Thank you for sclecting our dental healthcare tcam!

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 ']onn
completely in ink. If you have any questions or nced assistance, pleasc ask us -

we will be happy (o help.

W

Paticnt #
. . ) SSH/SIN
Patient Information (coNFDENTIAL) D
Name Birthdatc Home Phonc
) Statc/ Zipl
Address City Prov. P.C
Email Cell Phone
Check Appropriate Box: (IMinor [ Single [Married [ Divorced [Widowed [ Separated
j State/ Full Part
If Student, Namc of School/College City rov. CJ Time O Time
Patient or Parent/Guardian's Employcr Work Phon¢
. : State/ Zip/
Busincss Addrcss City Prov. P.C.
Spousc or Parent/Guardian's Name Employcer Work Phon¢ —————
Whom May We Thank for Referring You?
Person to Contact in Case of Emergency Phone

Responsible Party

Relationship
Namc of Person Responsible for this Account to Patient

Adcdress Home¢Phone
Email Cell Phonc

Driver's Licensc # Birthdate Financial Institution

Employcr Worl: Phone SS#/SIN

Is this Person Currcntly a Patient in our Office? OvYes OnNo

For your convenicnce, we offer the following methods of payment. Please check the option you prefer. Payment in full at each appointment.

C cash [ Personal Check  Credit Card D VISA D MasterCard [ 1 wish to discuss the officc's payment policy.
Insurance Information o

Relationship
Namc of Insurcd to Paticnt
Birthdate SSH/SIN Datc Employed
Namec of Employer UnionorLocal# _______________ Work Phone

, Statc/ Zip/

Address of Employcer City Prov. P.C
Insurance Company Group # Policy/ID # i

Stat Zip/
Ins. Co. Address City Prov. P.C.
How Much is your Deductible? How Much Have You Used? Mcoc. Annual Bencfit

DO YOU HAVE ANY ADDITIONAL INSURANCE? [] Yes [] No IF YES, COMPLETE THE FOLLOWING:

Nemae

Namc of Insurcd &c}gxéli?glslhip

Birthdate SS#/SIN. A Date Employed
Name of Employer UnionorLocal# ____________ Worl Phone

Address of Employer City ?";lot\(;j ZPllz

Insurance Comy-any : Group # Policy/ID # :

Ins. Co. Address : City %ﬂol\c'/ ZP'%

How Much is y:..ur Deductible? How Much Have You Used?

e Mix Annual Bencfit
Over Pleasc



Physician

Office Phone

Datc of Last Exam

Ycs
1. Are you under medical treatment ROW?..........oeveeervrnsrvnnnnes

2. Have you ever been hospitalized for any
surgical operation or serious illness within the last 5 years?......
If yes, please explain

O

3. Are you tahing any medication(s)

including non-prescription Medicing?..........cceeveceeomnereeesreserennn. O ,D IOdif“? """"""""""""""""""""
If yes, what medication(s) are you taking? Aspirin :
: Any Metals (c.g. nichcl, mercury, elc.)..cwceerecrcsecrn
Latex Rubber:

4. Have you ever taken Fen-PRet/Redux?....... e cceeeecennecenseeone

5. Do you use toDacco?......ceveernecerencernnerenne

0. Do you usc controlled substances?

7. Are you wedring CoRtACt IenSES2 ... eerevenneveerecrsseecrineremsecinnens

8. Do you have or have you had any of the following?
Ycs No

9. Arc you allergic to or have you had any reactions to the followin
Yes

?

TS

Local Ancsthetics (c.g. Novocain)
Penicillin or any other Antibiotics
SUA DIUES «.vevnrvvereereermeereecrssnessemnsesesssssssssssssssssssssssaess
Barbituratcs ..
Sedatives ...

Other (please list) __
10. Do you have a persistcnt cough i throat clearing not

associated with a known illness (lusting more than 3 wecks) [_]

11. Women Only:
O]
L

a) Are you pregnant or think you . ay be pregnant?......
O

b) Are you nursing? s reeeeresneans
¢) Are you taking oral contraceptiv: ?.......e. veveueervnns

ON0O000O0000000%7 000 O 0O000o0o0os

Yes No Ycs
High Blood Pressurc.........o..... C] O Heart Disease .ovvoreveercerrcee. (0 O ChestPains s e, O
Heart Attack........ 0 [0 cardiac Pacemaker.... 0 O Easily Winded O
Rheumatic Fever ..., O O Heart Murmur ... 0 0O swoke... 0
Swollen Ankiles.............oncucennenne. 0 O ANGINA cerrrrereeiereisecisaresesnnsens a O Hay Fever / Allergics ... 0l
Fainting / Seizures .............oevenee. L] O Frequently Tired oo O O Tuberculosis s e 0
ASthmd...oeicc e, L1 O  Anenia. 1 [  Radiation Therapy ... e.oeeeenne. O
Low Blood Pressure ....ncencenee.. 0 o Emphysema .....ceceoneceeiconeennenens O O Glaucoma 0
Epilepsy / Convulsions ... O O cacer O O Recent Weight Loss ... .oooevueeeennnes 0
Leukemia O O Arthritis e OO O  LiverDiscase O
Diabetcs O O Joinc Replacement or Implant ....... O O  Heart Trouble Ol
Kidney Disedses ..........coeveseeeensens O O Hepatitis / Jaundice ..........oceirunne g o -Respiratory Problems..... ... O
AIDS or HIV Infection ... 00 O  Sexually Transmitted Disease ...... O 0O  Mival Valve Prolapsc...... cconeunn. O
Thyroid Problem .....conerrenns O O  stmach Troubles/ Ulcers........... C O other O
Patient Dental History
Namc of Previous Dentist and Location : Date of Last Exam

Yes
1. Do your gums bleed while brushing or flossing? ........owecvcuveennn.

2. Are your teeth sensitive to hot or cold liquids/foods? .........
3. Are your teeth scnsitive to swect or sour liquids/foods? .....
4. Do you fecl pain to any of your teeth?............... S
5. Do you have any sorcs or lumps in or near your mouth? .........
6. Have you had any head, necl or jaw injuries? ..........covvvennrveenee.
7. Have you ever experienced any of the following
problems in your jaw?
Clicking .
Pain (joint, car, side of face) ...........
Difficulty in opening or closing
Difficulty in chewing

O
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O
O
O
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Authorization and Release

[ R | [ | P

8. Do you he 1 frequent headdches? .....mnnvcisins s
9. Do you clv 1ch or grind your tceth?
10. Do you bt your lips or chechs frequently? .................
11. Havc you c+er had any difficult extractions

in the past? ......
12. Have you ev+r had any prolonged bleeding
Jollowing extractions?
13. Have you hac any orthodontic treatment?.......ouu.cvvnn.
14. Do you wear d-"nturcs or partials?...........eeceeeirsvsnnes
If yes, datc of placement i

15. Have you cver s cceived oral hygiene instructions
regarding the cc re of your tecth and guins?............u....
16. Do you like you:" smile?

0l
O

Do 00O O 000f

I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered.
I understand that providing incorrect information can be dangerous to my health. I authorize the dentist to relcase any information including the

diajnnsis and the records of any treatment or examination rendered to me or my child during the

criod of such Dental care to third party payors

and/or hcalth practitioners. I authorize and request my insurance company to pay directly to the cycntist or dental group insurance benefits
otherwisc payablc to me. T understand that my dental insurance carrier may pay less than the actual bill Jor scivices. 1 agree to be responsible

Jor payment of all services rendered on my behalf or my dependents.

X

Signature of patient (or parent/guardian if minor) -

Doctor’s Comments

Signaturc

Datc
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