Delcome!

Please take a few minutes to answer the following questions
SO we can better assist you with your dental needs.

Patient Information

Date Soc, Sec. # Birthdate
Name . . Home Phone ___
Last Name First Marmm IniLiad
Address Cell Phone .
City ___ State Zipe__  Eamall

Sex: LM [IF LIMinor |:]Single DMarried DLong Term Partner || Divorced [ Widowed DSeparated

Employer Business Phone_

Business Address __ Occupation

Who should we thank for referring you?

In case of emergency, who should we contact? Phone

Primary Insurance

Person Responsible for Account

Last hame First MNeme Iritial

Relationship to Patient Birthdate _____ Soe. Sec. #

Address Home Phone o L
City State Zip a1
Responsible Party Employed By Business Phone e MR
Business Address Occupation —
Insurance Company ==
Insurance Company Address C

Subscriber 1.D. # Group # _—

Additional Insurance

Insured Name

Last Neme Firat Namo ' nitial
Relationship to Patient Birthdate ___ Spc. Sec. # =
Address Home Phone LS
City State Zip
Insured Employed By Business Phone

Insurance Company

Insurance Company Address

Subscriber 1.D. # Group #

Farm #4067 PLEASE COMPLETE REVERSE SIDE (0304)




Dental

Former Dentist Date of Last X-Rays

City, State S How Often Do You Floss?

Date of Last Dental Visit How Often Do You Brush? =

Please check all that apply:

ERPERREI ... oicarh | Loose Teeth or Broken Fillings ..., = Sensitivity to Sweets ......... e []
Bleeding GumS ............eevveenrs D Orthodontic Treatment ................ D Sensitivity When BIUINE ...ovoveerenne.. D
Blisters on Lips or Mouth ...... D Paln Around EBr .......covovevvererreerens D Frequent Headaches ........ocoieiieinns L—_]
Finger Nail Biting ... D Perlodontal Treatment .......oooevvauns D Jaw, Head or Neck Injuries ............ Ij
Grinding Teeth ,,..ueeescessssersrars [i oensitivity taCold ... i D law Difficulty: Clicking and/ar Pain.. |:J
Lip or Cheek BitIng ... D Sensitivity to Heat .........cconvmunnennns D ERERRPRIN <. ;o iai000mim e mhtaabaay |_|

Medical History

Physician's Name Date of Last Visit_

D 7, Have you had any allergic reactions to the following:

1. Are you currently under medical treatment? ......... Yk

]

Have youl ever had any serious Illinesses Local Anesthetlcs (eg. Novocaing) ...ooviieeccene....,

sl T el N SR D D

Penicillin or other Antibioties .oreesessseesssssennnn.

bl e s, 2 . B b L O

3. Areyou currently taking any medication? .....cve.... I:I D ] % -
Barbiturates (sleeping pllls) ....cccoovviiinieiieinireriiins
Please describe; OB NIUR S GO MIIES Leeeeenresiienrarrea

D s aa s eon e cetvarsies
Other ,...covvnenes
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. (Women Only) Are You:
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%P0 you.Usg @idohol, cocRGioR SNORIME KR .. ST g, o R L - D L—_[
6. DO you wear contact |enses? ............ocviiieiieinnnn. D I T O B e e pale b sinesrss o i svasonias s e RARSa N KN RL UYL EI D
Taking birth control PillS? ...o.ccvoeveevrveesrsreesessssenes D D
Please check all that apply:
BIDS  ooiiovsrsiseiasisonibnsnaansssssss EMPAYSRREIB 1\ v rverrrerrerroeesssnsenense D POCEMBKET 0o irsraississrssmsnminimessiise D
AT B. e R s e R v e« EI L D v eseivssnraieesiiisenisabants [] Psychiatric Care ......cvvviiisesesenes D
Arthritis, Rheumatism .......... [ Fainting or Dizziness ................. [] Radlation Treatment..................... ||
Artificial Heart Valves ........... D EIRHEOIIHY.........c00csonribnresneeorertils D Respliratory Disease D
Artificial JoInES ...oovererrreneerennns |: REEEREIBE. .o iaiiiimanreisisaariinn D Rheumatic FeVer ........ovrreeererssennses ’:l
ABLNIMA iopionreserte i ttaesbanbssasissss |j HEAE MUPMIUL 1vaieeneinesrrsessrerersres D SRATHEL FRVEL .00 ioncoebresbisebiagagania, D
Back Probleme |j T A s de o 12 T M SRS S D Shortness of Breath ..........ccccvvee.ns D
Bleeding abnormally, Hepatitis-Type D SInLG TR I ... Q
with extractions or surgery ...... D HBIDES, .. . v errresssseeces D Skin Rash |J
Blood DISEESE ............errererrns D High Blood Pressure ...........ccoiue.. E| TS e OIS U
(0] 127=1 . . - D N EOSHIVE i e i b eenrnthrs El Swelling of Feet/AnKles................ D
Chemical Dependency .......... D HERIPIEHEE ... \00os ORI ol |:] Swollen Neclk Glancls.......,.,.,.........D
Chemotherapy ,.....cocevevverearanns [:| JOWPEIN <iisiaasvrsseisothoie osviudaiinsald D Thyrold Problems......cccvveeiverissensens D
Chronic Fatigue Syndrome ..... |:| Kidney DISEase ,......ivieeeeeereemenesens [:] TONSH B et csansinninsaacenresses D
Circulatory Problems ............. D Laten BensitiVIty ...csisssisisianes D TU D e e O R et et v vt ey D
Congenital Heart Lesions........ D Liver Disease....,..........,......,A.__,,,..D Tumor or growth on head/neck......... D
Cortisone Treatments D Low Blood Pressure .........ccovvvunen. J:l BT o e TSR D
Cough - persistent or bloody....D Mitral Valve Prolapse.... o D Venereal DISEASE .....vvvrereereensnernns D
DHBBIES,.......cccmihrshait D Nervous Problems........coeerreereerene D

Assignment and Release

I hereby authorize payment directly to for all insurance benefits otherwise payable to me for
sarvices rendered. | understand that | am financially responsible for all charges, whether or not paid by Insurance, and for all services
rendered on my behalf or my dependents,

I authorize the above doctor and/or any provider or supplier of services In this office to release the information required to secure the
payment of benefits, | authorize the use of this signature on all Insurance submissions.

Signature of Responsible Party Date




