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Thank you for trusting us with your dental care.
We promuse to do our best to provide vou with

the finest care available. If you have any

questions please do not hesitate to call us.

Patient #

85 #

Date

PATIENT INFORMATION
MNamig Birthdate Home Phone ( |
Addross City Stala Zip
Sex OM [OF C1 Marnad [ Widowsd ] Single ] Minor
] Separated ] Divorced {1 Partnered for yaars

E-mail Cell Phone #1 { ] Cell Phona #2 ( |
EmpioyenSchool Employer/School Phons { )
Empleyer/School Address City State Zip
Spouse or Parent's Name Employer Work Phane | }
Whom may we thank for refering you?
Person to contact in case of emargency Phone | J

RESPONSIBLE PARTY

MName al Person
Responsibia lor this Account

FAalalion to Patient

Address Home Fhone { ]

Dirivers Licensa# Birthdate Bank _

Employer Wark Phona { }

Currantly a patient in our office? [CJves [ Mo E-mail Cell Phane { )
INSURANCE INFORMATION

Name of Insured Feiation to Patiem

Birthdate Social Security # Date Employed

Employer Weark Phona | }

Employer Address Clity State Zlp

Insurance Company Graup# Union or Lecal ¥

Address City State Zip

How much is your deductible? How much have you used? Max. Annual Benefil
ADDITIONAL INSURANCE e

Name of Insured Relation to Palient

Birthdale Social Security # Date Employad

Employar Werk Phone | |

Emplover Addrass City State fp

Insurance Compary Group # Union or Local #

Address City Siale Zip

How much is your deductible? How much have you used? Masx. Annual Banafit
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DENTAL HISTORY

Paeagon for loday's visit Date of last dantal care
Former Dentigl Date of last dantal X-rays
Address
Check ( ¢ | If you have had problems with any of the following:
[ Bad breath [ Grinding teeth [] Sensitivity 1o hot
[ Bleeding gums [ Loposa teath or broken fillings 170 Sensinvity to swesls
] Clicking or popping jaw 1 Peripdontal traatment [T} Sensitivity whern biting
] Food coliection betweaen the teeth [C] Sensitivity 1o cold {71 Sores or growths in your molth
How often do you flass? How often do you brush?
MEDICAL HISTORY
Phyaician's Mamea Date of last visil

Heve you ever taken any of the group of drugs collictivily referred 1o as “fen-phien?” These include combinalions ol lonimin, Adipex, Fastin (brand
names of phenterming), Pondimin (fanlluraming) and Redux (dexfenfluraming). [Yes [ No

Hava you had any sarious inesses of operations? [JYes [] No I yes, describe

Hawve you ever had a blood Iransfusion? [J¥es [JNo If yes. give approxmate dates

{Women) Are you pregnant? [JYes [ No Mursing? [J¥es [ Neo Taking birth confrol pilis? [JYes [JNo

Check { v | if you have or have had any of the foflowing:
] Anamia [J Cengenital Heart Lesions ] Hapatitis [C] Scarlat Faver
] Arthritis, Rhaumatism [ Cortisone Trazlmants [ Hatnia Repair [] Shortness of Breath
1 Artiticial Hear Valves [ Cough, Persistent {71 High Blood Pressure [T1 Skin Rash
1 Artificial Joims, Pins, efe, [ Cough up Blood O HIvAIDS [ Strckes
[ Asthma [ Mabetes [ Jaw Pain [C] Swelling of Feet or Ankles
[T Back Problems [} Epilepsy 7] Kidney Diseasa (] Thyroid Problams
] Bleeding Abnormally [J Fainting [ Liver MHsease [J Tebacco Habit
] Blood Diseass O Glaucoma 1 Mhitral Valve Prolapse [ Tonsiliitis
[] Cancer [] Headarhes [] Pacamakar [ Tuberculosis
] Chamical Depandency [ Heart Murrmur 7] Radiation Treatment 1 Ulcar
[l Chemotherapy [} Hean Problems I Respiratory Disease [J Venareal Disease
[ Cireulatory Problams [ Hemophiiia [J Aneumatic Fevar

Ligt madications you ars currently taking and the correlating diagnosis: Allergles:

AUTHORIZATION AND RELEASE

To the best of my knowledge, the above information is complete and correct. | understand that i is my responsibility to Inform my doctor il |, ar my
minar child, ever have a change |n health

| earlily Ihat |, andfor my depandant(s), have insursnca coverage with and assign directly to
Namae of Insurance Company{ies)

O, 2l insurance benafits, If any, otharwise payable 10 me for services rendered. | understand thal
| am linancially responsible lor all charges whether ot nol paid by insurance. | authorize the use of my signaiure on all insurance submissions.

The atiove-named dentist may use my heallh care information and may disciose such Infermation to the above-named Insurance Company(les) and
Iheir agents for the purpose of oblaining payment for services and determining insurance benelits or the benafils payable for related services. This
consent will end whan the currenl freatment plan is completed or ona year {rom the date signed below.

Signature of Papent, Parent, Guardinn or POFSoNI] AEpTessMatve [

Flnase print nama ol Pallent, Parent, Guardan of Pearsonal Pepresanialive Rielsbonship o Patiant
Payment is due in full at time of treatment unless prior arrangements have been approved.
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