Patient Information

Thank you for chovsing our praciiea for vour dentel needs. Please complete this form fe ink. I vou fuave GANE U OF
cerErns, do aor fesiomee ok fur aisfsrance. Ve will b Aoggye to help.

{Pleuse Print)
Mame . i Dale e S'ﬁ-_.

Luarst M Last
Adbilress o Ciry ; Stnte Zip =
Birihdate . Home phone # Workphone #_
Do you prefer to recerve calls gt I Hone 0 Work [ Either ﬂ&t]#
Arcyowr D Minor O Married O Mivierced U Widowert O Single 01 Separated
or or your parem’s emplover Occupation
Business Address City State Zig
Spolse’s oF parent's pame Workplace __ Work phone # .
If wona ure a sludent, name of schoolollege B City Siule
Whem may we thank for refemng you po ws?
Persen to contact in cisc of emerzency & Phone # _
Responsible Party
Mume of person responsible tor this aceoumt? . 5
Relatonship to patient . Phone #
Address ! City State Cfip _
Mame af employer i ,_ Work phone #
Insurance Information
Mume of insured < Relatiomship to patiant
Birthdate i . Social Security # Date cmplm-ad = i
Mame of cmployer . . Work p:fmne,# : : i
Addiess o City State 7ip .
Insuranee Co : . Group # Employer #

DUYOU HIAVE ADDITIONAL INSURANCE? U N0 OiYes IHYES, FLEASE COMPLETE THE FOLLOWING

Mame of insured i Kelationship to paticnt

Bimhdawe .  Social Securiny # | . _. . Date cmployed __

Name of cmployer i ' Work phung # i ; )
Aclilress N City JoBuae  Zip
[msurance Co. s : ~  Cmup# . _ Emplowyerg _
[mspranee Cao. Address . Ciny . Brate Zip o
How rouch 1y your deductible? _ __ How much have yon used? L Max. annual hepefir?

ContipERTIAL

T T ] e e gy

,_._...-.....




Dental History

Mame

Former Deplist
Beason for todiny's visit _ 55 - —
Ihitle of last exam . Iiate of last dental X-rays
Hlaw nfien do vou Brugh? How ofien do you Doss?
Please eheck any of the following conditions that apply to you:

I Bad breath O Grinding teeth 0 Sensitivity to hot

O Blecding gums U Loose ieeth or broken fillings 1 Sensitivity to sweets

L} Clicking or popping [aw O Periodentad treatment ¥ Sensitivity when biting

U Food collection between teeth 3 Sensitivity trcald O Sores or growths in your mouth

Medical History
Phyzician . Date of last visit ___
Flease list all imedications yon are ¢currently taking; |

Allergies: : =
(Women) Are you prognant? U Yes QiNo Nursing? 3 Yes O No Taking birth control pills? O Yes O No
1o you have a history of the following? 0 Pre-medicato.
0 AIDS O Cortisone Treatments O Hepatitis { Rhcumatic Fever
1 Anemia 0 Cough, Persistent 0} High Blowd Pressure W Scarlet Fover
LY Arthritis, Rheumatism 0 Cough up biod 0 HIV Positive [ Shortness of Breath
O Amificial Heart Valves O Diabetag 0 Jaw Pain I Skin Rash
L Artificial Tuints O Epilepsy 0 Kidney Diseyse 0 Stroke
U Asthma O Feinting [ Liver Dirsaga 10 Swelling of Feel ur Ankles
i Buck Mroblems O Glavcoma O Mitral Valve Protapse U Thyroid Peoblems
I Blosad Diseasc 0 Headaches [ Nervous Problasms 2 Tobaceo Habit
I Caneer O Heart Murmur U Pacemaker L Tonsillits
W Chemical Dependency O Heart Problems 0 Peychiatric Care 0 Tuberculosis
O Chemotherupy Describe__ U Embation Treamment [ Ulers
W Cirenlotory Problems O Hemophilia I Respirainry Disease U ¥enereal Discase
a Suf‘%&riv&.ﬂ (last 7 yns)

Authorization

Teertify that T have read and understand the above infurmation to the beal of my knowleder. The aboye guestions have
been accurately answered. | understand that providing mcarreet information can be dangerous jo m vy ezl [
anthorize the dentiss i release any information mcluding the dicgnosis and the records of Y Brealment or
exmnitation vendered i me or my child dhring the period of such dental care fo thind EFTY PuLers amilior Reaith
practitioners. T anthorize and réguest iy imsurance carmgary i pay directly to the dentist or dental EFGHI ESWITiLE
benefits otherwise payable to me. [ underseand har my dental insurance carier may pay less thun te achial bilf for
services. Tagree to be vesponaihle for payment of ull services vendered an my behalf or mry dependenty,

X

SIGNATURE OF PATIENT (Or parent if a minor)

""w_&!" [
- [

e -
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