Thank you for selecting our dental healthcare team!
We will strive fo provide you with the best possible dental care.
T Fnsi‘p us tmeet all your dental healtheare needs, please fill out thi:?ﬁlm

completely in ink. If you have any questions or need assistance, please ask us -
we will be happy fo help.
Patient # i
g ‘ e e =
Patient [ Hf 0rmation (CONFIDENTIAL) Dite
Nime Birthdate Home Phong
e Statef ZTB oSt
Address City Prin Cinde

Check Appropriate Box: [ Minor [1Single [ Married [ Divorced [ JWidowed [ Separated j

: 3 i ; Stalef Full Fart
If Student, Name of Schooly College City Pro, [ Ttme [ Time
Patient s or Barent's Emploer Work Phone

: ; atafef ZIEPost,
Bnsiness Address Ciby _ ' Hiye i Cade
Speisear Frent's Nane Emplover Work Phose
Whom May We Thiank for Beferring You? b
Person fo Contact in Crse of Emergency Phone
Responsible Part =

Relationship
Mame of Persore Responsible for this Aceount oy bo Pattent
Atldress = _ . _ Home Fhayte
Diriver’s License # Birthdate — Financial (vstitution
Enployer _ Work Phorne _ S5N#
15 this Personr Curpently a Patient in owr Office? D Yes D No

For yonr convenience, we offer the folloping metiods of payment, Please check the option wou prefer. Payment in full ab eaclh appointient,
[ Cash [] Persosal Cheek: [ Credit Cand [ VISA [[] MasterCard [ Fawish to discuss the office’s payment policy,

Insurance Information

Relgtionship
Mo of Insiired trbatient =
Birthdate Social Security # _ [ade Employed
Mamme of Employer Livions or Local # Wark Phone Hi==—
e State’ LI Post
Address of Employer _Eity - — —h Wi Crde
Tngrranoe Compaay Group # Policy 113 # T
Statdr LIFTost
Ins. Co. Address Cify _ Prow Code

Hiwe Muich is your Dedructitile? How Much Have You Used? Max. Annual Bepefit

DO YOU HAVE ANY ADDITIONAL INSURANCE?  [lves [ o [E YES COMPLETE THE FOLLOWING:

] Refationship
Mame of Inaured ta Patten! =
Birthdate Social Secvirity # Dhate Employed
Mane of Ermploger Livioor or Local # Wark Phore
: . Stafef LI Poet,
Adidress af Employer City Pron, Crde
Thsicrance Conipaniy Growp # Palicy/ [T #
Iy State! ZIETost,
Iis. Co. Address City Prom Code

Hoe Much is yowr Deductivle? How Much Have You Used? Max. Annsal Bengfit

Ower Please
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Patient Medical History

Physician CHirce Phone Diale of Last Cxam
Yes Nao o
1. Ave you woderamedical freatmenbrow? oo = 9. Are you allergic to o have you had any reactions
Z Hawe you ever been hospitalized for any to the follevime? =
surgical operation or serious Mness within the last 5 years? E5=iE Local Anesthebics (e.g, Novocain} oo =
i1 es, plense expliin Peicitltr orother Antibiotics . - ..o oo, el
; - mn= e e bl %_
X : A ) N T s e e e e e -
e e e O O SUOHUES 11 i m
e e o e e e e e e
If yes, what medicationds) are gow taking? sl e ERE
4. Have you cve taker PhonFen/Redin? ... SRR e s el e
e B e T e e e e =] Other {please list) L
o, Droyou wse'conirofled substances? ..o ovoiinannann == 10, Women Only: A=
A yow wearing comtact lenses? e | i} Are yon .r:'.rt:gjrrmr wr think yore neay be pregrant? et e
o B E B T R e e e —
g 1EHE ‘e ar hane o hiad a ny |}I|’1J1,:_>.I|’gﬂm;;;'”g? ol Are o fiaki IS oral {'{JJTIJ'HC{.’J.P”EMS? .......... — L
Yes Mo Yoz  MNo Yes Mo
High Blood Pressure oo, [E =[] i (T ) e — B e, LS Y e e (4[]
Heart Aftack .. voooevone I O Cardine Pacemaker ... .. ESE Esify Witided: 00 coviia i EgE
Rheunalic Feper . ., = Heart Murmr oo veenen. I O Obike o e s =]
SeoallerAnkles oo ol EET L e e e S O O Hay Fewer f Allories ..., HER
Brtinting £ SeIzires e iinn =] Frequently Tired . .. ooens EED Tlierpiiinems s o Ll o 2=00
L L el e e [] |:| Anemrd . T El=E Radiation Therapy . oooovnn o D iE]
Lom Blooad Pressure oo oo NS EMPRTEEMGE. cocovesaina D |:| R e S e -E‘ D
Epilepsy  Comvlsions ... EEEEE e Ei=[E Recent Weight Loss ..o ... el
L e ey s =t VL e e o =] T BT e E-El
DNEBEtes o eiiesa e e v L] O joint Replacement or Inyant El [ HegrbTroublese e cne o s =]
Efdney Diseqses .0, e B Hepatitis  faundice .. ... ... E=E] Respiratory Problems .. ooo 0. Bl
AIDS or HIV Infection ... .. D |:| Sexveatly Transmitted Disease D [:l Mityval Virloe Prolppse ... ... EI D
Thyroid Problem .. ... ... L [ Stomach Troubles / Ulcers ERE! ey Ew L
Patient Dental History
Wame of Previows Dentist s Location = Diite of Last Exam
Yes Mo Yes No
1. Do oy gromes Bleed while brushing or flossing? o0 i ; & Do you Tqve frequent Keadaches? ... ... . ..., EEE
2 Are your leeth sessilive fo hod o cold lguidsiffoods? o000 | | 9. Do you elencleor grind vour teeth? oo L L
3. Are your leelh sensitive to sweet o sour lguidsffoods? ... [ [ 10 Do yon bite yonr lips or cheeks frequently? ... =R
4. Do pou feel paivcfoany of your teeth? ooooooiioi oo s = 11, Have you ever had ary difficult exlyactions
5. Do you have any sores or lumps inorweay yowr wouth? .00 ] | F T o R e i . e e e
&, Hawve you had sy head, weck or faze infuriea? o000 | == T2 Have yon ever had arry prolonged Weeding = = .
71 Hawve yoni ecver experienced any of the folloaing Solioreemgerbrackions? o] vl ot st e Ly L
prableras i your fate? DEE=—— 13. Have you had amy orthodontic bealmend? . .oo000 [ [
EER AT el S ) EiE T4, Do you oear denbures o partials? oo El=HEl
Paire (foint,ear SI0E OF fAce)? oo ve e s e E=aE If yes, date of placement
Dhfficulty in opeming or closing? .o oo Hslf==Ed 15 Huwe you cver veceived oral hygiens instriciions — -
L e e G e e e e o e s EHEE regarding the oare of your feeth and gums? .o, ==
16: Dovor like your smile? ..o oo ivee i cany s EHi =S

Authorization and Release

Feertify that I ave vend and wnderstand the above information fo the best of my knowledge. The above questions have been acourately answered. |
wnderstand that providing incorrect information oot be dangerous to my fealth, [ anthorize the dentist to release any information including the
diagnesic and the records of any Freatweat or exanination rendered to me or my child during the period of such Dental cave to thivd party payors
andior health praciiliopers. I aulhorize and -"e.’a;rie?sf fil insirance company R pay divectly to the dentist o deatal group insurance benefils
thersvise rayable to e, [ understand that oy dettel insurance carrier may pay less than the actual B for services. [ agree to be responsible for
praynieat of all sevoices vendered on nry behalf or wy dependents,

X

Sivnature of patient (or parend I wminor)
& P ¥ |

Doctor s Conniriein)s

Sisauituors N Dake
TEM 1630 SOUNELL SYSTERS 1000837 1190
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