Thank you for selecting our dental healtheare team!

We will strive to provide you with the best possible dental

care. To hely 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 quppy to help.

2 < Date
Patient Information (coNFDENTIAL)
Name Birthdate Home Phone

Last First M.L
Address City State Zip
Phone( ) Bus. Phone { ) Cell{ ) Soc. Security

Check Appropriate Box: DM:‘nor DSingh' DMarried DDiwm‘d DWl’dmucd D Separated
If Student D Full Time  or D Part Time  Email:

Patient’s or Parent's Employer Work Phone
Business Address City State Zip

Spouse or Parent’s Name Employer Work Phone
Whoem May We Thank for Referring You?
Person to Contact in Case of Emergency Phone
Relationship
Responsible Party

es OnSl art Retattonship
Name of Person Responsible for this Account to Patient
Address Home Phone
Driver's License # Birthdate Financial Tustitution
Employer Work Phione Sacial Security #

Is this Person Currently a Patient in our Office? CdYes [No
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 [_JVISA [_] MasterCard [_] Debit Card [_] American Express [ ] Discover

I certify that I have read and worderstand the above information to the best of my knowicdge. T understand that I am responsible to pay as
services rendered. I wnderstand that Iam responsible for any fees that will acquire for legal action being taken to collect my debt. |
further understand that if a payment becomes 30 days past due, delinguency al the lesser of the annual rate 18%, or the maximum
allowabie rate, will be due on delinquent amounts from the date the payment was due. [ acknowledge that there is a fee for bounced
checks and that T may lose iy rights to use checks. Our office is ermtied to a minimmum of 48 hours cancellation notice. We reserve the

1 s for 1 d

Patient Signatire Witncsé?iénature LR
Name of Insured Relationship lo Patient
Birthdate Social Security # Date Employed
Name of Employer tnion er Local # Work Phone
Insurance Company Group # __ Policy/iDy #
Insurance Co. Address City Staly Zip
Howo Much is your Deductible? How Much Have You Used? Max. Annual Benefif

| authorize und reque:! mv m.surmxcc company to pay directly to tlu' dennst of dmtai group msumna- benefits otherwise pm/abh fo me,

mangxbh: tor my gcgggng‘

Patient Signature
¥¥x0ver Please****

A
\
=l
et
%



" -

q r—
i

'
5 !
\

{

=)
i

™

I

)

.
‘.

o~
il

A

Wy

Authorization and Release

I ocrh that I htmc rmd and mcdersmnd the above information to the best of my knowle%e The above guestions have been accurately answered.
tion can be dangerous to my health. I authorize the denlist lo release any information includin

W m m m o w

Patzen Medzcal H zstory

Physician Office Phone Diate of Last Exam

Yes No g Ape you allcrgw to or have you had any reactions

1. Are you under medical treatment now? .. .. ... EE fo the following?

2, Have you ever been hospitalized for any Local Anesthetics (e, G INCOORRIRY s s s aatals
surgical operation or serious illyiess within the last 5years? [J [ Penicillin or iy other Antibiotics ... .............

If yes, please explain Sulfi DIUZS 0o canevisrvansoosoyoadvmnasonss
Borbilunabes. ./ L e N P n e v e e ,

3. Are you faking ar Fonte) Ib;ddgtwes ................................... s
e e R e R R e T R i
If ves, what medication(s) are you taking? Any Metals (e, mickel, mercury, ete oo g

Latex RADOOP 370 Lok S S i gia i 68 S ki ,

4. Have you ever taken Phen-FeniRedux? ... .. .......... O O  Other (please list)

5. D0 YOU USEOBACO i 3 O 10 Women uy g

6. Do you use controlled substances? .................... O3 00 &) Are you pregnant or think you may be pregnant? . . =

7. Are you weiring contact lenses? ., . ... .oiiiiiniion.. L3 ) ) Are you mispinld 2 SRl D PR s A

c) Are you taking oral contraceptives? . .. ., . oy o=

8. Do you have or have you had any of the following? g

Yes No Yes No Yes No  (
High Blood Pressure-....... e I [ D 5 (7 070 A E1 AT Ot Paine s o vors OB
HertAttack . o Pa i [ [  Cardiac Pacemaker ......... O [0 EasilyWinded ....0....... 0L .
Rheumatic Fever - ........... Bl 53 Heart Murmur..covoi.ouisn 8 B s R e S Ay ]
Swollen Arkles .. ..oo..... .. 1 B ERET T R SR S, O [0 HayFever/ Allmpes ....... O B a
Fainting / Seizures . ......... O [0 Frequentiy Tired ........... 0 [0  Tuberculosis .............. 5 | g
Asthma .. ..... TR 73 [ R T e A ] [ Raediation Therapy ......... T
Low Blood Pressure ......... Bl LY Emphysema . 02000 R 0 S 7 R R B
Epilepsy | Conoulsions . ... . .. TS R T RO e A O [0  Recent Weight Loss ........ O .
Leukemia . ., .. ..., TR RS RS e L3 LiverDisease o .. ovioisnivh 0 O
‘Digbetes ........ N et O OO0  Joint Replacement or Implant . [] [ Heart Trouble ,............ Bl ]
Kidney Diseases .. .......... O [0  Hepatitis/ faundice . ........ 0 [0 Respiratory Problems ... .... 8 £ g
AIDS or HIV hqa:tlon ....... D U1 Sevually Transmitted Discase .  [] []  Miteal Vaive Pmlapcc ...... B ) ﬁ
Thyroid Problem - . ... 0 Stemach Troubles / UWicers . LI 2B o Cootdadls i 2o O O !

Patient Dental H:story i "N

Name of Previous Dentist and Location Date of Last Exam E" ]
7 Yes No Yes No m

1. Do your giims bleed while brushing or flossing? . ... ..... ] OO0 8 Doyou have froquent headaches? ... ......... O 0 ﬂ

2. Are your teeth sensitive to hot or cold liguids/foods? . .. . ., = s 9. Do you clench or grind your teeth? . .. ... oty EELT ™

3. Are your tecth sensifive to sweet or sour liquids/foods? . ... [} [ 10. Do you bite your lips or cheeks frequently? . . . . ., Bk -8

4. Do you feel pain to any Of Your feeth? i ovorvenee [0 11. Have you ever had any difficult extractions

3. Do you have any sores or lumps in or near your mouth? . Bl El N PRSI 2 5 vakninr e s s Tl B e

6. Have you had any head, neck or jaw injuries? . .......... O [0 12 Have you ever had any prolonged bleeding 4

7. Have you ever experienced any of the following following extracions? . ..., ..\vevesvesnrones B8 08
problems in your jaw? 13. Have you had any orthodontic treatment? . .. .. 7 ) 73 %

O A S P o L S e R N ST [0 [0  14. Do you wear dentures or partiais? ............ |2 3T 10 | TS
Pain (joint, ear, side of face)? . . . .iveiiviiiiiiinn El: Bl If ves, date of placement .
Difficulty in opening or closing? . ....ccovoiiiinia. [0 O 15 Have you ever recefved oral hygiene instructions %
Difficulty in chetsing? .o oo v vaiiniaineiinioans i 3 regarding the care of your teeth and gums? .. .. .. 0o "™
16. Do you like your smile? . .....oooioiiieininin = g“

e

rmvi ieorrect
Hu: dw ts and he records of any Lreatment or examinationt rendered to me or my child during the period of such Dental care to third party
andier healtlt Practitioners.

X
Signature of patient (or parent/guardian if niinor)

Doctor's Signatire Comments Date
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