Thank you for trusting ns with yousr denial care.
We promise to do owr besi (o provide you with
the finest cere available. If vou have any
irestions plecse do i hesitaio o rall vs.

Patient & —
SS & -
Date
PATIENT INFORMATION
Name - Birthdate Home Phone ( )
Address Cily State Zip__ —
Sex (1M [JF 1 Mamied O Widowed (1 Single ) Minor
(] Separated (0] Divorced (] Partnsred for years
E-mail Cell Phone a1 ( J Cell Phone 42 { )
Employer/School Employer/School Phone ()
Employer/School Address Cuy State Zip
Spouse or Parents Name Employer_ . .__ Work Phone { )
Whom may we thank for refesring you?
Person to contact in case af emergency Phone ( )
RESPONSIBLE PARTY
Name of Person
SResponsible for this Account Relation 10 Patienl
Agdress Home Ptrone ( )
Drvers License # Birthdate Bank
Emplcyer Work Phone ( )
Currently a patient in our ollic2? JYes (ko E-mail Cefl Phone (____ ._ .
INSURANCE INFORMATION
Name of Insured Relatior 1o Patient
Birthdate Social Security # Date Employed
Empiayer Wark Phons ( )
Employer Address Cily State Zip
Insurance Company Group # Union or Local #
Address City Siate Zip
How much is your deductible? ___ How much have you used? Max. Annual Benelit
ADDITIONAL INSURANCE
Name of Insured Relation fo Patiznt
Birthdate Soclal Securily # Date Employed
Employer Work Phone ( )
Employer Address Ciy Y Stale_ . Zip. o osemw
Insurance Company Group ¥ UnionoariLocai #
Address Cay .. Stat= Zip
How much is your deductible? How much have you used? Max. Annual Benefit
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DENTAL HISTORY

Reasan ‘or today’s visit T = Date of lasi dental care

Former Dentist Date of las1 dertal X-rays _

Address |

Check ( v ) if you have had problems with anv ol the lollowing:
{1 Bad breath O Grinding teeth

{] Blaeding gumns (J Loose teeth or broken fillings

O Sensitivity to hot
{” Sensitivity to sweels

[] Clicking of porping jaw (O Periodontal treatment { Sensitivity wher: biting

[l Food colleclion betv/aen the teelh [T Sensitivity 10 cold [ Sores ot growths in your mouth

How often do you floss? How often co you brush?

MEDICAL HISTORY

Physician's Name Dale of last visit

Have you ever taken any of the group of drugs collectively referred to as "fen-phen?" These include combinations of lonimin, Adipex, Fastin (brand
names of phentermine), Pondimin (fenfluramine) and Redux (dexfenfiusaming). [[JYes [ No

Have you had any sernous ilinesses cr operations? “JYes {_ No i yes, describe

If yes, give app-ox'mate dales

Have you ever had a bjood transfusion? [JYes JNo

(Women) Are you pregnant? (JVYes (JNo Nursing? [JYes [JNc Taking birth control pills? [JYes [} No

Check ( v ) I you have or have had any of lhe following:

M Anemia [JJ Congenitai Heart Lesions [ Hepatitis [] Scatlet Faver

[ Arthritis, Rheumatism [J Cortisone Treatments [ Hemra Repair 0 Shonness of Breath

L] Artificial Heart Valves [] Cough, Persistent () High Blood Pressure . (O Skin Rasn

[ Artificial Joints, Pins, ete. ) Cough up Blaed O HIVv/AIDS (] Stroke

(1 Asthma [ D abeles [J Jaw Pain L1 Swelling of Feel or Ankles
(3} Back Problems O Epilepsy [ Kidney Disease ] Thyroid Problems

(J Bleeding Abnormaliy (J Fainting I Liver Disease [ Tebacco Habit

[J Blood Disease [ Glaucoma [ Mitra! Valve Prolapse ] Tonsillitis

[ Cancer [ Haadaches [[J Pacemaker ) Tuberculosis

[J Chemical Dependency [ Hearl Murmur [J Radration Treatrmant (O Ukcer

[J Chemotaerapy

[ Hzart Problems

(O Respiratary Disease

[ Venerea: Disease

[] Circutatory Preblems [ Hzmophtlia [J Rheumalic Fever

List rnegicalions you are currently laking and the correlating diagnosis: Allergies:

AUTHORIZATION AND RELEASE

To the best of my knowledge, the above inforration s complete and commact | understand \hal it is my responsibility to nform my doctor if 1, or my
minor child, ever have a change in health.

| certify :hat 1, and/or my dependeri(si, have insurance coverage with

and assign direclly 20

ot me sl i none Daivipnaiy fee )

Dr all iInsurance oenelits, if any, olherwise payable to me for services rendered | understand that
I am financially responsible for all charges whéther or not paid by insurance. ) aulhorize the use of my signature on all insurance sutmissions.

The above-named denrtis* may use my health care informalicn and may cisclose such information 1o the zbove-named (nsurance Company(ies) and
their agents lor the purpose of oblaining payment for services and determining insurance berefils or the benefits payable for relaled services This
consent witl end when the current treatment plan is completed or one year from the date signed below.

" Signature of Patienl, Parent, Guardian or Personal Representalive Dae

Mo u prid v o ol Fabionl, Boronl, Do ais o Forooa? Mo eoon s s w Fohatoraldy 1o Folternc

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