Welcome

Thank vou for selecting our dental healthcare team!

We will strive to provide you with the best possible dental
care. To help us meet all vour dental healthcare needs, please
fill out this form completely in ink. If you have any questions
or need assistance, please ask us - we will be happy to help.

Patient #

, = S5&/5IN
Patient Information (conripeENTIAL) Fice
Ni Birthdate Home Phone
= State/ 2l
Address City Frov, B
Email Cell Phone___
Check Appropriate Boe: | Minor [ 1Single [ Marvied [ Divored [1Widowed [Sepa rated el A
If Student, Name of School/College LTy Pron. 1 Time Ll Time
Patient or Parent/Guardians Employver Worle Phone ;
: ) Slate Zipf
Business Address _ City Prov. P,
Spouse or Parent/Guardian Name _ Employer Wil Phone
Whom may we thank for referving vou?
Person to contact in case of emeigency T o e 9 Phone
€ I lble a j Relationship
Name of Person Responsible for this Account e to Patient
Address S Home Phone
Email Cell Phone
Dwvivers License#t Birthate. - oo 0 Financial Institution
Employer e Worrle Phone S5#5IN
Is this person currently a patient in our office?  _ Yes _INo

3
For your convenience, we offer the following methods of payment. Please check the option you prefer Payment in jull at each appointment.

1 Cash 1 Personal Check

Insurance Information

Name of Insured

Credit Card [ VISA

[ MasterCard

Relationship
to Patient

[ 11 wish to discuss the offices payment policy.

Birthdate S5&/5IN Date Employed
Name of Employer Unign or Local# Work Phone :
& Statef % [E,f
Address of Employer City Prov. 45
Insurance Company Group# Policy/TD#
; State! Zipf
Ins. Co. Address City Prov. P,
How much is vour deductible? How much have you used? Max. annual benefit
DO YOU HAVE ANY ADDITIONAL INSURANCE? ] Yes [INo IF YE5, COMPLETE THE FOLLOWING:
Relationshi
Name of Insured to Patient -
Birthdate S5#SIN Date Employed
Name of Employer Lnion or Local# Work Phone
baip g state/ Zip/
Address of Employer City Prov; P%
Insurance Company Groups. Folicy/TD# :
: ?Jmu-a’ qu
Ins. Co. Address City [ e

How much is your deductible?

How much have you uscd?

Over Please

Max. annual benefit




Patient Medical History

Physician Office Phone _____ Date aof Last Exam
Yes No Yes
1. Are you under medical (Eamment BOW? ... et L 10. Are you wearing conbact lenses? .o eeceve L]
o Havrym ever been Jmspimh-wj'm.mw . 11. ,-"I.Ii“_}'-!'.!rfﬂ[ﬂglf LI].i'.l.I'hm't’_}TM hﬂdmﬂ_‘b e lons rn!i‘ifﬁﬂmmg? L
surgical operation or serious illness within the lasi 5 years? ......... 2 iﬂ“_ﬂ_“‘f’m”“‘““ le.g N'nmmmj =
If yes, plecse explain Penicillin or any other ARBOLCS «....ovevvv o smmmrsisissernns
; TR R S e e B
3. Are vou taking any medication(s) s gﬂz:mmm 5 4
including non-prescripiion Medicine? ........ccoeeecsenicssmimesienions S -ILd' B ey e 7 =
J.rj'ﬁ> what Fﬂiliiffaﬂfl?-l!l:.\'] e you Iﬂhfﬂg? ;s;:‘::n ..... i =.|
4. Have you ever tahen Fen-Phen/Redoc? ] EE R Any Metals (e.g. nichel, mercury, etc.} .. %

' : 4 o = ¥ .............................................. Lfﬂ{'.x R“bb{'r IIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII
3. Harve you ever taken Fosama, Boniva, Actonel or any cancer M Other (please list)

i POt T} p . Gy
medications confeinfng bisphosphonates? ., 12. Do you have a persistent caugh or thioat clearing nat

DCOOODOOOOOO0C2 OO0 0 2 OOOOooOOoo OF

O
8. Have_ym taken Viagra, Revati, Cialis ot Levitra [ & associated with a krown illness (lasting more than 3 weeks) 2., L]
_in T e T e s | nj 13, Women Only:
7. Do you use 10BaCCo? v Tatss 0 a) Are you pregnemt or think you may be pregname? ... ]
8. D yeu use contiolled substanees? i b Are'_}'au nursing? : ]
S o R s e P e SNG? conisiiopinen — =
i ¥ y of the following ) Are you taking oral coniracepiives? ... L
Yes No Yes Mo .
High Blood Pressure ... L]l HemeBlam. & ol L) Bleormmp ot o e P miis iﬁ
HA ARk s [l [0 Cantiac Pacemaker .. (1 ] Earsily Winded: o ciii it i s Ll
Rheumatic Fever Ll [  Heart Murmur ......... B R e Ll
Swollen Ankles ... T W e D - L1 Hay Fever /f Allergies ..........ooo... ]
Fainting / Seizures ... L1 [0  Frequently Tired .... B e e
T s Bl o S T e L L) Radiation 11T T i o g £
Low Blood Pressure .............ooo0, G 0 o EEE B s R )
Epilepsy / Comvulsions ................. i) el e FIE W T Weight Loss ... = b
Leukemia ... B e e e L Ll [ Liver Disease ... B
o R LI L] joim Replacement or Implant ... | l: Heart Trouble ... s
Kidney DISeases ... (1 [ Hepatitis / jaundice .........ooovouce.... B B Respiratory Problems ......coovceceneeees f
AIDS or HIV Infection ............. 1 L sexually Transmitted Disease ..... L O Mitral Vialve Prolapse ... 1]
Thyroid Problem ..........ccoivmmmnnnins U Stomach Troubles/ Ulcers ............ U 0O Other L]
Patient Dental History
Marme of Previous Dentist and Location : Daie of Last Exam
Yes  No Yes Mo
1. Do your gums bleed while brushing ar flossing? ..o, U O 8&Dboyw have frequent headaches?.......oniniinn L
2. Are your teeth sensitive to hot or cold liquidsifoods?........ L] [ 9 Doyouclenchor grind your teeth? ... B
3. Are your teeth sensitive to sweet or sour liquids/foods?............. Ll [ 10 Doyou bite your lips or cheeks frequently?.........coon. ]
4, Do you feel pain to any of your teeth? ..., L] [ 11 Have you ever had any difficult extractions
3. Do you have any sores or lumps in or near yowr mowth?......... L1 [ i, e SR S SIS T e T B
6. Have vou had any head, neck or jaw injuries? ... ... 1[I I2 Have you ever had any prolonged bleeding
7. Have you ever experienced any of the following Tollowme extrachonsd -l i s I
problems in your jaw? 13. Have you had any ovthodontic treaiment?...........ocovees Bl ]
CUEBINE = itttk sn i it | b 1o T wion werr slenines oF partlals?. oo R
Pain (joint, ear, side of face) ... Tk If yes, date of placement
Difficulty in opening or closing L1 [J 15 Have you ever received aral hygiene instructions
Difficulty in chewing ........... Ul regarding the care of your teeth and gums? ... . [J
16, Do YU BRe YOUF SHIET ..ivisssssvsssisssssmsinssrstissssersens e 1

Authorization and Release

I certify that [ have read and understand the above information te the best of my knewledge. The above questions have been accurately answered,
| understand that providing incarrect information can be dangerous to my health. [ authorize the dentist (o release any information including the
J‘ilﬂéﬁrﬂﬁﬂs and the records of any treatment or examination rendered to me or my child during the period af such Dental care (o third party payors
arndfor health practitioners. [ authorize and request my insurance company to pay directly to the J:?H‘I!S[ ar dental group insurance benefits
otherwise payable to me. [ understand that my dental insurance carrier may pay less tharn the actual bill for services. Iagree to be responsible

for payment of all services rendered on my behalf or my dependants. :

X
Signature of patient (or parent/guardian if minor)

Date

Daoctors Comments,

Signature Date

~ PATTERSON OFFICE SUPPLIES 1.800.637.1140 0&1-1066/16797



