Thank you for selecting our dental healthcare team!

We will strive to provide you with the best possible dental care.

To help us meet all your dental healthcare needs, please fill out this form
completely in ink. If you have any questions or need assistance, please ask us -

W

we will be happy to help.
Patient #
’ x SS#/SIN.
Patient Information (conFpENTIAL) Due
Name Birthdate Home Phone
. State/ Zi%
Address City Prov. PC.
Email Cell Phone
Check Appropriate Box OMinor [lsinge [IMarried [ Divorced [ Widowed [ Separated
: State/ Full Part
If Student, Name of School/College City Prov. O Time D Time
Patient or Parent/Guardian's Employcr Work Phone
1 State/ Zi
Business Address City Prov. PC.
Spouse or Parent/Guardian's Name Employer Work Phone
Whom May We Thank for Referring You?
Person to Contact in Case of Emergency : Phone
ible Part
Respons 'y A
Name of Person Responsible for this Account to Patient
Address Home Phone
Email Cell Phone
Driver's License # Birthdate Financial Institution
Employer — Work Phone SS#/SIN

Is this Person Currently a Patient in our Office? [ Yes I No
For your convenience, we offer the following methods of pavment. Please check the option you prefer. Payment in full at each appointment.

[ Cash U Personal Check Credit Card [JvisA [JMasterCard L] 1 wish to discuss the office’s payment policy.
Insurance Information
Relationship
Name of Insured to Patient
Birthdate SS#/SIN. Date Employed
Name of Employer Unionorlocal# _________ Work Phone
, State/ W
Addpress of Employer City Prov. PC.
Insurance Company Group # Policy/ID #
p C " F Statecly Zl%
Ins. Co. Address City Prov. PC.
How Much is vour Deductible? How Much Have You Used? Max. Annual Benefit
DO YOU HAVE ANY ADDITIONAL INSURANCE? Oves O nNo [F YES, COMPLETE THE FOLLOWING:
Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Emploved
Name of Emplover UnionorLocal # ‘évurek/ Phone
tat Zi
Address of Employer City Prov. P,
Insurance Company —_ Group # Policy/ID #
. . State/ Zip/
Ins. Co. Address City Prov. PC.
How Much is your Deductible? How MuchHave YouUsed?_____ Max. Annual Benefit 5

Over Please



Patient Medical History

Physician

Office Phone

1. Arc you under medical trcatment now?.................

2. Have vou ever been hospitalized for any

surgical operation or scrious illness within the last 5 years?......

If yes, plcase explain

Yes No ¢

Datc of Last Exam

Are you dllergic 1o or have you had any reactions to the followir

Yes

Local Anesthetics (€.g. NOVOCAIN) ........coccumcrcncieccinnns L]
I:l O Penicillin or any othcr Antibiotics ... ]
Sulfa Drugs [ ]

3. Are you taking any medication(s)

including non-prescription medicinc?.....................

If yes, what medication(s) arc you taking?

4. Have you ever taken Fen-Phen/Redux?

5. Do you USe toDaGEO?.........onio st tosmassvemsansossins
6. Do you use controlled substanccs? ..........................
7. Are you wearing contact lenscs?............................

8. Do you have or have you had any of the following?

Barbiturates ]

Sedatives ]

........ O O lodine ....... ]
""""""" Aspirin ............. . b e (]
Any Metals (e.g. nickel, meraury, €tc.)........cccovecevvccccece. ]

Latex Rubbe: e S ]

Other (please list)
10. Do you have a persistent cough or throat clearing not
associated with a known illness (lasting morc than 3 wecks) []

¢) Arc you taking oval contraceptives:................c.c........

..................... O 11. Women Only: _
0O a) Are you pregnant or think you may be pregnant?...... ]
""""""""""" D) ATC YOU MUISING?.........cooocecoereerrrrereeienrnnereresseessssscsssie ]

O

%

(=]

0000000000000z 000 0 0000O00OooO

Yes No Yes No Yes
High Blood Pressurc .................. 0O O 8 e U T R ]
Heart Attack.........ooo.ooovveeereeee. L[] OO O  Easity Winded ...oooocooeoe O
Rheumatic Fever O O ... O O suoke CJ
Swollen AnRkles .............................. i Anging ................ o e [0 [0 Ha Fever/Allergies ... ]
Fainting / SEizures ...........ccooeeeun.... O O Frequently Tived ............ — O O Tuberculosis oo O]
OO0 O Ancmia [0 [0  Radiation Therapy ....................... O
O O  Emphysema O O Glauoma.. O
O 0O cawer.... [0 [0  Recent Weight Loss ..........coooo... O
O O Arthisis 0 0O Liver Diseasc .......... . O
O O  Joint Replacement or implan ....... O [0  Heat Troubic......... Ol
O O Hepatitis / Jaundice ........................ 0 [  Respiratory Problams........... O
0 O  Sexually Transmitted Diseasc ...... 0 [0 Miual valve Prolapsc ................. C
0 O  stomach Troubles/ Ulccrs.......... O O other O
Patient Dental History
Namc of Previous Dentist and Location Date of Last Exam
Yes Yes
1. Do your gums blced while brushing or flossing? ......................... 8. Do you have frequent headaches? ............oovvevvveennene. O]
2. Are your teeth sensitive to hot or cold liquids/foods? ................. Cl 9. Do you clench or grind your tecth? ............. I
3. Are your teeth semsitive to sweet o1 sour liquids/foods? .............. ] 10. Do you bite your lips or cheeks frequenthy? ................. O
4. Do you feel pain to any of your tecth? .. C 11. Have you ever had any difficult extractions
5. Do you have any soves or lumps in or near your mouth? .......... | e PaSt? e . O

6. Have you had any head, neck or jaw injuries? .................

7. Have vou ever openenced any of the following
problems in your jaw?
Clicking ..

Pain (joint, ear, side of face) ...........cccccovveevervccnnnnaae.

Difficulty in opening or closing ..o
Difficulty in cROWING cveeeeeeceeceeceeeceeececcseccemamaeseeensenssseseeenns

Authorization and Release

1 certify that 1 have read and understand the above information to the best of my knowledge. The above questions have been accurately answered.

1 understand that providing incorvect information can be dangerous to my health. 1 authorize

O

I I 1 e =2

12. Have vou ever had anv prolonged bleeding
following exvractions? ....... =
13. Have you had any orthodontic treatment?.....................
14. Do you wear dentures or partials?...............occvvecccene.
If yes, date of placement
15. Have you cver reccived oral hygienc instructions
regarding the care of your tecth and gumso.............. =2,
16. Do you like your Smile?..........co...ooorvmeiemieeeecirinns

00 QOO0 O 0oofg

the dentist to releasc any information including the

di:ﬁnosis and the records of any treamient or examination renderved to me or my child during the £ﬂ1'nd of such Denital care to third party pavors
and/

" health practitioners. 1 authorize and request my inswrance company: to pay dirvectly to the ]
othcrwise payable to me. 1 understand that my dental insurance carvicr may pay less than the actual bill for services. 1 agyec to be responsiblc

for payment of all seivices rendered on my behalf or my dependents.

X

ntist or dental group insurance benefits

Signature of patient (or parent/guardian if minor)

Doctor’s Comincnis




