Thank you for selecting our dental healthcare team!
We will strive to provide you with the best possible dental care.
To help us meet all your-dental healthcare needs, please fill out this form
completely in ink. If you have any questjons or need assistance, please ask us -

we will be happy to help.
Patient #
, SS#/SIN
Patient. Inf OrMAtlION (CONFIDENTIAL) Date
Name , Birthdate Home Phone
State/ Zip/
Address City Prov. PC.
Email : > . Cell Phone
Check Appropriate Box: Ol minor O Single U Marvied [ Pivorced [Widowed [] Separsatecg/ Full b
- ' tat rt
If Student, Name of School/College __- City Prov. [ Tlﬁne [] Tcilme
Patient or Parent/Guardian's Employer Work Phone
) . State/ Zip/
Business Address City Prov. PC.
Spouse or Parent/Guardian's Name Employer ‘ Work Phone
Whom May We Thank for Referring You?
Person to Contact in Case of Emergency Phone
Responsible Party .
Relationship
Name of Person Responsible for this Account to Patient
Address L Home Phone
Email ’ Cell Phone
Driver's License # _ Birthdate Financial Institution
Employer Work Phone SS#/SIN

Is this Person Currently a Patient in our Office? [ ] Yes  [1No .
For your convenience, we offer the following methods of payment. Please chech the option you prefer. Payment in full at each appointment.

L] Cash [ Personal Check Credit Card [1visA [1MasterCard [ 1wish to discuss the office’s payment policy.
Insurance Information \ |
Relationship
Name of Insured to Patient
Birthdate . SS#/SIN. Date Employed
Name of Employer Union or Local #- +_ Work Phone
o State/ Zip/
Address of Employer City Prov. i P.pC.
Insurance Company Group # Policy/ID #
. Stat Zi%
Ins. Co. Address . City Prov. PC.
How Much is your Deductible? How Much Have You Used? Max. Annual Benefit
DO YOU HAVE ANY ADDITIONAL INSURANCE? [ Yes [ No IF'YES, COMPLETE THE FOLLOWING:
I Relationship
Name of Insured : to Patient
Birthdate SS#/SIN. - Date Employed
Nare of Employer UnionorLocal#____ Work Phone
\ - State/ Zy
Address of Employer City ~___-Prov PLC.
Insurance Com : ' Group # Policy/ID #
nstrance ~orpay ——— i State Zipl
Ins. Co. Address City : Prov. PT.
How Much is your Deductible? HowMuchHaveYouUsed?_ Max. Annual Benefit
' Over Please



' MEDICAL HISTORY

| Although dental personnel primarily treat the area in and around your moutt, ¥p it Odl:iar_\ﬂr_e-body. Healthy problems:that yo may |
have, or madication that you may be tzking, could have an Importantinterretatibnshipwith: thie:dénttstry youwill recelve. Thank you for answering the ' §

.
%
% following-questions. L

Are you under a physician's care now? () Yes () No Ifyes, please explain: _,

Have you ever been hospitalized or had a major operation?() Yes () No Ifyes, please explain;
Hava you ever had a serlous head or neck injury? () Yes ()-No  ifyes, please explain:

"Are you taking any medications, pills, or drugs? (O Yes (O No ifyes, please explain:

Do you take, or have you taken, Phen-Fen or Redux? (O Yes () No )

Are you on a spedal diet? (O Yes () No

Do you use tobacco? () Yes O) No

Do you use controlled substances? (O Yes () No

1

; Women: Are you S - :

| PregnanyTrying to get pregnant? O Yes (O No Taking oral contraceptives? (O Yes(O No Nursing? (O Yes (D No

~Are you allerglc to any of the following?-

[7] Penlciltin [7] Codeine [ Acrviic [ Metal {1 Latex 77 Local Anesthetics

§ [} Other It yes, please explain:

|

~Do you have, or Have you had, any of tha following? .

| AIDSHIV Positive ) Yes{) No | Cortisone Madicine O Yes() No | Hemophllia O Yes (O No | Renal Dialysls O Yes (O No

i Alzhelmer's Disease OO Yes(O No | Diabetes O YesO No | Hepatilis A O Yes (O No | Rheumatic Faver O Yes( No

| Anaphylaxis { Yes() No | Drug Addiction {0 Yes(O No | HepatitisBorC O Yes( to | Rheumalism O Yes(O No

{ Anemia () YesO No | Easlly Winded QO Yes(O No | Herpes O Yes (O No | Scarlst Fever O vesO No.

! Angine G ves() No | Emphysema (O vas (O No | HighBlood Pressure () Yes() No | Shingles O Yes(O No

¢ Adhiritis/Gout (3 Yes() No | Epliepsy orSelzures () Yes{) No | Hives or Rash QO Yes () No | Sickle Cell Disease ) Yes (O No.
Ardificial Heart Valve O Yes(O No | Excessive Bleeding O Yes(O No | Hypoglycemia O Yes () No | Sinus Trouble O Yes O No
Artificiat Joint () Yes() No | Excessive Thirst O Yes (O No | imegutar Heardbeat () Yes(O) No | Spina Bifida O Yes(OQ No
Asthma O Yes(O) No | Fainting Spefis/Dizziness() Yes() No | Kidney Problams (O Yes(D No | Stomachintestinal Dissase (O Yes (O No
Blood Disease O ves(O No | Frequent Cough O Yes(O No | Leukemia ~ O Yes(O) No | Stroke O YesO) No
Brood Transfusion O Yes(O No | Froquent Diarrhea () Yes{) No | LiverDisease O Yes () No | Swaelling of Limbs ) Yes () No
Breathing Problem O Yes(O No | Frequent Headaches () Yes(D No | Low Bicod Pressure ) Yes () No | Thyroid Ofsease O Yes (O No

!'Bruise Easlly O Yes() No | Genital Herpes QO Yes() No | LungDisesse QO Yes (O No | Tonsillitis O Yes ) No

} Cancer QO Yes(O No | Glaucoma Q Yes() No | Mivat Valve Prolapsa () Yes (D No | Tuberculosis O Yes( No

i Chemotherapy O Yes(O No | Hay Fever O ves(ONo | PaininJawdoints ) Yes(O No | Tumors or Growtns O yes(C No
Chest Pains O Yes(O No | Head AttackFallure (O Yes(O No | Parathyrold Dissase O Yes Q) No | Ulcers O Yes O No
Cold Sores/Fever Blisters () Yes (O No | Heart Murmur O Yes{) No | PsychlaticCare . (O Yes(D No | Venereal Disease O Yes( No
Congenital Heart Disarder() Yes() No | Hearl Pace Maker (O Yes() No | Redsation Teeatments() Yes() No | Yellow Jaundice C Yes(O No

" Convuisions O Yes{O No | Heart Trouble/Disease () Yes() No | Recent WelghtLoss (O Yes{) No

)

’ Have you ever had any serious Hliness not listed above?(O Yes () No Ifyes, please explain:

Patient Dental His thyw

Name of Previous Dentist and Location Date of Last Exam,

' Yes No Yes No
1. Do your guins bleed while brushing or flossing? ... oo, O O 8. Do you have frequent headaches? ..., O O
2. Are your teeth sensitive to hot or cold liquids/foods? .................. O O 9. Po you clench or grind your teeth? ............. N
3, Are your teeth sensitive to swect or sour liquids/foods? .. Ol O 10 Do you bite your lips or cheeks frequently? a d
4, Do you feel paint (o atty of YOUr IEeth? .onc.coevvvrvecrmrmpernrons 8 0O 11.Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near your mouth? .......... 0 O N he past? ..vvenrsrinenne everirearesanes et 1 ] D
6. Have you had any head, neck or faw HJUres? ..oomvccvivvcrncnenes 0 O 12 Have you ever had any prolonged bleeding
7. Have you ever experienced any of the following . Jollowing eATACUONS? .........ocrvesmmarnnisesanss a g

problems in your jaw? 13: Have you had any orthedontic treatment? O 0
Clicking e RS e L [ 14 Doyouwear dentures or partials?........oine 0 d
Pain (joint, ear, side of face) BRSO I N A if yes, date of placement s
Difficudty in opening or dosing ............. O o 15. Have you ever received oral hygiene instructions
Difficulty in ChEWING vt O O regarding the care of your teeth and guims?. % E

16. Do you like your Sle?. ... i

Authorization and Release

ve read and understand. the above information (o the best z;f my imowledge. The above questions have been accurately answere
[ understand that providing incorrect information can be dangerous to my xmﬁ‘h. 1 authorize the dentist (o release any information including the
dicgnosts and the records of any treatnent or examination rendered to mie or my child during the ‘Ymod of siuch Dental care to third party payors
and/or health pract'itianéts. 1 atithorize and request my insurance company (o pay directly to the dentist or dental group insurance benefits

gUherwise myﬂmﬁ (016, | undersiand ihat m{ dental Insurance carrier may pay less than the actual bill for services. Lagree to be responsible
for paym;mt oj'all‘services rendered on my behalf or my dependents.
X ;-

Signature

1 cerntify that { ha

of patient (or parentfyuardiar i {minor) ,



