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

Whom may we thank for referring you lo our office?
Patient Information

Date Patiant's Name
Lasl First Midcle
Address
Sireal Urmni Cily Elale Aip
Home Ph. # ( I ~ Work Ph. #1( ) Call Ph. #( )
Soc. Sac. ¥ = = Crivars Lic. # E-kail:

Birthdate g Sex M F If patient iz a minor, give parent’s/guardian’s name

Mame of nearest relative not living with you Relationship

If patient iz a full-time student, fill in school name

School Address Ph. # ( )
Emergency Contact Ph.# i )

Responsible Party Information

Mame ¥
Last Fust Migkdka Marfal Status

Soc. Sac. ¥ - - Birthdate ! / Relationship to Patient
Fasidencea

Sirast Apim City Slata 2ip
Mailing Address

Sirest City Shte Zip
How long at this address Home Ph# | } Work Ph.# ([ | Faxd | |

Pravious Addrass (if less than 3 years)
Employear Decupation Mo. Years Emplayed
Emplover Address

Spouse’s Mame Relaticnship to Patient
Soc. Sec. # - - Birihdate / f Work Ph.#
Employer Occupation Mo, Years Employed

Emplover Address

Insurance Information

Insured’s Name Insured’s Soc, Sec & Insured's DOB
Insurance Company Group #

Insurance Co. Address Ph. # { I

Is palicy connecled with your union? Yes  No  Name of Union Local #

Do you have dual coverage? Yes  MNo  If yes: Please complete the following secondary insurance information.

Insured’s Name Insurad's Soc, Sec. #

Insurance Company Group # Local #

Insurance Co. Address Ph. # { J

Insured’s Employer o s D R s, =l e ] i B = S

Dental Information

Do your gums bleed when yvou brush?  Yes  No

Are your teeth sensitive to heat or cold? Yes — No Pressure Yes Mo oweets Yes . Mo
Do you grind or clench your teeth? Yes. Mo

Do you have any fear of dental work?  Yes  MNo

Date of lasl dental visit What was done al the time?

Farmer Dentist Name City

How wiauld you describe your current dental problem’?

How do you feel about the appearance of your teeth?
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Medn:&l |nfDrI1'IEltlﬂ|1

1. Are you having pain or discomfort &t this time?,,, A ST e S o R e R s TR (i TH R
2. Have you been a patient in the hospital during the Ias1 ey 3,-'-93;'5':' e e e op iy = Ty ] Lo
3. Are you now taking any medication or drugs’-" YES MO
If vas, pleasa list:
4. A, Have vol taken any meadication or drugs dunng the 1st two YBEME T .. i it s esssm e s s semsdsmetans srim s arssmaramsmersesemrerers 1 A3 NG
B. Have you ever faken appetite supprassants - fen-phen (fenluramine & Phentermine) or dexfenfluraming or fenflurameing?.... ... YEZ MO
5. Have you been under the care of a medical doctor during the last two years or since taking any of the appelite suppressants named above? YES NO
Physzician’s Mame Ph. #{ I
Address - e e
6. Are you sensitive or allargic 1o any medication or anBsthaliCE?, .. ... s | o9 MO

If ves, please list:
7. Indicate which of the following you have had or have at the present. Circle “yes or no® 1o each item.

Heart Fallure,.............. YES HNO Artificial Joints (hip, knee, etc.).....cemee TES  NO Hepatitis e YES - HO
Heart Disease or Attlack YES NO - gyt ] ] P el e | - |, [ If yes, which strain? (circle) A B C
Angina Pectoris.....oaees YES  NOD B[ S e el e S e e o ro ey | S [ Veneraal Disease. ................ TES  NO
Congenital Heart Diseasa YES =~ NO Diabalee. e e RS N AR S st el ES e NG
Heart Murmur.........ovee. YES  NO Thyrold Problems..........ccmmmmnee TES  NO H.LLV. Positive......ccummmemes TES  NO
High Blood Pressure....... YES  NO Glalcombi=s s o i e Y S s Cold Sores/Fever Blisters___ . YES NO
Areriosclerosis............... YES  NO AR S g A e i PSS NO Blood Transfusion_..........YES HNO
Mitral Valve Prolapse........ YES  NO EmMphRySama. ... .. cocovmmmmmmnn TES MO Hemaphilid e TES  NO
Arificial Heart Valve........ YES NOD By, ] et e o e R e | B [ Anemia... IR C e it = S W [,
Heart Pacemaker............. YES NO Tubercalogs s s aen e mn YIES NG Sicklae EEH Dls&as& e A Ty 2
Heart Surgery........ccocveeee. TES  NOD B Py e i e L ey R R Bruize EE|-3|I5nl YES HNO
Rheumatic Fever........... YES  NO Hay Favar, - e e YES ND Liver Disease........cocumnne TES  NO
oY1 g] | P o LR e Allergies of Hives ... ......cccocnvcvisiinn. TES . NO Yallow Jaundice............cocrereee. TES  NO
Rheumatism.........cowmee: TES MO SinBzTroibley = oo o Joe S NERS NG Epilepsy or Seizures............ YTES  NO
Cortisone Medicing.......... ¥YES MO Radliation Therapy . ..o YES. - NOD Fainting or Dizzy Spells.......... YES HNO
Drug Addiction............... YES ~ NO Chemothergpy. ... - NES  NO MEMVOUSNESES. ... TES NG
=0 o e s R ey - ] | [ Developmentally Disabled...........ccc . YES - NO 1 1] o] p eyt rrs g e B o ) =< e [
Allergy to Latex.............. YES  NO Allergy to Metal (jewelry, elc) e TES WO Osteoporosis......c.. oo, TES NO
8. When you walk up stairs or take a walk, do you aver hava ta Etr_‘-p becausa of pnam in 'g,-'DLtr chest,
shortness of breath, or because you are very fired?.......coeeies e R T e e e S e (T et | SE2E T S,
9. Do your ankles swell during the day’? YES NO
10: Do wolk (e T cine e e ol DOMIR O BB . . o ok it s e 8 S R 4B A e e s e b S A s e sanans | A DA
11. Hawve you lost or gained more than ten pounds in the past YEErT. ... - TES NO
12. Do you ever wake up from sleap and faal short of braath?.......cimmrees LYES NO
Ty e I R R A L B e e e s e e s s e rm i - TES NO
14. Do you have or have you had any disease, condition, or prablem not BEtad? ... ¥ eo N0
Il yaz, please list:
FOR WOMEMN ONLY:
Are you pregnant? Yes What manth? Mo Are you nursing? Yes MNo  Are you taking birth control pills? Yes Mo

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

Fatieni Signalure Date

CONSENT:  ‘vudio recordings may be utilized during your visits for treatment planning, progress review, and documentation purposes.

1. The undersigned hereby authorizes doctor to order x-rays, study modals. photographs, ar any other diagnostic aids deemed appropriate by doctor to
meke a tharough diagnosis of the patient’s denlal needs.

2. | also authorize doctar to parform all recommended treatment mutually agreed upen by me and 1o use the appropriale medication and therapy
indicated for such treatment in connection with {(name of patient) . lunderstand that using
anesthefic agents embodies a certain risk, Furthermore, | authorize and consent that doctor choose and employ such assistance as deemed fit (o
provide recommended treatment.

3. | understand thal all responsibility for paymen for dental services provided in this office for myself or my dependents is mine, due and payabla at the
tima services are rendered unless other arrangements have bean made. In tha avent payments are nol raceived by the agreed upon dates, |
understand that a 1 - 1/2% finance charge (18% APR) may be added to my account, in addition 1o any collection charges.

4, | understand that where appropriate, credit bureau reports may be obtained.

5. | understand that it is my responsibility to advise your office of any changes in the information obtained on this farm.

B. | authorize the use of my social zecunty number to file my dental claim.

Patient Date VWitness

Parent or Responsible Party Relationship to FPatient
FOR OFFICE USE: Reviewed by Dr, Date:
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