elcome!

Please take a few minutes to answer the following questions
S0 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 [ IMinor [ Single [ Imarried [ Long Term Partner [IDivorced [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 1.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 |.D. # Group #
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Dental History

Medical 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:

Bad Breathiiat v cieas: D Loose Teeth or Broken Fillings ..... D Sensitivity to SWeets ...ieiieieiannns D
Bleeding GUMS ....cccceurrevennes D Orthodontic Treatment ................ D Sensitivity When Biting ................ D
Blisters on Lips or Mouth ...... D Pain Around Ear ......c..coevieresinnain D Frequent Headaches .......c.c........... D
Finger Nail Biting .........ccoeue... D Periodontal Treatment ................. D Jaw, Head or Neck Injuries ............ [__—l
Grinding Teeth ....ccccvererennneenns D Sensitivity 1o Cold ........cocvieiinnnns D Jaw Difficulty: Clicking and/or Pain.. L__l
Lip or Cheek Biting ............... ] Sensitivity to Heat ...........ccooovvre... ] T T ]

Physicianis Name Date of Last Visit
Yes  No 7. Have you had any allergic reactions to the following:
1. Are you currently under medical treatment? ......... [:‘ D
2. Have you ever had any serious illnesses Local Anesthetics (eg. novocaine) ....
or Gperatlﬂﬂﬁ? ..................................................... D Penicillin or other ANtiDIOtICS ...vuveeeeieeeseeseesseseins
” : SO DIUPS & i i var T W L
3. Are you currently taking any medication? ............. D D E e p ;
Barbiturates (sleeping pillS) .....euveeeerervreenmeiesrerssnns
Please describe: BOATHVOS -ttt i o i e S N e
(507 17 (7 WS UL CR—
L 4 R o
A BONOUSTNOKED. ..o cosstcon sonsnmmnny g ORI e mssssnans [] [] OthEr oo
8. (Women Only) Are You:
5. Do you use alcohol, cocaine or other drugs? ......... D D ( y) D
Preg Al o R e el e b v
6. Do you wear contact IENSes? ......c..ceevivieiinieiiannann D D Nursing? ....
Taking birth control prlls‘? .................................... D
Please check all that apply:
| I o s D Emphyselias...........ci..iliiiidions |:| Pacemaker: ...« iisiiavinstans.
ANeMIA. G ssaeisie D Epilcpsyssese..... ... ...... D BSVCRIBLIG CHIE . uxmssnsssnrtinsennesass

Arthritis, Rheumatism ........... D Fainting or Dizziness .........ccccceeen. D Radiation Treatment..........cccccc.....

Artificial Heart Valves ........... D BIAHCOMAT v ri s vt D Respiratory DiSase......cccceveeevvanenn
Artificial JointS .c..cveeenverrnvnnenns D HEEGHCHES. ... ..o mmoras it D Rheumatic Fever ..........ccccceaiaaivenns
ASthma .t m e e, D Heart MUrmur o cassnammnns D SCAllet Fever ..iisisingnan
Back Problems ....c...eceveiannees D Heart Problems.........ccccvieveeeenennan. D Shortness of Breath .............ceeernee
Bleeding abnormally, Hepalitis Type i D Sinus Hroubless . i n
with extractions or surgery ...... D | A P O PR e D Sl T S e T T e
Blood Disease ........cccceunmene-s D High Blood Pressure .................... D L0 o o R T
CanNGer .. o veiyasnsassves v ey D HIV Bositive ... it i D Swelling of Feet/Ankles................

Chemical Dependency ........... D JAUNGICE ... ... i D Swollen Neck Glands.....

Chemotherapy ......oeeeerernsesinses D JEWIPAIN L. iv v e rees s saary endra s oih D Thyroid Problems.......ccevesvienmuiinsn
Chronic Fatigue Syndrome ..... D Kidney DiSease .......ccccccererenvnsninns D TonsllitS aiinaieinie s armveeiny
Circulatory Problems ............. D Latex Sensitivity ....cceceerereeennnane. D TubercUlosicRusmm e

Congenital Heart Lesions........ D LIVEr DISEASE. ....mviveiussvaivsnsnsunssions D Tumor or growth on head/neck.........
Cortisone Treatments ............ D Low Blood Pressure .......ccceveeeeenns D Ulcar,. . oo

Cough - persistent or bloody.... D Mitral Valve Prolapse.........cccceeeen. |:| Venereal DiSEaSE ...cceivrivenensenranss
DIBBBES. . iuuimciimininins cunerisanyas Nervous Problems... D

| hereby authorize payment directly to 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.

0OO00D0OODOOoOO000 000 00000000z

Assignment and Release

Signature of Responsible Party Date




