
Icorne
Thcuth y ou f or selectrng our dental healthcqre tedm!

We will stive to prottide youwith thebestpossible dental cctre.

To help us meet all y our dental healthcare needs, please fill out
this fonn completely in inh. If y ou hcw e my questions or need

cssistwtce, please ash us - we willbehappy tohelp.

Patimt#

s5#/srN

Date

(coNFTDENTTAL) ln nvPatient's Sex

HomePhone
Statel
Proy. Pt

Bb'thdate

Addre,ss City
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Proy.
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Relationshio
toPatient'
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toPatient'

Bhthdate ss#/srN
(-lnion or Local #

DateEmployed

WorlcPhone
State/

Name of tunployer

Prov. P:C.

-t::

LlDl ]
Df' IAddress ofEmployer

hrurance Compmty

Ins. Co. Address

Group #

City

City

PoIict/ID #
Staty'/
Prov.

Zio/
P:C

How Much is your Deductible? How MuchHtweYouUsed? Max. ,4ttnualBeneft

Patient Inform&tion
Name

Doyouprefa torecavecallscttyour: JHo.m" Dworh Jc"llPhor"
ChechAppropiateBoxJMino, Esingie Jurn'rird JDworced fwidowed
lf Student,Name of School/College City

P atrent or P ar ent / Guar diur's Employ u
Btsiness Address

Sp ots e or P ar ent/ Guar drcut' s N ame Employer WorhPhone

\Mhom May W e Thanh for Refernng Y ou?

Person to Contact in Case of funergenry Phone

Responsible Party
Name of PcrsonResponsiblefor this Account

Address HomePhone

Email CellPhane

Diver's License # Birthdate Frnanciallnstituhon

Employer WorhPhone 55#/5rN

Is this Person Cunently a Pattent in our Office? n y.t tr No

For your conveniarce, we olt'er thefollowrngmethods oJpayment. Please chechthe opuonyouprefer.Paymentinfull at each Wointment.

lC^t, JPersonalCheck CreditCard IWSe ZMastercard n r.trh todiscusstheffice'spaymentpohql:.

Insurance Information
Name of Insured

DOYOUHAWAAYADDITIONATINST,IRA.FICE? f] Y"' N ruo IF YES, COMPIJTE THE F OILO]I,ZN G :

Nane of Insured

Zia/
P:C

Relanonshio
to Patient '



fiAw Medical History
OfficePhone

7. Are youunder medical treatment now?.
Yes Notrn
trn

If yes, plettse explain

2. Have you ever been hospitaliTedfor any
surgcal opa ation or serious illness within the last 5 years?

3. Are you tahing atry medication(s)
incltLding non-presciption medicine?.........
If y es, what medication(s) are y ou tahing?

1. Hane you ever taken F en-Phen lRedu-x?.................

5. Hatte you elter tahen Fosatnax (alatdronate), Boniva
Abmdronate), Actonel @sedronate) or avry cancer medications
c on t aining bisphosphon aLe s?..........

6. Hatte you takenViagra, Revaho (sildenafil), Cialis (tadalafD
or Lettitra (tardamftl) in thelast 24 hours?...............

7. Do lou ur? toba(co?......

8. D o y ou us e controlled sub stcmces?....................

9. Do y ou hcw e or han e y ou had. cnty of the following?
Yes Not]trtrnntrtrtlnntrtltrtrntrnt]trnntrtrtrtrtr

Yes
T0.Areyouweoringcotlt(Tctlenses?....-.....-............................ n
77. Are you allergic to or hrwe youhad ary rmdions to the Jolknutng?

Local Anesthetics (e.g. Novocain).............................-...-... U
Penicillin or any other Antibiotic.s .................................... n
SulfaDrugs tl
Barbiturates nSedatives tr1odine............... n4spir1n............. n
Any Metals (e.g. nichel, matury, etc.).................... -Latexkbber.... -
Other(please l,r,L -

12. Do youhaw apersistellt cough or throat clearingnot
associatti with ahnown illness (asttngmore than3 weehs)? E

13.WomenOnIy:
a) Are y ou pregndnt or thinh y ou may be pregmnt?..... n
b) Areyounursing?. ................-.................-....-... ....-...... n
c) Ar e y ou taking oral contr acepttiv es?............................. tr

Date oJ LastExmn

Chest Pains
Easi\ Winded.
St rohe ...............
Hay Fner / Allergi€s ....................
Tuberculosls
Radiation Thet apy
Glaucoma
Recent Weightloss .......................
Liver Disease
HeantTrouble..
Respiratory Problems
MitraLVahe Prolapse
Other

Dare of IastFtam
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Yes NotrtlNt]nnt]ntrnnnnntrnnt]t]nnnt]trnn

Yes Nonnnnnnnnnnt]n
NTNt]nnun

trtr

High Blood Pressure

Hean Auark
Rheumatic Fuer
Swollen Anhles ..............
F ain tin g / Sa zures .........................
Asthma
Low Blood Pressure
Epilepsy / Convulsions ..................
Leuhemia
Diabetes
Kidnqt Diseases .........
AIDS or HIV lnfection
Tluroid Problm ........

trtr
nn
t]tr

Hean Disectse

Cardiac Pacemaher........................
Heart Mttnnur .

Angina ..............
F re quen r I v T i t e d ............................
Anmia
Lmphysema

Anhd'ris

J oint Replacement or Implant .......
Hepat i h s / J a undicc ........................
Sexnlly Transmitted. Disease ......
Stomach Tt oubles / Ucers............

No
LJ

Patient Dental History
Noane of Previous Dentist andLocation

1. Do y our gums bleed while brushing or Jlossing?.......
2. Are your teeth satsittue to hot or coldliqids/foods?
3. Are your teeth smsitfue to sweet or sour liquids/foods?

4. Do youJeel pain to any of your teeth?

5. Do youhaw any sores or ltnrps in or near your mouth?
6. Hatte youhad any hea/ nech or jcrw injunes?
7. Have you etter expaienced atry of the following

problems in your jaw?
Clicking
Pain (joint. ear. side oJJace\ ...

Diffculty in opmingor closing
Difficalty !n clrcwing

N
8. D o y ou haw Jr e quent he adach es ?

9. Do you clench or grinAyow'teeth? .............
70. Do youbite your lips or cheehs frequently?
11. Haw you e.ver had any dffinlt ertractions

in the past?

72. Have you ever had any prolongedbleeding

following extracttons? .......

73. Have youhad my orthodontic treatment? .

7 4. D o y ou w ear dtntures or p aftials?...............
If yes, date of placement

75. Haw you ner received oralhygimeinstructions
regardtngthe care of your teeth cmd gtms?

D,i
n,,l
n

16. Do youlihe your smile?.

Autborization flnd Relea.se
PcDlment is due infull at the til'rae of treatT'raent mless prior atrangmenLs have bem approved.
This ffice ctccepts insurance, I ttnderstand that I am responsible for paymmt of sa.vices rcndered and also responslble Jor paying any co-pdyment and
deducnbles that my insurtmce does not cover I hereby mtthoize payment dircctly to the Dental Offce of the group insurancebenefits othatuise payable
to me. I wtderstatd thatl anresponsiblefor all costs of dmtal n'e6tment.lherelry authoize release oJ any infonnaLion, includingthe diagnosis utd
records of treatment or exatnination rendered, to ny insurutce compan)t.
I understntd that the infonnation thatlhatte gitten today is cot'rectto thebest of my hnowledge.I alsowrderstandthat this inJonnationwillbeheldin
the stnctest conJidence and it is my responsibility to infonn this office oJ nry changes in my medical status . I authoize the datal staf...............f to petfonn any
necessatj dental sentices that I may need duing diagtosis and treatmen| with my infonned consent.

X
Sigmture of panent (or parent/gua:rdian if minor)


