We are complimented that you have selected us to provide dental care for you and your family.

* ' Whom may we thank for referring you to our office?

Patient Information

Dats’ " Patient's Name
Last ) First Middle
Address :
. Strest City Stale Zip
Home Ph. # ) Social Sscurity # = - Drivers License #
Birthday _____/. /_____If patient is a minor, give parent's/guardian's name
If patient is a full-time student fill in school name-
Name of nearest relative not living with you . Relationship
Complete Address Ph.#( )
Emergency Cantact — Bhoab( ) o —
Responsible Party Information
Name :
Last First Middla Marital Status

Residence

Streat City. Siate Zip
Mailing Address

Streat B City State Zip
How long at this address Homa Ph. # { ) Work Ph. # { )
Previous Address (if less than 3 years) ;

Street City State Zip
Social Security # i Birthdate Relationship to Patient
Employer Occupation Ne. Years Employed
Employer Address
Spouse's Nams Relationship to Patient

Last ] First Middbe

Employar d " Occupation No. Years Employed
Employer Address
Social Security # Birthdate Work Ph. # { )

Insurance Information

Insured's Name Insured's Soc. Sec. #

Insurance Company : Group No.

Insurance Co. Address Ph. # ( )

i policy connectad with your union? Yes ____ No____ Name of Union Local No.

Do you have dual coverage?Yes ___ No____ |f yes: Please complete the following secondary insurance information.
Insured's Name Insured's Soc. Sec. #

Insurance Co. 2o Group No. Local No.
Insurance Co. Address Ph. # }
insured's Employer Ph. # { )

Dental Information

Do your gums bleed when yau brush? b e No___ 5

Are your teeth sensitive to heatorcold? Yes ___ No Pressure Yes ____ No____ Sweets Yes __ No____
Do you grind or clench your testh? Yes___  No__

Do you have any fear of dental work? Yes____~  MNo____ :

Date of last dental examination What was done at the time?

How would you describe your current dental problem?

How do you feel about the appearance of your teeth?
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Medical Information

@

Are you having pain or discomfor at this ime? YES NO
tave you been a patient in the hospital during the past two ysars? .YES NO
Havoymbmmduﬂmdamadbﬂdwbrmmpwmym? YES NO
Physician's Nama Ph.#( )
Addrass
Hwawwmmmm«mmﬂngmmmyaam? YES NO
Arg you now taking any medication or drugs? YES NO
If yes, please list
Amyoummoraxuﬁcmwmmﬁmmammmcs? YES NO
It yos, plaase list:
Indicats which of the following you have had or have at prasent. Circls "yes or “no” io each item. Allergy to LateR....cournane.. YES - NO
Astificial Joints (hip, knea, etC.}........ YES NO Hepalitls B {S8MM)eeeene YES NO
Kidney T .YES NO Venereal Dissase.....
Ulcars YES NO
Disbstes.... YES NO
Thyroid Problems......ccummrmmsrms YES  NO-
Glaucoma YES NO
Cancer YES NO  HEMOPHIR coocererssssrrereonassennsesnenes
Emphysema YES NO Anemia
COroniC Cough ... ameeea e esssssaseas YES NO Sickla Coll DISEASE .-..eevocvevvrevnnss YES NO
R0 0T ——— YES NO Bruisa Easily .......
Asthma YEE NO  Liver Dissasa ...
Hay Fever YES NO  Yallow Jaundice
NO  Allergies or HIVES ....ccorecviisisnssrs NG Epilepsy or Seizuras ...
NO  Sinus Trouble ....... NO Fainting or Dizzy Spseils ...
NO  Radiation Tharapy NO  NEVOUSNBSS wsrsereeomeessrseemesns
[T HL Pt To 1 U —— YES NO  Chemotherapy ... YES NO  Tumors :
Stroka YES NO Hepa:mé A (infectious) NO  Developmentally Disabled........... YES NO
When you waik up siairs or take a walk, do you ever have 1o stop bacausa of pain in your chest,
shoriness of braath, or because you are very iired? YES NO
Do your ankles swell during the day? YES NO
Do you use mors than two piiows to sleep? YES NO
Have you lost ar gained mors than 10 pounds in the past year? YES NO
Doymavsrwa!muahumsleepandt&aishoﬂo!bmah? YES NO
Ara you on a special diat? YES NO
Da you have orhave you had any dissase, condition, or problem nof listed? YES NO

if yas, please iist

FOR WOMEN ONLY:
Are you pregnant? ( Yes, what month?

QNo Ara you nursing? 3 Yes D No  Are you iaking birth control pills? O Yes 3 No

Patient Signature

Date

| understand the above information is necessary to provide me with dental care in a safe and efficient manner. | have answered allquestions truthfully and to
the best of my knowledge .

CONSENT:
The undersigned hersby authorizes doctor to take x-rays, study models, phatographs, or any other diagnostic aids deemed appropriate by doclor 1o

1.

make a thorough diagnasis of the patient's dental ngeds.

2. |also authorize doctor to parform all recommendad treatment mutually agreed upon by me and to use the appropriate medicaiion and therapy
indicated for such traatment in connaction with {name of patient) - 1 undersiand that using anssihetic
agents embadies a carain risk. Futhemmore, | authorize and consent that doctor choose and employ such assisiance as deemed fif o provide
recommended raatment.

3. | understand that ali responsibility for payment for dantai services provided in this office for myself or my dependents is mine, due and payabie
at the time sarvices are rendered uniess other arrangements have been made. In the event paymants are not received by the agreed upon
datas, | understand that a 1 - 1/2% finance charge {18% APR) may be added to my account, in addition to any collecticn charges.

4. 1 understand that where aporopriate, cradit bureau reports may be obtained 5

5. | underetand that i ie my responsibility to advise your offica of any changes in the information contained on this form,

Palient Date Witnass

Parent or Responsible Party Aglationship io Patient =

FOR OFFICE USE: Reviewed by Dr.
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