Pati:nt Information
Patient Name:

Date:

Last, First Ml (Preferred Name)
Single___ Married__ Widowed___ Separated__ Divorced__ Social Security #

How would you like us to contact you? Home __ Work___ Cell __E-Mail___
In Case of Emergency-Contact

[ if there was a simple inexpensive way to whiten your teeth, would you be terested?

Birth Date Age: Male__ Female___ Best time fo call:

Phone (Home): (Work): Ext: (Cell) E-Mail
Address:

Street Apariment ¥

City State Zip Code

If you could change one thing about your smile, what would it be?

What problems, if any, have you had with previous dental care?

Date of Last Dental visit Date of Last Dental X-Rays
| Reason for today's visit :

o Bad Breath o Food collection between the

o Bleeding gums th ”

o Blisters on lips or mouth 0 Pg,'a‘?“ objects

o Burning sensation on tongue o Grinding teeth

o Chew on one side of mouth g ?:ﬁ‘:;;“;ﬁ’:gﬂt:::er

1}
ol e o gl
a Clickin ing i o Loose teeth or broken fillings
Fi biti o Mouth pain, ng
g Dnperws g o__ Orthodontic treatment
; O Diabetes O Nervous Disorders
L__Health Information | 5 i ke
O Emphysema O Ever Taken Phen-Phen

Please check those that apply: O Epilepsy O Psychiatric Care
O AIDSHIV O Excessive Bleeding O Pregnancy
O Anemia O Fainting or dizziness Due date:
O Arthritis/Rheumatism O Glaucoma Nursing:
O Antificial Joints O Growths 01 Taking Birth Control
0O Asthma O Hay Fever Pills
O Artificial Heart Valves O Headaches [ Radiation Treatment
O Back Problems O Head Injuries O Respiratory Problems
O Bleeding abnormally, O Heart Disease O Rheumatic Fever
with extractions or surgery O Heart Murmur O Scarlet Fever
O Blood Disease O Hepatitis [ Shortness of Breath
O Cancer O Herpes O Sinus Trouble
O Chemical Dependency O High Blood Pressure O Skin Rash
00 Chemotherapy O Jaundice O Special Diet
O Circulatory Problems O Jaw Pain O Stomach Problems
O Congenital Heart O Kidney Disease 0 Stroke
Lesions O Liver Disease O Swollen feet or ankles
O Cortisone Treatments O Low blood pressure O Swollen neck glands
O Cough, persistent or 0O Mental Disorders O Thyroid Problems
bloody O Mitral Valve Prolapse O Tonsillitis

« Have you ever had any complications following dental treatment? O Yes O No
If yes, please explain:

ntal Health Informatio checktpply: ) _ o B
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u] Tuberculosis

>ain d ear
Paffodontal trestment

Sensitivity to cold

Sensitivity to heat

Sensitivity to sweets

Sensitivity when biting

Sores or growths in your mouth
How often do you floss?

o How often do you brush?

O Tumors or growth on

head or neck

O Ulcers

O Venereal Disease

O Weight Loss,

unexplained
ALLERGIES

O Aspirin

[ Barbiturates (sleep

Ei'ils) ,
Codeine

O lodine

O Latex

O Local Anesthetic
O Penicillin Allergy
0O Sulfa

OTHER:

O

a

« Have you been admitted to a hospital or needed emergency care during the past two years? [ Yes O No

If yes, please explain:

 Are you now under the care of a physician? [ Yes O No
If yes, please explain:

« Name of Physician: Phone:

« Do you have any health problems that need further clarification? [ Yes O No
If yes, please explain:

« List any medications you are currently taking and the correlating diagnosis




Phone ( ) R —l

To the best of my knowledge, all of the preceding answers and information provided are !rue and correct. If | ever have any change in my
health, | will inform the doctors at the next appointment without fail.

| Pharmacy Name

Date:

ﬁnamdpaﬁem_mﬂwm

Referral Information
Whom may we thank for referring you to our practice? DJAnother patient, fiend [Another patient, relative
O Dental Office O Yellow Pages [ Newspaper [ School OWork O Other

Name of n or office referri to our ice:

Consent for Services
As a condilion of your treatment by this office, financial arangements must be made in advance. The practice depends upon reimt from the patients for the costs incurred in their care and financial
responsibility on the part of each patient must be determined before treatment.
All emergency dental servicas, or any dental services pedormed without previous fi ial 0 ts, must be paid for in cash at the time services ane performed.
Pmmmmmundemmdmulwmm“Wmmmwmmm«nhmmmuwadw»mm This office
will help prepare the forms or assist in making from & panies and will credit any such collections to the patient's account. However, this dental office cannot render
mmhuawhlﬂwdumuﬁhpﬂdbymmmm
Aaowbodwuouf1mipormrm(ﬂupernm1jonhmpdd will be charged on sl ac ding 60 days, unless previously written financial amangaments are satisfied,
|mmdmmmmmummmmwumwamﬁmmmmmummm
In consideration for the professional dered to me, or sl my request, by the Doclor, | agree 10 pay therefors the reasonabile value of said services 1o said Doclor, or his assignes, al the time said

mnmammmmumummum I further agres that the reasonable vaius of said services shall be as billed uniess objecied fo, by me, in writing, within the
time for payment thereol. Ihiurwlhﬂawﬂmdwhud‘ndwﬁmwmmumtm‘mﬂmmw*mwwﬁmmdlﬁlﬂurwbmﬂmm
reasonable atiomey fees if suil be instituled heraunder,

lmwp«ndsslmhmwwmhm.hﬂ#aumdh«nudmwkbmmmmﬁsm
I have read the above conditions of treatment and payment and agree to their content.

Date; Relationship to Patient:

Signature of patient, parent or guardian
Date: Relationship to Patient:

Signature of guarantor of nt/res ible pa

Spouse or Responsible Party Information
The following is for: [ the patient's spouse [ the person responsible for payment

Name: i

OMale O Female O Married O Single O Child O Other
Social Security #: Birth Date:
Phone (Home): (Work): Ext: Best time to call:
Address:

Streat Apariment #

cly State Zp Code

Employment Information
The following is for: [ the patient [ the person responsible for payment
Employer Name: Occupation:
Address:
Insurance Information
Primary
Name of Insured: Is insured a patient? OO Yes O No
Last First Ml
Insured's Birth Date: ID#: Group #:
Insured's Address:
Street City State Zip Code
Insured's Employer Name:
Address:
State Zip Code

Street City
Patient's relationship to insured: O Self O Spouse 0O Child [ Other

Insurance Plan Name and Address:




Secondary

Name of Insured: Is insured a patient? O Yes O No
Last First M

Insured's Birth Date: ID #: Group #:
Insured's Address:

Street City State Zip Codo
Insured's Employer Name:

Address: N
Streel City State Zip Code
Patient's relationship to insured: O Self [ Spouse O Child O Other
Insurance Plan Name and Address:
= e ———————————————— ——

UPDATES (To be filled in at future appointments)

Has there been any change in your health since your last dental appointment? YES NO

For what conditions?
Are you taking any new medications? If so, what
Patient's Signature : Date
Doctor's Signature Date
Has there been any change in your health since your last dental appointment? YES NO
For what conditions?
Are you taking any new medications? If so, what
Patient's Signature . : Date
| Doctor's Signature Date
]
Has there been any change in your health since your last dental appointment? YES NO
For what conditions?
Are you taking any new medications? If so, what ¥
Patient’s Signature Date
Doctor's Signature Date
' |
Has there been any change in your health since your last dental appointment? YES NO
For what conditions?
Are you taking any new medications? If so, what
Patient's Signature Date

Doctor’s Signature Date




