0elcome!

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 I _ Home Phone
Last Name First Name Initial
Address Cell Phone
City State Zip E-mail

Sex: DM Llr D Minor [ Single [ Imarried [l Long Term Partner [ IDivorced [l Widowed [l 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 1.D. # Group #

Additional Insurance

Insured Name

Last Name First Name Tnitial
Relationship to Patient Birthdate ____ Soc. Sec. #
Address Home Phone
City State Zip
Insured Employed By Business Phone
Insurance Company
Insurance Company Address
Subscriber 1.D. # Group #
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Former Dentist

Dental

City, State

Date of Last Dental Visit

Please check all that apply:

Bad Breath .....c..cooeevvvenrieennne D
Bleeding GUMS ........ccveeureene D
Blisters on Lips or Mouth ...... D
Finger Nail BIting ........oo...... ]
Grinding Teeth ...............

Lip or Cheek Biting

Physicianis Name

Loose Teeth or Broken Fillings

Orthodontic Treatment ............
Pain Around Ear ........cccevennenn

Sensitivity to Cold
Sensitivity to Heat

Medical

History

Date of Last X-Rays
How Often Do You Floss?
How Often Do You Brush?

D Sensitivity to Sweets .......c.ccvviren.
D Sensitivity When Biting ..
D Frequent Headaches ........ccocueannen.

Jaw, Head or Neck Injuries ............
Jaw Difficulty: Clicking and/or Pain..
Tooth Pain

Date of Last Visit

1. Are you currently under medical treatment? .........

No

]

7. Have you had any allergic reactions to the following:

2.

. Are you currently taking any medication? .............

5.
6.

Have you ever had any serious illnesses
(o] @] o =T = 1 [o] 3 F- 3 S O ‘:]

[

Local Anesthetics (eg. novocaine)
Penicillin or other Antibiotics ..
SUIfA DIUES «..vvvvvereieeeiiiiieeeeeeestres e e e e e eavaae e
Barbiturates (sleeping pillS) .......ceevvevereeieereireerennns

Please describe: SBUANMES .. scavrvzinin s is su 5 va s divissinssissmanimssboss ooy
lodine
Aspirin

2| DO YOUISINOKE? w.v.vvvviavissssisussanmasmontabthinecteserensenes 0 ' Other
. (Women Only) Are You:

Do you use alcohol, cocaine or other drugs? ......... D D : )
PYEENGIILT .« oo s uinsinrtina mnssas

Do you wear contact IeNSes? ........ccevieeersivererinnes D D BRIPSING? ... 0= ol csces s s sssss
Taking birth CONtrol PillS? —...vveeverereerrreeresrrnnns. ]

Please check all that apply:
AIDS .
Anemia.
Arthritis, Rheumatism
Artificial Heart Valves ...........
Artificial Joints .
Asthma
Back Problems
Bleeding abnormally,

with extractions or surgery .
Blood Disease

CHNCEN wouvllisuesyuizunmnasis b aeorres

Chemical Dependency ........... D
Chemotherapy ................ : D
Chronic Fatigue Syndrome ..... D
Circulatory Problems ............. D
Congenital Heart Lesions........ D

Cortisone Treatments ............
Cough - persistent or bloody.... D
Diabetes.........ccoeuveieeiiiniiinnnns

| hereby authorize payment directly to

Emphysema
Epile DBy s ssmaaianies
Fainting or Dizziness
Glaucoma

Hepatitis-Type

5 {1 o7 HNT I e,
High Blood Pressure ...............
HIV'ROSItIVE vz isnterseos, svavinny

Jaundice
Jaw Pain
Kidney Disease ...

Latex Sensitivity .......ccceeceerrennn
UIVERIERECBE. Iy oo criasrampursevines

Low Blood Pressure ..

Mitral Valve Prolapse...............
Nervous Problems........c..c......

Pacemaker..........uuvevivnieeeereeinnnnnnns
Psychiatric Care ....
Radiation Treatment............cccvuee.
Respiratory Disease............c.oeeuennn
Rheumatic Fever .....cccccoccverevrinnnns
Scarlet Fever .........

Shortness of Breath ...........c..c......

..... D SINUS TrOUBIE svuucssuia.sanssssigsamassssss

...... L] SKIN RAS ceveevereeeeeeerereeee oo
D Stroke .......

Swelling of Feet/Ankles................
Swollen Neck Glands...........vvuvee....
Thyroid Problems..... 81, . L odicupires
TONSHIES wevvveevrieeeireerieeeeeneeiiainianee

Assignment and Release

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.

Date

No
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Signature of Responsible Party




