Thank vou for selecting our dental healtheare team!

We will strive to provide you with the best possible dental
care, To help us meet all your dental healtheare needs, please
Jilt out this form completely in ink, If you have any questions

or need assistance, please ask us - we will be happy o help

Patient #
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Patient Information (conFeNTIAL) Date
MName Birvthdare ome Phonie
Address Ciry g!r‘r}ff ff*@
Email Cell Phane
Check Appropriate Box: [Minor UlSingle U Marrded Ul Divorced [l Widowed [ Sn:p(mrg;f.:tr ; el v
If Student, Name of SchooliCollege _Cley Priv. CITime O Time
Patieni or Parent/Cruardiant Emplover it Phone i
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Spose or Parent/Guardiant Name Emplover Wil Phone
Whon may we thank Jor referving vou?
Person o confact in case d_rlf CINEIREICY Phome
RESPD MIbIE Party Eelationship
Name of Person Responsible for this Account to Patient
Address Hame Phone
Emall Cell Phone
Diiverk License# Bivthdae oo Finanelal Institution
Employer Work Phone _ SSHISIN
Is this person currently a parient in our office? L] Yes [ Ng
For your convenience, we offer the following methods of pavment. Please check the apiion you prefer, Payment in full at cach appoiniment.
L Cash Ll Personal Check Credit Card LI VISA [ MasterCand LI 1 wish to discuss the offices payment policy
Insurance Information
Relationship
Name of Insured to Patlent
Birthdate SSHISIN Date Employed ,
Name of Employer UnionorLocale__________ Work Phone :
Address of Emplover City iﬂff :i”Ef
Inswrance Company Ciron Polley/ID#
Ins. Co Aai‘:irr.-:: - Clty s ﬁm&'}i _._jﬂi*!
How much is your deductible? —__ How much have vouused? —___ Max. annual benefit
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Birthdute . S5u/5IN Date Employed
Name of Employer Unlonor Locale___________ Work Phone

: i:mmf W
Address of Emplaver Clty ron: o
Insurance Company Grroupht Policy/ID# -
s, Co, Addriss Cliy IJ:!rrvr.. Tﬁ
How much is your decuceible? — How much have youused? —___ Max. annual benefit

Over Pledase



M O MW MW W MW N MW M M W M

Patient Medical History

Pate of Last Exani

Pliysician Office Phone
L. Are you under medical tneatment BOW? .o E' E’)
2 Have you ever been hospitalized for any
surglcal aperation or serios illness within the last 5 VEATS? o D O
If yes, please explain
3. ."ur mu tabelnig any medication (s)
tem-prescripion medicine? . Tisveattnessibertrrin ihesetd
!f}'t‘.*. "im medicatlon(s) e vou mhllm?

. Have you ever taken Fen-Phen/Recus? .
5, Have you ever tuken Fosama, Bonfva, Actomel nrah_v cneer

10, Awe you wearlng contact lenses?...,

11, A you allergic to.or have youd d any mmumﬂtjﬂmuﬁg?
Local Anesthetics (e Novoeain),,,
Pmtrildﬂln nmﬂy other Anithlorcs ..
Sulfa Drugs ...,
Barbiturates.... A e R
lexline. ..
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7. Doyouse tobacco? .. L3, Women Only:
8. Do you yse controlled substances? ....... E_: i:';m ﬁ:ﬂgﬁ e m:’r yi Fwt?
9,00 you have or haveyou had any ofhe following? €) Are you taking aral :mrmrqxlm? i
Yes o ‘{w :
| High Blood Pressuré ... % Heart Disease .......... ChESt PAIE 11seiivorers v sssntsorerm
Heart AHaeN .o e Candide Paceaker . Easily Winded
Rheumattc Fever i B Heart Murmur _....... Stroke |, 0
* Swaollen Ankles ... Anging i, = Hiy Fev-nr p'.-ul:rgica- ......................
Fainting / Seizures ] Frequently Tlrl.'d i Ak e Tuberculosis . !
Asthma .., Ll Anemia .., Radiation ﬂlﬂﬂm'
Low Blood Pressure . E:rqﬁ‘ly#nm Glaucoma i,
| Epilepsy/ ConvulSIons ..o e Cancer |, Reeeetit Wd,gh! Lmls
T P A e Arthaitis . Liver THsease il i vl v
1L S R Jotnt ch!ur:mmt arlmplm:r HEart THOUME ... cocormsmssom
Kidney Diseases ..., £ Hepatitis / Jaundice .. Resplratory Problems .o
| AIRS or HIV Jnfuﬂun Sexually Transmitted Discase ..... Mitral Valve Prolapse oo
Thyroid Froblem .., 4l Stomach Troubles / Ulcers ... Oeher
- Patient Dental Hi istory
Neame of Previous Dentlst and Location Date of Last Exam
- L. Do your gums bleed while brushing or flossis E‘ H 8 Do you have frequent headaches?.... E
2. Are your teeth sensitive to hot or cold lgud uuds? ) 9 Dovou clench or grind your teeth?...... o I N0 H
3. Are your teeth sensitive (o sweet oF sour lﬁpiﬂﬂfﬂﬂdi? L1 LI 10 Do you bite vour lips or cheeks ﬁ\:qumriv? ...................
4. Do you feel pain to any of your teeth? .. o Q L) 10, Have vou ever had any difficult extractions
5. Do you have any sores or lumps in or near your mouth?... L] in the past? ... BN =
H 6. Have you had any head, neck or faw injuries? ... [0 O 12 Haveyou ever had. amr pwl'mgrd blrrding
7, Have you ever experienced any of the following Jollowing extractims? .., B
& problems in ,vaur_jnw? 13, Have you had any nnhuduu:lr. :-mmim? ......
Clicking ... et e A s E L 14 Do vauw wear dentures of partials? ..o L)
| Petn (Goint, ear. side of face)....... L] 1f yes, date of placement
Dlﬂfullj‘ in apening or r‘lﬂdﬁﬂg E [ 15 Have you ever recetved oral hygiene instructlons
ulty in chewing ... Ll reganting the care of yrmr tcdh nﬂd gurru?
16, Do o like 7 Ll R RG
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