Ve are pleased to welcome you to our practice. Please take a few minutes to fill out
this form as completely as you can. If you have questions we'll be glad to help you.
We look forward to working with you in maintaining your dental health.

Name ; Soc. Sec. #
Last Name First Name L Initial

' Address .
City State Zip Home Phone
Cell Phone Email

Sex OM QF Age_ Birthdate [ Single O Married O Widowed O Separated 1 Divorced
Patient Employed by ] __ Occupation :

Business Address __Business Phone

Business Email

Whom may we thank for referring you?

Notify ih case of emergency Home Phone
Cell Phone Work Phone
Email

Person Responsible for Account

Last Name First Name R Initial
Relation to Patient Birthdate _ Soc.Sec.*
Address (if different from patient) Home Phone =
City State Zip
Cell Phone Email

Person Responsible Employed by Occupation

Business Address ) i Business Phone

Business Email

Insurance Company : Phone

Insurance Email

Contract # Group* Subscriber #

Name of other dependents under this plan

s
T
Is patient covered by additional insurance? O Yes O No

Subscriber Name RelationtoPatient . Birthdate

Address (if different from patient) Soc. Sec. #

City . State Zip Home Phone

Cell Phone : Email

Subscriber Employed by Business Phone

Business Email

Insurance Company Phone

Insurance Email

Contract # Group # Subscriber #

Name of other dependents under this plan

Please complete both sides.

g8




What would yvou like us to do todine? Arevout i dental discomfort today?
Formner Dentist — Adiress

[eptists Emall o Phome
[hate of last dental care — Date of last xrays

Check | Jyves or no i vou have had problems with any of the folliming

ay ON Bad breath O O N Food collection between teeth DY DN Perfodontal treatment Y DN Sensitivity to swoets

Oy QN Bleeding gums Oy DN Grinding or clenching teeth . QY DN Sensitivity to cold Y QN sensitivity when biting
Oy ONClicking or popphngjaw QY DN Loose teethorbroken fillings  OY . DOIN Sensitivity to hot Y N Sores or growths in mouth

How often do you brush? = Fliws?

Hewy dio vion feel about the appearance of vour teeth? . =

Have vou ever cxperienced an adverse reaction during o in conjunction with a medical or dental procedur

Other information about your dental health or previows

i 1 [} e w L . a
Physicions mamwe __ L i = Phone

ke oof laast wisit Hawe you had any serlous illnesses or operations? QY N

If yes, describe

Are you currently under physician care? Y QN Ifyes describe

Hawe vou ever had a blood transfusion? Oy DN [fyves give approximate dates
Have vou ever taken Fon-Phenedux? QY ON .
Warmen:Are vou pregnant? DY DN Nursing? OY AN Taking birth control pills? QY 0K
Check (o 1ves or no whcother vou have Baed any of the following: -
Oy ON AMDSHIV Positive Q¥ ON Cough, persistont Oy ON Jawpain OY ON shingdles
Oy ON Anaphylaxis Oy aON Cough up blood Oy ON Kidney disease or Y ON shortness of breath
Oy ON Anemila Oy ON Diahetes I maltunciion Oy QN skinrash
Oy ON Arthritis Rheumatism  3Y O N Epilepsy UYUN Liverdisease Oy AN Spina Bifida
- I I v - i e -

QY ON Artificial heartvalves QY QN Fainting AL :':;1'“"'~"'=“;'11=Hh Oy QN stroke
Oy QN Artificial joints Oy O8N Fowdallergies dmﬁl."l:}‘:j""m = QY ON surgkcal implant
DY ON Asthma Oy ON Glancoma QY QN Mitralvalve prolapse Oy ON swelling of feet
|.J ¥ -u N Atopic (allergy prone) ay L'I N Headaches QY QN Nervousproblems e ur-mlr._ll.-.*-' &
Oy ON Backpoblems Oy ON Heart murmir OvTN Pacsvakor dY N ﬂ“ﬁ‘“"_‘“'—“““" or
Oy O~ Blood disease Oy ON Heart problems Hedrt strpery avoN .?Th RS :l::lln

: 4 : " ! | N Tohaooo 1
OY OnN Cancer escrie Oy ON Psychiatric care AVEN Toas i
QY ON Chemicaldependency =Y N Hemophilial DY ON Rapidweight gain orloss VBN Tomlllitis

y ) Abnormial bleeding i ¥ & Oy QAN Tubwculosis
Oy ON Chemotherapy QY ON Herpes Oy ON Radiation treatment OVYON Uleer/Colitis
Oy AN Circulatory problems : i QY ON Respiratory disease * SR T
Q' O N Corticria fraatimenits Oy ON Hepatitls ayonN s ¥ AN Venereal disease

QY ON Highblood pressure Yo etnmatioScariet fever

I patient curvently taking any medications? I yes Hstall [howes patient hove dreag allergics? I ves, list all

1 have reviewed the information on this questionnaire, and it is aceurate to he best of my knowledge | understand that this information will be
wsed by the dentist to help determine appropriate and healthful dental treatment. 17 there bs any change inomy medical status, Twill inform
the dentist.

L authorize the insurance company indicated on this form to pay to the dentist all insurance benefits otherwise payable to me 1:11 seryices
vendersd 1 authorize the use of this signatare on all insurance subimissions,

Panthortze the dentist to release all information necessary Lo secure the pavment of bepetits. | understand that [ant fnancially responstble for all
charges whether or not gaid by Insurance

Slgnatore — —— Date _ —

Payntent s die in full at time of treatment, unless prior arrangements have been approved,




