Thank you for selecting our dental healthcare team!

Wewill strive o provide you with the best possible deral
care. To help us meet all your dental healthcars needs, please
JSill ouz this form completely in ink. If vou have any questions

or need assistance, please ask us - we will be happy to help.

Patient =
) ) S5%SIN
Patient Informaaon (CONFIDENTIAL) Date

Name Birthdate Home Phone ___
, _ State

Address Cigy Pron,

Email Cell Phone

Check Appropriate Box: _ Minor _ Single  _Marvied  Divorced _ Widowed Separa t{.&% :

- _ = €

If Student, Name of School College Citv Prov,

Patient or Parent/Guardian’s Emplover Work Phone,
. tate

Business Address Ciry ov.

Spouse or ParentGuardian’s Name Emplover Work Phone

Whaom may we thank for referring vou?

Person ta contact in case of emergency Phone

lble P arl‘-)/ Relationship

Name of Person Responsible for this Account tw Patient

Address Home Phone
Email Cell P;?U.'h'
Driver's License= Birthdate _ Fmancial Institution
Empiover Work Phone S#SIN

Is this person cwrrentlv a patient in our office? L ¥ —Np

—_—m

For your convenience, we offer the followin g wiethods of pavment. Please check the eprion you prefer. Paviment i full ar each appointnent,

— Cash — Persenal Checl Credit Card VIS4 _ MaswerCard = Iwish to discuss the office’s pavment policy

Insurance Information —™ -*= |
Name of Insured z}::: 553{:;3:;\'1”?
Birthdate S5£SIN Date Emploved
Name of Emplover Union or Localz E:\E:;}'ﬂ. Phone
Address of Emplover Cinn Pron..

Insurance Company Group# Policv 1D#

=

Ins, Co. Address City B

How much is your deductible? How much have you used? Max. annual benefir

DO YOU HAVE ANY ADDITIONAL INSLURANCE? — Yes —INo IF YES, COMPLETE THE FOLLOWING:

" . Relanonshin
Name of Insured o Patient _

Birthdate # SI] Date Emploved
Name of Employer Union or Localz Work Phone

3 - tate
Addbress of Emplover City o,

Insurance Compam' Group= Policv ID&

Saré
Ins. Co. Address City Brov

How much is vour deducrible? How much have vou used? Max. annual benefit
Over Please




w 'y ¥ 9 v W
Patient Medical History

' Physician Office Phone Daze of Last Exam
Yes  No Yes No

. ) = Q. Are -
1. Are you wnder medical treatment now? ... A, B ""1'}" YL wearag ‘]‘mt‘“' lenses?............. et
2. Have you ever been hospteahized for any 1 I_J “"tﬂ“%“ wor N “:‘ hadap oot floving . _
o, - ! ey <7 s o o = — Al Nes ™, o, - ==
surgical operation or serious illness within the last Svears™.. ... _ ocal Anesthetics (z. & Novocain) ..o = =
s R Selibpiai ! i * Penicillin or any other Antibioties ... — _
2 Y5, predse (Xpla Sulfa Drugs., = =
Barbiurates . Ersa L
' 3. Ave you raking any “_“'d‘mm’”'s’ [ Seddtives ....vvveenriins e : Ll L
including non PEESCIIPTION MEGICINET o vv oo = O lodine ... TS
If ves. what HhJLLuHO‘I!C’ dre Yon tekir ;_.1 "lS"il'IH . L -
' -\.?! Metals (e.z n L’“‘:I mg‘uun ¢tc. L L
4. Have you ever taken Fen-PhenRecdhx? oo, i s e Wl Late Rubber ..o, . ST
¥ Hmc‘ou over taken Fosamuaes, Bontva, Acone] or anv-gancer Other ";I‘ ase 1155'
e =
medications containing blsphasphomrtfs? 2 O 1. Doy have u persistent cough e thioat dlsaring not L. =
6. Do vows use tobacco? = O associated with « hmown iless (lasting more than 3weds)? ... — -
=D, rr;[f 1 subst .— = = 12 Woren Only:
0 you use con UBSIARCES .o . = =
G ' ' —~ - @ Are you pregnant or think you may ke preguant?...... . _
' L ‘ . B) ATE YOU NMUISIRGT cciaccccusivmscsssiismssincssssniiriss G B e
8 Da you have or have vou had any of the Following? ¢) Are you taking oral contrace PEVEST oo —
Yes N Yes No Yes No
High Blooud Pressure = = HOO DSEUSE.... oo, e b (CHES PlS ccmcsuissisisisianingss. = —
' Heart Attact — = Cardiae Pacemake — = Eosih Winded...ooooorccccmniiiiee. —
Rheumatic Frver . — — Heart Murmur.. o == SHFORE e e — L=
Swollen ARRIES..comomsivimomommsse. o ARG = = Hay Fover/ Allergics. . —  —
' Fainting / Seizures — = Frequently Tied ..... : = = Tuberculosis..... =
...w‘]’m..‘ st SRR — — Ancma. = - S "Bl it
= e 1 : - m Therapy. I i
Low Bfﬂoi 93.,\-.uh VA L f-'mph*,wrn;:__,,,_._ L = Rui:’f:;:z T"::.ng{'. =
Eptlepsy - Convulsions................. I L“n - L R e = =
fbuemia = y Recent Weight Loss e o
' Dfﬂhtf .- B ¥ I - Laver hl':iu‘m NGB LR RA e Nab AN an s = —
Kidney Diseases.. cvaE, | b dgp.zu i juumuu. o — o Heart Trouble... = =
AIDS Lﬂl'ﬁf\'f"n"rmu . = = Sexuclly '.['rzrtsm]rr-‘a Dm:\t . - | ] R{—‘P”Gf’l"i‘j\ Pm.n_b,m_x. Y S
' 'T;‘\IGI.T. Probiem .. . —  — Stomach Troubles . Ulcers ... _ _ Miwal Valve Prolapse =l
ad RH Tx ... —  Osteoporosis... = = Other Ll i
Name of Previous Dentist and Location 3 Date of Last Exam

e Tes  No
I. Do yowr gums { {m( lc ‘nuh-nf* or flossing? .. —  8.Deyey have frequent Readches? s —  —
2. Are your tecth sensitive o hot or cold liguids foods? — 9 Dayeu clench or g .nd your t(cw" ............................ SR
3. Are your tecth sensitive to mvoct or sour liguids foods = I Do vou hite vour li; HET S
+. Do you feel pawn to any of vour tecth? ... " — 11 Havevou ever he zd any difficuit extractions -
5. Do you have any sores or lumps th or near yaur mﬂhﬂ ; s = IS PASET e — &=
6. HU- you had any head, ek or jaw ingumes?. o, : — 12, Have you ever had auy pr
7. Have you ever experienced any gf the Jollowing Following eXtraetions? ..o = =
pl'-'r.’*h'ms in vour faw? 13 Have vou had any orthadenric treatment R e =
Clicking.. I g = = 1% Doyou wear dentures or partialsT e — =
Pain (o, eqr; side of ,*Z.cc’ SRR e ), Ifves. date c."gu’:m‘m;‘nt
Difficulty s cpening or dos:ng............‘ TR R S = = 13 Haveyou cver received oral hygicne instructions -
Diffictelty in CREWEREG suimmmisimimmenomsos eesssrsosssssens Les ecare of Youwr teeth and gums? .., b ;
AuthOﬂZdtlon and Reledse 16, Do you like your smile? e BN

I certify thar I have nml and understund the above infor masion to the best of my hnowledge, The wbove questions have »
I umf..r\t-.nd {3.,,! nren [“n;-' meorreci Ir}fm‘mg.{”_n' can be ,‘uj‘\!Lj(h‘S to mv heaith. | du[hﬂr::_' the dentist o felease any formacion “-._-L“;np
diagnosis und the records of amy treatent or examnation rendered to me or my child durn. the period of such Dental care to third pariy Pavors
and’or health practivieners, [ authonze and request my insurance panv o pav divectly to the dentise or dental group insuranee benefits
"Ih:"‘\lu fu'u! ble 1o me. © ﬂn.l:r::.m“ that my dental INSUYance sarrier may Iy less than the acitil Pill for services. [‘..;._L to be p‘\mmqnh

for pavmen: of all services rendered on my bekalf or miy dependents ’

X

Signatwre of patient (or parent guardian if mor) Date

en decurately ANIWEr
i

DPocror’s Comments

Signdtire Date

9138813111




