elcome!

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

sex: LIm LIF L IMinor [ Single [ Imarried [] Long Term Partner [ Ipivorced [ Iwidowed [] 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 |.D. # Group #

Additional Insurance

Insured Name

Last Name First Name Initial
Relationship to Patient Birthdate Soc. Sec. #
Address Home Phone
City State Zip
Insured Employed By Business Phone

Insurance Company

Insurance Company Address

Subscriber I.D. # Group #
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’ Dental History

Former Dentist Date of Last X-Rays
City, State How Often Do You Floss?
Date of Last Dental Visit How Often Do You Brush?
Please check all that apply:
BadiBreathetti.................. 8 D Loose Teeth or Broken Fillings ..... [—_—I Sensitivity to Sweets ............ccce.ee D
BleedingtGUIMS .o 7. Ao D Orthodontic Treatment ................ Sensitivity When Biting ................ D
Blisters on Lips or Mouth ...... D PaintAreundiEar iy Frequent Headaches ..........c..cceeee.. D
Finger Nail Biting .....cc........... D Periodontal Treatment Jaw, Head or Neck Injuries ............ [:]
GHNding Teeth oo..ovoveeroe. L] Sensitivity t0 COld ....vvroereeeenn.. Jaw Difficulty: Clicking and/or Pain.. [_]
Lip or Cheek Biting ..-............ D Sensitivity torHeat ........ooiE T teothiPain ... o s e R
Medical
Physician’s Name Date of Last Visit
e 1E 7. Have you had any allergic reactions to the following:
1. Are you currently under medical treatment? ......... D D No
2. Have you ever had any serious illnesses Local Anesthetics (eg. novocaine) D
OF OPEALIONS? ..ociiiiicii L] [l Penicillin or other Antibiotics .....c.eovueeeueeeeeeeeenenns : L]
N e, e dhedication? e D D SUlfa Prg S e D
Barbituratesi(sleeping pills) -.......iif ool D
Please describe: Sedatives D
HGTe [R5 et et OO L R D
ASPIriN G i e e e e D
A 0o nUsmokeR e R | ) OLNOT i ise v veses o RN S SRREIC R RO L e L []
5. Do you use alcohél, cocaine or other drugs? ......... D D 8. (Womel Juy) Are gt
Pregnanidl. ... s ns SR se i antelisl ol T i D D
6aiDolyouwearcontactlenses? e 1Tt Tal el I:] D NuFsIng 2= it e o N T s D D
Taking birth CONLIOl PIlIS? v....eeeeeereeererseeeereerrsene e e
Please check all that apply:
Emphysema Pacemaker .. iz, s i oS s i]
Epilepsysenti. ... i ..ot Psychiatric Care C]
Arthritis, Rheumatism ........... D Fainting or Dizziness ........c.cccccc.... D Radiation Treatment..................... D
Artificial Heart Valves ........... D GIAUCOMIAY. ... e it e Respiratory Disease.......cccccoueerenees D
Artificial Joints Headaches RheumatictFevert il SRl iiasn D
Asthmaiesioiinmne e ... Heart Murmur SednlelfEever ... i Roa i e D
Back Problems FHEeartiProblems. ... i e D ShoertnessiefiBreath it D
Bleeding abnormally, Hlepatitis-Type-" . asea s D Sinusilroubless s =l oot D
with extractions or surgery ...... ,:J hlerpesais oo nenae e D SkitRashitsenc . e D
BI0Od DISEASE --.eerrvererrereeeenne High Bl00d PreSsure .................... ] Stioke e ]
Cancer— it r T e D HIVERosITive 10 e aiey D Swelling of Feet/Ankles................ D
Chemical Dependency ........... D JAURAICE ...l aes T L e D Swollen Neck Glands..................... D
Chemotherapye s it D AW Pain e D . Thyroid Problems. i i ronin s D
Chronic Fatigue Syndrome ..... D Kidney Disease ......cc.cceceeeeennancee. D TonsillitisSEaias e N e D
Circulatory Problems ............. D Latex Sensitivity ...cccceeeveeeiineennns D TubereulosiSie s i D
Congenital Heart Lesions........ D IVERBISEaSE it a8 D Tumor or growth on head/neck......... D
Cortisone Treatments ............ D Low Blood Pressure .......ccccceeueneee D Ulcer. i i o L .
Cough - persistent or bIoody....D Mitral Valve Prolapse........c........... D Venereal Disease i .ooieiaines D
BDiabetes.. . ... ... s - Nervous Problems.....cc..c...cc......... D

Assignment and Release

for all insurance benefits otherwise payable to me for

| hereby authorize payment directly to

rendered on my behalf or my dependents.

services rendered. | understand that | am financially responsible for all charges, whether or not paid by insurance, and for all services

| 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

Signature of Responsible Party.




