
Thanh youJor selecting our dental healthcare team!
We r.vill strive to protide you with the best possrble clental c-are.

To help us meet all 1,sut dintal heilthcare needs, pliuse fll out this Jotm
|etely in inlz. If your hcLve any auestions or need assistance. alease asl? us -completely tn ink. If your hat,e a,ry questions or need aiiistanri,.sslstance, please ask us -

we willbe happy to help.

Patient #

s5#/5rN

Date

Birthdate Home
State/
Prov.*

Phone-
__:vl _Address City

Cell Phone

Chech Appropnate Box'- ) Minor

If Student,Name of SchooUCollege

P atient or P arentl Guardi an\ Employ er

-Single Cl,larned llDivorced Zwdowul
Citl

City

Employer

l Scnarattd' State/ - Full -- Parl
Pror.- Time I Time

Businr.s.s Address
Zio/
P.T,

WorhPhone
State/
Pr"oy. 

-Spouse or PqrentlGuqrdian\ Nqme

Whom may we thanlt .for reJeningyou?

WorhPhone

Person to contdct in case of emerg:ncy Phone

Reryonsible Party
Relationship

N ame of P erson Responsrble Jor this AccoLLllt to Patient

Address HomePhone

Email Cell Phone

Driver\ License#. Birthdate Financial Institution

Employer WorhPhone s5#/sIN

ls tlis person cmently a patient in our ffice? I Yes [l No

For your conttenience , we nffer tlte.follov,ingmethods of payment. Please clrcch the optior"t 1,ou prefer Payment h Jull at cach appoinfinent.

I Crish Z Pe rsrn'ral Chech Credit Cord I WSa l-t MasterCard I t r.vish to disorss the office's payment policy.

lnsurance lnformatton
Name oJ Insured

Name of Employer

Address oJ Employer

Insurance Comparry

Ins. Co. Address

How much is your deductible?

Rclattonshio
Lo Paticnt '

Btrthdate 55#/5IN Date Employed

Union or Local # WorhPhone
SLate/ Zin/

TC

Croup *
City

City

Policy/I
State/
Proy.-

D#

How muchhave you used? Mar. annualbeneft

P attent lnformatton ( coNFTDEN rrAL)

Email

DO YOU H,|VE ANY ADDITIONAL INSURANCE ? LlYes INo IF }?5, COMPLETE THE FOLLOWING:

Name of Insured
Rclationshio
t0 Patiilt '

Datc Enltloycd-Birthdate

Name of Employer IJnion or Local #

Address of Employer

Insurance Company

City

Group #

lns. Co. Address City.

Hotv much hav e y ou used?.

\,\or lr PhoneSLtttc/ Zio/
Pror. 

- 

PX.-
Policy/ID #
State/Prov.-

How much is yottr deductlble?

5S#/SIN

Otter Please

Max. atnualbeneft

ffil

llqme



Physician ofJice

1 . Are yott under ntedical tt totmdlt now? ...... ..

2. Have you et,er beenhLtspitctlizeclJor cury

surgcal operation or

U1,es, please etpLctin

seriorrs rlhress within the lrrl 5 vecrs ?

3. Ar e y ou tdkin g dt t- me dic ati on ( s)

includLng ntm-prcsciption medicine? .......

If y es, what mechcation(s) are y ou tahing?

4. Haw y ou ev er tahen F en-Phen/Redlx? .............

5. Hat,e you ever tcthrnFosamax,Boniva, Actonel ttr any cancer

mtdicatiotrs containing bispho spl"t on ates?

6. Hatte yott tahenYiagra, Revatio, Cictlis or Letilra
in thc la:r 24 hours?

Do youwe tobaccct?

Do you use c.ontntlled stLbstcn"tcts?

D o y ou ha,- e o r h at e y ou h ad or ty oJ tlu J oll ow ing?

High Blood Pressurr

Heart Attach

Rhcurnrrtic Feycr' ............... ...........

P atient M e dic al History

5n,ollen Anhles

Fainting / Seit+res
Asthma
Low Blood Prcssure

Epilepsy / Corrr uisi.rrts

Date o.f Last Exam

70. Are yottttteanng ccttttctct lei-rses?

1 1. Atc you allergc. to or have youfutd fi\, t erctLotls to t.he t'ollot'ing?
Lo ccLl Anesthetics (e. g. Nbvoca irt) ....................
Penicillin or an)t otl"Ler Antibiotics
5u[a Dnrgs
BarbiLurrtrs
Scdatir es..........

1oJitv...............
Aspir in.............

Arry Metals (e.9. nichel, tnercut)', etc.) ........,....
Larcx Rubbrr
Otlrcr (.plecsc list)

12. Do yotrlmtte apersislent tough or throaL clettnng not

associaLdw1th a known illness (ttstLngnore than J r,vee hs) ?.

13.WomenOnly:
a) Are 1 otL pregndnt or thin'k j ou nwy be p re guurt?
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Ycs No
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Hr:,1't Disccrsc

Cardiac Paccnakcr
Heart \[urmur
Anqina...........
F re qut ru ly fi r r'J ........................ ..

Attemiu

Lnphlsctrut
Cancct...........
Arthrilis ..........

Joint Replacement or lmplcutt .... . .

H e |ta1 i 1 i t / J aun tli t r, ......................
Sexually Ti-ansmit.ted Disease ......

Stomarh Ttoubles / U1tus ..........

b) ArrJou rrru iirrq?
c) Ate yott toking orol ctttttrateptit'r's?

ChestPotns....
Easily Winclccl

Leukemia

Di,tl;etcs

Kir.lnrl Disrrises ..............,.........
AIDS ot HIV lnJectiotr

Thl toiJ Problctn

5t r-ohc

Hat Faet / A116rqir's......... .......
-[ube rrrtlosis
R.r,litrt r.rr T/rr'r.rp1

Glauc.omct

Recent \\,'eiglrt Loss .......

Lfuer Disease
HearL Trouble

Respirtttor,-v P rctblems ..

Mitral Yalve Prolapse ...

Otlrcr

Date o.f Lcrst Exttrn

B. Do lrrrr hat,e .frtquutt htadaclrcs?.

9. Do 1'ou clench or grindlour teetll?

10. Do l,ottbite your lips or theelc Jreqwntly? ..............

11. Htn,e 1,ou c,*er hcrcl crn,v difJicult extrllctions
in the pcrsL?

72. Hate ltLttt es,er hacl tttn- prolongttl bleeclLng

foll,,u ing cxt,.l( IiJnsl
Hate youhod ary orthotlontic t.rc(Ltment? .......

Do yottv,eor clcntures or pcu'tials?

If t. es, date of placentott
Have t-ou ever rcceivecl oral htgiene irrsttr.ctiorr.s

regarding Llrc ccte of .y,otn' Leelh and gunts?

Do 1,,ir lihc.r our sniil, ?
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Authonzation arld Rele as e
I ccrltfy that t haye read and understand the abot,e LnJonnation to the best of my hnowleclgc. The ttbote questions lwvt been occto'atcly a:nswered.

turd/or health practiLioners. I authorize and recluest rny insurctnce compdny to pdy .lircctlJ to the dcntisL or daial group insut ctnce bencfrts
otherwise payable to me. I understand that my dental insurance carrier ma.y poy le.ss than the actual bill Jor servlcts. I agree to be rcsponsible

for payment of all services rendered on my beholl or rrty dt:pendents.

x
Signature of patient (or parent/guardian iJ minor) Date

Patient Dental History
Name of Pret,ious Dentist ond LocaliLtn

1 . Do your gums bleed while brushing orf os.sirrg?......

2. Are y our teeth sen sitiv e to hot or c old li quids/Jo ods ? .....,..........

3. Are your teeth sffisitire to sweet or strur liquicls/foods?...........,

4. Do y ou Jeel p(tin to any of your teeth?..

5. D o y ou hav e atq, sores or lumps in or near )i our mouth? .........

6. Hatte you had aw heacl, ntch ot jaw inluries?
7. Hatt you et,er ex'perienced any of the Jollotuing

problems inyour jaw?

Cliching
Pain (joint, edt; slde offace) ............

Dffiatlty in opaing or closing ... . .. . ,

DiJfculty irr cficwirrg

Doctor's Comments

Signat Ddte


