Patient Informatior:

(PLEASE PRINT)

i Dental Insurance

Wha is responsible for this account? , N\

SS/HIC/Patiant 10 #

Ralatienship ta Paflent

Paflent Employer/Schoot

Patient Name Insurance Co. é
Last Name ’ !
Group ¥ |
LS el Is pallent coverad by addiionat insurance? (JYas (INo
Address _
Subscribers Name
E-mail
Birthdate S5#
City ,
) Relationship to Patient
Slate Zip
o insurance Co,
Sex (M [F Age_
Group §
Birthdala
y ASSIGNMENT AND RELEASE .
[ Married ) widowed J Single {1 Minor { certfy that 1, andfor my dependent(s), have insurance coveriga with
1 &% " ! and assign dir o
{J Separated [ Divarced [] Partnered for .. years e T B ssign directly

Oceupation

Dr. _. 2l insurance benafits, if
any; olherwm payabie {a me for services rendered, | undatstand (hat | am

Emplayer/School Addrass _

financinlly responsible for all chargés whather or nol paid by insurance, authorize
v F o oihe use of imy signature on alt insurance submissions.

The above-named dentist may use my health care Information and may disclose

sueh information to thie abave-named Insurance Company(ies) and their agents kor
the purposs of obtaining payrnant for servicas and determining insurance banefits

Employer/Schoat Phone { )

or 1 hienelits payable for related sarvices, This consent will and when my current
fragtment plaa is complatet ar oae year lrom ihe date signad belows

Spousea's Nama

Birihdats .
sEN L

"Sigiatire of Pauent, Parant, GUAITIAN G PASORAL REPasen@ive

Spouse’s Employer,

Pleans print name of Pallent. Parsnt, Guardian of Personal Reaprasanialive

~Relationship 1o Pallent

e iy Date

Wham may we mank for refgrring you’} i

f
Hgme { ) ST Work (... , ) Ext Cell Phons { )
Spouses;/’ork f ) ! Best time and placa fo reach yau ' ' ‘ e N
IN CASE OF EMEBGENCV co NYAQT (Speclhf someona who doss not uve in your housahold )
Mama o 1 o Relatlonsbip
Work Phone.{__.)

Home Phone ( )]

€ ¥ Uenml Historyr

F!eason far today's visit

Former Dontist

City/State _¢

Date of last dental visit

Dale of fast denlal X-rayg

Place a mark on “yes" or “no” lo indicats it you
hava bad any of the following:

Bad breath {OYes [JNo
Blewsding gums (OYes (INo
[f;] Yes (] No

Blistars on lips or mauth

Burning sensallon on tongue

(‘_‘]‘{és INo  Mouth braathing ClYes [1No

Chew onone side of mouth ~ {JJYes [JNo. Moauth pain, brushing [IYes (JNo
Cigaratis, pipe, or cigar smoking [J¥es [INo Orihodontic treatment [ClYes [INo
Clicking or popping jaw ClYes (C)No  Pain around ear {lves £1Neo
Dry mouth [Yes [JNo Perlodontal treatment TiYes [JNo
Fingarmail biting [JYes (JNo Sensitivity to cold {dYes (INa
Food collection hetwaen (e tealtt (] You [TJNo - Sanasitivity to heat OYes [INa
Forelgn objects [1Yes ((INo Sensilivity to sweets {JYes [ No
Grinding teeth [TYas [INo Sensitivity when biting {JYes [ Ne
Gums swollan or tender fYes [JNo Sorasor grawths in your mouth (JYes () No
Jaw pain or tiredness Q'es OINo oy often do you lloss?

Lip or chaek biting [CJYas ] No

Loose lesth of hraken fillings C]Yes (| No How often do you brush?

Dentalﬁ Reglstratlom and Hlstary
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Physician's Name _ Date of last visit

1
Have you ever taken any of the qgroup of drugs collectively referred 10 as “fen-phen?” These include comoinations of lonimin, Adipax, Fastin (brand
names of phentermine), Pondimin (fenfluramine) and Redux (dextentiuramine). (JYes {J No

Place a mark on “yes” or "no” to indicate f you have had any of the following:

AlDSHIV _ “IYes [JNo  Epilepsy {JYes 1No Respiratory Disease 3Yes [(JNo
Anemia JYes [(JNo  Fainting or dizziness IJYes {JNo  Rheumatic Fever J¥es [JMo
Arthritis, Rheumatism :JYes (Mo  Glaucoma [CJYes [JNo  Scarlet Fever iJYes (I No
Artificiat Heart Valves 1JYes [INo  Headaches "JYes [JNo  Shortness of Breath SYes {JMo
Atlificial Joints ‘JYes [JNo  Heart Murmur JYes INo  Sinus Trauble iiYes JNo
Asthma t7JYes [JNo  Heart Problems {JYes [JNo  3kin Rash TJYes [OMo
Back Problems [JYes {JNo  Hepatilis Type TYes [JMo  Special Diet JYes GNo
Bleeding abnormally, with . Herpes {JYes [JMNo  Siroke SYes Mo

nxiractions or surgery {TYes [JNo  High Blood Pressute Yes- (JNo  Swollen Feet or Ankles ‘IYes [INo
3lood Disease \ TlYes [JNo  Jaundice iTvYes |JNo  Swollen Neck Glands Jes QMo
Cancer JYes {JNe¢  Jaw Pain {Jtes [TJNo  Thyroid Problems OYes (ONe
Chemicat Dependancy {JYes {JNo  Kidney Disease {JYes [JNo  Tonsillitis TJYes ONo
Chemotherapy i7‘es [JNo. Liver Disease [JYes [INo  Tuberculosis IYes [INo
Circulatory Problems fiYes [JNo  Low Blood Prassure “JYes [JNo  Tumor or growth on head
Congenital Heart Lesions TJYes {TJNo  Mitral Vaive Prolapse CJYes [JNo  orneck "iYes jNo
Cortisone Treatments TlYes [CJNo  Nervous Problems . (JYes [INe Ulcer JYes (ONo
Cough, persistent or bloody {JYes [(JNo  Pacemaker CYes [J Mo Venareal Disease Yes {ONo
Diabetes {JvYes (JNo  Psychiatric Care [JYes (JNo  ‘Weight Loss, unexplaned TJYes (JNo
Emphysema TlYes [JNo  Radiation Treatment ClYes (JNo ADHD CYes ONo
Do you wear contact lenses? [(JYes [ No a5 UYes (1Mo Aulia Oves [No
Womaen: :

Ara you pregnam? (JYes [JNo Dua date Are you nursing? [JYes [ No

‘Taking birth controf pills? {JYes (] No

_XE 1% - " Medications: {xg Alleries: ’

List any maedications you are currently taking and the corrslating I‘_‘_l Aspirin {7 Local Anesthatic
f g (] Barbiturates (Sleeping pills) 3 Penicillin
i (7] Codeine {1 Suita

Pharmacy Name {1 lodine ] Other.

Phone ( Yo B (7] Latex

)

|

i
!

Updates: (To be filled in at future appointments):

Has thera been any change in your health sinca your last dental appointment? (] Yes (J Mo

For what conditions?

Are you taking any new medications? It so, what?
Patient’s Signature Date
Dactor's Signature ' Date

»
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as there been any change in your heaith since your last dental appointment? (JYes [J No

Zor what conditions? -

.-\re‘you taking any new medications? ______________ !l so, what?

~atlent’s Signature _ Date

Doctor's Siqnature,‘ Date

-t




