiiiinnn.
8. Do you have or kave you had any of the following? ¢) Are you taking oral coniraceptives? .. ... ...
Yes No Yes No
High Blood Pressure ... ... O] HeartDisease .............. EY El ChatPabmcunes
Heart Atfack .. ......ooovins [0  Cordige Pacemaker .......... o | Easily Winded ... .........
Rhewnatic Fever .......... O O HeartMurmur ............. L3 LI Smole s v
Swollen Ankles .. .......... o [ T T e (0 O3  HayFever/Allergies ..... ..
Fainting/ Seizures ... ....... [0 [  Frequently Tired ............ O O Twberculosis..............
ASRImn .....ocuiiiininnnns LY B Anemi canesshsensonns ] [  Radiation Therapy .........
Low Blood Pressure ....... .. 0O O Emphysema ................ A 0 - R ———
Epilepsy / Convulsions .. .. .. 0 0 Cameer...oovovvenivnnnnn. 3 O Recent Weight Loss . .......
Lewkertia .. ..oovunnvinnnns 0 O Arthrifs. ... .ovvviinnnn... 0 O LiverDisease .............
L [0 [  Joint Replacement or Implant .. [ [0  HeartTrouble ............
Kidney Diseases ..........., (0 [0  Hepatitis/ Jaundice .......... Cl O  Respiratory Problems . ......
AIDS or HIV Infection . [0 [  Sexually Transmitted Disease .. [ ] [0  Mitral Valve Prolapse .. ....
Thuroid Problem . .......... O [  Stomach Troubles / Uicers ... .. [0  Other
Patient Dental History
Nante of Premious Dentist and Location Duate of Last Exam
Yes No
1. Do your gums bleed while brushing or flossing? . ........ O O 8. Do you have frequent headaches? ... ..........
2. Are your teeth sensitive to hot or cold liguids/foods? . . . . .. O g 8. Do you clench or grind your teeth? . ...........
3. Are your teeth sensitive to sweet or sour liguidsifoods? ... [] [J  10. Do you bite your lips or cheeks frequently? .....
4. Do you feel pain to any of your feeth? . ... ........... [0 [0  11.Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near your mouth? .. [ [ methe il ..ol e
6. Have you had any head, neck or jow injuries? ........... (0 O 12 Have you ever had any prolonged bleeding
7. Hieve you ever experienced any of the following following extrachions? .. ....................
problems in your jaw? 13. Have you had any orthodontic treatment? .., . ..
CECREMET o s v vrncssnmntbanssaanarssiasanns OO [0 14 Doyou wear dentfures or partigls? ............
Pain (joint, ear, side of face)? ............coiiienns O g If yes, date of placement
Difficulty i opening or closing? ... ... .. .0aii..n O [ 15 Have you ever received oral hygiene instructions
Difficubty in chewing? ............ccccoiieiaiin. O O regarding the care of your teeth and gums? .. ...
16. Do you like your smule? ... .. .......... ..

Authorization and Release

I certify that 1 huve read and understand the above information to the best of my knowledge. The above questions have been accurately answered,
T understand that providing incorrect information can be datigerous to my health. I authorize the dentist to release any i .
the %ﬂld records of any treatment or examines renderéd to me or my child during the period of such Dental care to third party andlor

health . Homers.

0o 000 g 0oz

ion including

X
Signature of patient (or parent if minor)

Daoctor's Signature

Commenits



