
PATIENT INFORMATION
(PLEASE PR|NT)

Birth Date:

Referred By

lf Patient is a minos, give parent's name or guardian's name:

El Male tl Female Martial Status:

Relationship

trI
trI

Single trl
Widowed

Married tf Divorced

Address:

SS#:

Employer

City

City

State

Home Phone

Bus. Phone

State

zip

Cell Phone Number

Position

Bus. Address 7ip

Email Address

Who should be notified in case of an emergency

Name of nearest relative not living with you

Purpose of this appointment

Phone:

Phone:

Employer

SS#:

Bus. Address

Position

City

Birth Date:

Bus. Phone

State

Emai l

zip

Cell Phone Number

Do you have Insurance?

Name of Insured

Birth Date

ls patient Covered by

Name of Insured

Birth Date

E] Yes tr No lf yes, Complete the following

SS#: Relat ionship

other Insurance?

Insurance Company

fl Yes

Group No.

Group No.

tr No lf yes, Complete

SS#:

the following

Relationship

Insurance Company
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Signed



MEDICAL HISTORY

Name:

Afihough denlal peBonn€l primadly fi€at the area in and around your mouth, your mouth b a parl of your entire body. Health problems that you may

have, or medbation that you may be taking, coukl have an importar{ intenelationshlp wlth the dentistry you will rBceive. Thank you ior ansr€ring the

bllowing qu6lions.

Are you under a physician's care now?

Have you ever been hospitafized or had a major operation?

Have you ever had a serious head or neck injury?

Are you taking any medications, pills, or drugs?

Do you take, or have you taken, Phen-Fen or Redux?

Are you on a specialdiet?

Do you use tobacco?

Do you use controlled substances?
Women: Are you

[__j PregnanUTrying to get pregnant?

I rafing oraf con]raceptives?

I Uatex I tocatAnesthetics

Y e s Q N o O

Y e s Q  N o O

Y e s Q  N o O

Y e s Q  N o O

Y e s Q  N o O

Y e s Q N o O

Y e s Q N o O

Y e s Q N o O

lf yes, please explain:

lf yes, please eplain:

lf yes, please explain:

lf yes, please expfain:

! Nursing?

Are you allergic to any of the follouring?

i_-1-- Aspirin I Penicillin I Codeine ! Acrytic ! naetat

Do you have, or have you had, any of the following?

f] Otner F yes, please explain:

i i AIDS/HIV Positive

I ntzneimels Disease

I Anaphytaxis

! Anemia

,! nngina

I nflrrdtis/oout

I RrtinciatHeartvalve

f] Rrtinciat.toint

I nsnma
[] enoo oisease

! Stooo Transtusion

I Breathing Problem

! Bruise Easily

i-l Cancer

I Chemotherapy

l__l Chest Pains

I CotO Sores/Fever Blisters

I Congenital Heart Disorder

I Convulsions

[] Cortisone Medicine

I oiaoetes

I o*g Addiction

I EasityWndert

I Emphysema

I epitepsy or Seizures
,! Excessive Bleeding

I Excessive Thirst

! rainting Spells/Dizziness

I frequentCough

! frequent Dianhea

I frequent Headaches

I GenitalHerpes

! Glaucoma

! Hay Fever

! HeartAttacUFailure

I xeart Murmur

I neart Pace Maker

I neartTrouble/Disease

I Hemophilia

I Hepatitis A

! Hepatitis B or C

f] nerpes

I Hign Blood Pressure

I nives or Rash

I Hypoglycemia

fl lnegular Heartbeat

I fiOney Problems

I Leukemia

I t-iver Disease

I t-ow Blood Pressure

I t-ung Disease

I utitrat Valve Prolapse

I eain in Jaw Joints

I Parathyroid Disease

I Psychiatric Care

I naOiation Treatments

I Recent Weight Loss

I RenalDialysis

I Rneumatic Fever

I Rheumatism

l___.1 Scarlet Fever
l_-l Sningtes

fl sict<te cett Disease

I Sinus Trouble

[l Spina Bifida

[j Stomach/lntestinal Disease

I Stroxe

I Swelling of Limbs

I Thyroict Disease

1-l Tonsillitis

I Tuberctlosis

I Tumors or Growths

! utcers

I VenerealDisease

[.l Yellow Jaundice

Have you ever had any serious illness not listed above? Q Yes O No lf yes, please explain:

Comments

CONSEIIT FOR TREATIIENT: lhereby grant authority to the dentist(s) in charge of the care ofthe patient whose name appears on ihis
Health Questionnaire, to administer such anesthetics, analgesics, sedatives, nitrous oxide sedation and intravenous sedation, and to Perform
such operations as may be deemed necessary or advisable in the diagnosis and treatment of this patient. I have been inbP.'ned of all possible
complii:ations ofthe pr6cedures, anesthetics and/or drugs. I also acknovyledge lhat I been Ptovide a copy of Dental l5aterial Fact Sheet
adopted on Oc{ober 17,2001, as well as a copy of the "Notice of Privacy" taking effecl on April '14,2003, copies of which will be given to me
upon my request. All services are rendered and accepted under the terms and conditions ptinled on the reveBe hereof.

To the best of my knorytledg€ the questions on this brm have been accurately anslr€red. I understand.that providing incor€d information can be dangerous to my
(or patients) health. lt is my €sponsibility to inform thc dental offca of any chsnges in medical etatus.

SIGNATURE OF PATIENT, PARENT, OT GUARDIAN

Authorization must be sign€d by ths pathnt, or tie neaE€d relative in the case ot a minor or when the petlent is physlcally or mentally incompeEnt

Relatlonship to Patient-



Ftone SreruceR, D.D,S

Semuet Au, D.D.S..

Cnnot Bnstuo, D.D. S

Ouven Horrmer't D.D. S.

Consent for Treatment
Please Read Before Signing

Patient's Name:
Last name First Name Init ial Date of Birth

I here by authorize Dr. Flora Stenger,

And whomever she may designate as their assistants and associate dentists, to perform upon me the required
services, operations and/or procedures initially discussed and listed in the treatment record. I understand that are
only tentative treatment plans based on the initial exam, and that changes may occur as services are rendered.

I request and authorize the above to do what they deem necessary if any unforeseen condition arises in the course of
these designated operations and/or procedures calling in their judgment for procedures in addition to or different from
those initially contemplated.

I consent to the administration of local anesthesia, antibiotics, analgesics or any other drug that may be deemed
necessary in my case, and understand that there is always an element of risk inherent in the administration of any
drug or anesthesia. This risk includes adverse drug response (e.9. allergic reaction), cardiac arrest, and
thrombophlebitis (e.9. irrigation and swelling in a vein), pain discoloration and injury to blood vessels and nerves,
which may be caused by injections of any medications or drugs.

I am informed and fully understand that in any type of surgery there are certain unavoidable complications. In
dentistry, the most common of these complications include post-operative bleeding, swelling or bruising, discomfort,
stiff jaws and loss or loosening of dental restorations. Less common complications can include infection, loss or
injury to adjacent teeth and soft tissues, nerve disturbance (e.9. numbness in the mouth and lip tissue), jaw fractures,
sinus exposures, swallowing or aspiration of teeth and/or restorations, and small root fragments remaining in the jaw
which might require extensive surgery for removal. I realize that that there are possible complications and/or risk
associated with any type of dental treatment. I am aware that the practice of dentistry and surgery is not an exact
science and I acknowledge that no guarantees have been made to me conceming the result of the operation
procedure.

I have provided as accurate and complete medical and person"ihirtory as possible including any and all allergies to
antibiotics, drugs, medications and food. I will follow any and all instructions as explained and directed to me and
permit prescribed procedures.

Patient or Guardian's Signature Date

Date
(Witness) (Witness Signature)
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