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Thank you for trusting ws awith your dental care,
We promise to do our best 1o provide you with
the finest care avatable. If you have any
questions please do not hesitate 1o call us.

PATLENT INFORMATION

TO OUR Patient

) g 1
PRACTICI 58 i

Date

AT

Name Birthiale Phone ( )
Address City Hlato Zp
Sox "M I'HF [ | Married [..] Widowec | )8ingle [ | Minor

[ | Soparilod || Divorend [ 112t inarod for Ve
E-mail Alt. Phone #1 ( ) Alt, Phone #2 ( ).
Employat/Sehool Fployor/School hone ( )
Employer/School Address Clty State Zip
Sponse or Parmtts Name I':l;lm()ym‘ “Work Phone )
Whuonm iy v anh fur clenng you®? .. S = = —
Porson to contaat in case of omaorgonoy Phonu ( )

RESPONSIBLE PARTY

Namo ol Furson
Reasponsible for this Account Rolation to Patient
Addriss Homa Phona ( )
Driver's License # Birthdate Bank
Employor Waork Phione ( }
Currently & paticnt in our office? | lYt:)&'-l [ | No F-mail, Call 1Phone )

INSURANCE INFORMATION

Name of Insured |
Birthekto

Employer

Employor Addross
Insurance Company |
Acldross

How much is your deductible?

ADDITIONAL

Relation to Patient

Socinl Bocurity #

Wark Phone ( )
City
Group #
.(i)ity

How much bave you used?

INSURANCE ¢

Dater Lmployod

Shite 2ip
Unian or Local f
Stato Zip

Miwx. Annual Benefit

Name of Insured
Birthdato

Emplayer

t=imployor Addross
Ingurance Cormpany
Acdedrons

How much is your deductible?

} ~-OVER -

How, 120010

Ralation to Paticnt
Souinl Socurily #f
Wark Phone (. )
City
Giroup
ity

How tuch hava you used?

Patey Fmployed

Stalo 7in
Union or Looal #
Stinto Zip

Max. Annual Benetit

dronmt OMe el At rees ) HOO MY )
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DENTAL HISTORY

Reason for today's visit Ditle of lasl denlal care

Former Dantisl Datn of last dontal X-rivys

Address

Chack (v ) if you have had probloms with any of tho following:

[ 1R brasii [ ] Cirineling tanth | ] Sonsitivity to hot

["1 Bleading gums | | Loose terlh or broken fillings L) Bensitivity to sweets

| 1 Clicking or popping jaw [ 1 Fariodontal teoatimenl | ] Sansitivity whan biting

[ | Food collaclion betwean 1he teath [ ] Sensitivily W0 cold || Sores or growths in your mouth

How often do you floss?

MEDICAL IHISTORY

How often do you hrush?

Physicin's: Newno Dt of st vigit

Have you ever used a hisphosphonate medication’? Common brand namos are Fosamax, Actancel, Atelvia, Didronol, Boniva. [ Yes | No

Have you ovor taken any of the group of deugs collectively roforrad to as “fen-phan'? Thosa includo combinations of lonimin, Adipox, Fastin (brand namos
ol phantorming), Fondimin (fanflumimay and Rodux (doxfonlnaming). | | Yos | ] No

Have you had any serious illnesses or operations? | jYes | | No If yos, describe

Have you over hied i blood tonsfasion? || Yas ] P No It you, g;}v() approximate citoss "

(Women) Ara you pragnam? | [ Yes | | No Nursing? | | Yes | JNo .. Juking.birth control pills? || Yes || No

Plago a mark on ‘yos” or “na” to indiento il you hivo hid iy of tho following:

Yos No Yos No Yous No Yes No

L] .} Anemia | ] [.|Congenital Heart Losions [ 1 | Hopatitis "1 1M Scarlet Fever

("1 1 | Arthritis, Rhoumatism [T | Cortisone Trommonts [ 1[I Hornia Bopair [T 1 18hortnoss of Branth
[ 11 Artificial ot Valvos [ 11 Congh, Porsistont [T 1 FHigh Blood Pressars [1 1] 8kin Rash

[ 11 1 Arlilicial Joints, Pins, g1, [Tt I Conah un Blood L1 THIVAING [T ] Rtroke

[ 1 T Aslhmn [ 1 IDinbotog 1T ) Jdaw Pain 11 18wolling of Fool or Anklos
L)L) Back Problems [ | [.|Epilepsy | || 1Kidney Discasc [ 1 |.]Thyroid Prablems
™ ') Bloeeding Abnormally [ | f | Fainting [0 1 Liver Disoasa [ 1 | ITobacco Habit

[ 11 Blood Disonso T T lreomn FE T Miteal Vaddver Freoligaso ] Tonallitis

[T Cancer [T I Headaches (11 ] Pacemaker P11 Puberculosis

L] 1) Ghatnical Dapondency [ |1 [ Hearel Murtmor [ 11 ] Radiation Treutmont i1 TUleer

L1 ] Chamolhariapy LT oart Problotns P L T Haspiralory Disemse | 1| [Voneraal Disease
L)L) Cireulatory Problems [} | ) Hemophilia {1 | ] Rheumatic Fover

List modleations you ara currantly daking aind the corrolating disegoois: Allorggions:

AUTHORIZATION AND RELEASE,
0 the best ol my knowledge, Ihe above inlormation is complele and corracl, | undersland thal it is my responsibility to inform my doclor if ), or my
minor child, sver have o change in heoalth, ‘ &

| certify that (, and/or my dependent(s), bave insuranee coverage with and assign directly to

Name of nsurance Corpany(ies)

I)I all insmimees honedids, it any, othorwiso payablo to me for services randered. Dinderstand tha
I am linanclally raspon 1“.)“) for il chargos whothar or nol pitid by Insuranco. authorlzo tho use of my signature onall Insurapco submissions,

The abave-named dentist may use my health care infarmation and may cdisclose such information to the above-named Insurance Company(ies) and
thair agonls for tho purposo ol obtaining paymoent for seevices and detormining insutinea bonofils or tho bonefits payablo (or rofatocd sorvicos, This
consent will and when the cureent treatment plan is completed or one year i this diate signed bilow,

Slotilore ol Pallent, Parenty Cidatdbng or Petsonnl Raprasenltive

Plseser print naee ot Patieot, Paent, Guarediion ov Pepsonil DRepresanbtive

fate

Relationship to atient

Payment is due in full at time of treatment unless prior arrangements have been approved,



