Thank you for selecting our dental healthcare team!

We will strive to pr you with the best possible dental care. To help us meet all your

dental healthcare needs, please fill out this completely in ink. If you have any questions

or need assistance, please ask us - we will be happy to help. Patient #

S55#/5IN

Patient Information conrpenTian P

Patient's Sex [ JF [IM
Name Birthdate Home Phone

ef Zi

Address City E‘?gu P
Email Cell Phone
Patient or Parent/Guardian's Employer Work Phone

i Prow. e
Business Address City 5 L
Spouse or Parent/Guardian’s Name Employer : Work Phone
How did you hear about us?
Person to Contact in Case of Emergency Phone

Responsible Party

Relationshi
Name of Person Responsible for this Account to Patient ad
Adgdress Home Phone
Email Cell Phone
Driver's License # Birthdate
Employer Work Phone S5&/5IN
Is this Person Currently a Patient in our Office? [ Yes [ Ne
Insurance Information
Relationshi,

Name of Insured to Patient -
Birthdate 55#/5IN Date Employed
N E Union or Local # Work Phone

ame of Employer r| or %m; Z‘%
Address of Employer City ] PL.
Insurance Company Group # PnigAD' # i
Ins. Co. Address City grov %

DO YOU HAVE ANY ADDITIONAL INSURANCE? [ ves [ No IF YES, COMPLETE THE FOLLOWING:
Name of Insured (o Patient -
Birthdate SS#/SIN Date Employed
Name of Employer Union or Local # Work Phone
Address of Employer City .
Insurance Company Group # Policy/ID #
Ins. Co. Address City

Ower Please




gl il e et e AR 8 i e B O Bl e BT e S G R T

Patlent Medical History

fice Phone Date of Last Exam

Yes No A i HNowin
l.tr:ynumd:rh;“nmﬂmlww? O O & mimdmm:rmmmmymmmwﬁwﬁ %
2. Have you ever fal an Local Anesthetics (e.g. NOVOCain). ..........oocovvesserssssssassens

surgical operation a:“i;?i'm ilin{:: withivi the List.5 years?... (1 O Penicillin or any ntlfr ARUBOUES oo O O
If yes, please explain Bl OOy . s e e e O O
BABUUIGIES .coonvsonisiamssrcsssssasensesssinmresmsmeeresmseereemmsseses E ]
3. Are you taking any medication(s) L e
im::hﬁung nmfprcsj::ﬂpﬂm BRI, e cnisiss meimemamasinem s = = TR i e e s T s il i i |:| E
If yes, what medication(s) are you taking? Aspirin ... SR o C |
Arl_:l-rMﬂﬂl's {cg. mck:i mm:ur}'. m:,'! wie =TT
Other (please list) _ O 0d
9. Women Only:
4, Have you ever tahen Fen-Phen/Reduoc?.........oocvvcvcnccisisccsinne. ][] a) Are you pregnant or think you may be pregnane?.... [ []
5. Do you use tobacco?.............. HEDRUNNUL I+ SEN-E—— O L B) AYE YOUPUISIED. ..o s B H
6. Do you use controlled SUBSANCES?..............vorcmsre O O ) Are yout taking oral COVIACEPUVES?. .vorrmavmmsenene
7. Do you have or have you had any of the following?
Yes MNo Yes No Yes No
High Blood Pressure ..o O O Heart DHSEAse .......coooceveiiciiiicinne L1 O Chest PAins ........ooooooeeeeeeeeeeeveans O O
Heart Attack ..., ] [0 Cardiac Pacemaker........................ O O  Easily Winded O O
Rheumatic Fever ... =] 0 Heart MUMME ccccicssisiiins. ] T SUORE coeniensasicsomsensanscessscssiense a O
Swollen Ankles ..oocvcnvniccce ] L] ARZIRG i, [0 O  Hay Fever/ Allergies O O
Fainting / Seizures ...........oooee.. ] O Frequendy Tired ... iy B Bl onBeraod e O O
Asthma ......... Bl EF AR st ] O Radiation Therapy ... O O
Low Blood Pressure ..................... 0 O  Emphysema..... O Glaucoma... O O
Epilepsy / Convulsions O cancer..... 0 O Recemt Weigiu T O O
Leukemia..... A T Ll O LierDisesenineee. I O
DAGBELES ..o O O Joint Replacementormplant ... 1 O Heart Trouble ... O 0
Kidney Diseases ..o, ] [ Hepatitis / Jaundice ..............cooooc... [J [0  Respiratory Problems ............o.oo0o. O O
AIDS nrfﬂ‘n-"]'nf::ﬂ:lm o ) [ Sexually Transmitted Disease ...... 0 O  Mitral Valve Prolapse ... 1 O
Thyroid Problem ... [0 O  Stomach Troubles / Ulcers... O O oOher El: El
Patient Dental Hlstory
Name of Previous Dentist and Location Date of Last Exam

Yes No Yes No
1. Do your gums bleed while brushing or flossing? .............ccooeooe. 8 7. Do you clench or grind your teeth? ............oooooovvereesisssnns O O
2. Are your teeth sensitive to hot or cold liquidsffoods? .................. O O 8. Have you ever had any prolonged bleeding
3. Are your teeth sensitive to sweet or sour liquidsifoods?.............. O O Jollowing exdractions? ..., O O
4. Do you feel pain to any of your teeth? ... 11 ] 9. Have you had any orthadontic treatment?.................... O O
5. Have you had any head, neck or jaw infuries? ............ oo O O 10 Do you wear dentures or partials?...............ceieeeicnn O 0Od
6. Have you ever experienced any of the following If yes, date of placement

problems m;-.'mr;aw?
Clicking .... O O
Pain (joint, ear, side of fiace) .. SSSURRRRROR I B I
Difficulty in opening or c]'nsln;g ................................................. O O
Difficulty in chewing ... O O
Authorization and Release
Payment is due in full at the time of treatment unless prior arvangements have been ﬂpprwn:i
This accepts insurance, I understand that [ am r smrlcﬁrtndﬂrdmldnha e for arud
dﬂhmh%ﬂm!nwmmdﬂﬁmcmwf m‘rﬂpﬂ}mﬂuﬁmﬁii to the Dental Office “mﬁ;ﬂmgmmmmw&
mﬂm including the diagnosis and

to me. I understand that I am responsible ﬂn!!mﬂs of dental treatment. Ihﬂrﬂbymﬂﬁﬂﬂ:ﬂftlﬂl&tﬂfﬂt}f
recoreds of treatment or examination COMPy.
I understand that the information that I have nﬂqammmﬂwh:anmyhmwlﬁdgt I also understand that this information will be held in

the strictest confidence and it is my r::mnﬁrlﬂ?tymmﬁmn this office of any changes in my medical status. I authorize the dental to perform an
m&mydrnmiwnﬁmﬁm?nwmcﬂdudng&hgmﬁsmﬂtrm{mmmmqhmﬁm sl .

X
Signature of patient (or parent/guardian if minor) Dhate




