Our Goal is for you to Have Healthy Teeth and Gums for: Life
Please fill out this form as completely as possible
The better we communicate - the better we can care for you

PATIENT INFORMATION
Gender:_IM LIF  Birth Date

Patient's Name

Marital Status:  [(]Single  [IMarried  [IChild

Street Address City. St Zip

Phone #'s: Please check the best number(s) to be reached at, for both general contacts and confirming appointments. Thank You.

] Home: ( ) [ Work: ( ) ext: L1 Cell: ( )

Best Time to Call If we can't speak to you directly, is it ok to leave a detailed message? L1 Yes L1No [_]On Voice Mail? ] With other person?

E-Mail Address (for our use only, won't be given out)  Social Security #

Patient’s Occupation If Full-Time College Student - School

Employer Name Work Address

Emergency Contact Relationship to Patient

REFERRAL INFORMATION
Name of Person, or type of advertisement that referred you to our Office

RESPONSIBLE PARTY INFORMATION

[_|Check if patient is responsible for account - If not, Responsible Party’s relationship to Patient

Responsible Party’s Name Gender: (M [JF Birth Date

Street Address City.

Phone #s: Home: ( Work: ( ) ext: Cell: (

E-Mail Address (for our use only, won’t be given out)  Social Security #

INSURANCE INFORMATION (PLEASE PROVIDE US WITH YOUR INSURANCE CARD AND A PHOTO I.D.)

Primary Coverage: Name of Insured Insured’s Birth Date

Insured’s Street Address, City. St

Insured’s Social Security # Group #

Patient's Relationship to Insured: []1Self [1Spouse [IChild  Insured's Employer

Insurance Company Name Ins. Co. Phone

Secondary Coverage: Name of Insured Insured’s Birth Date

Insured’s Street Address St

Insured’s Social Security # Group #

Patient's Relationship to Insured: []Self []Spouse [1Child  Insured’s Employer

Insurance Company Name Ins. Co. Phone

AUTHORIZATION, CONSENT AND FINANCIAL AGREEMENT

The undersigned hereby authorizes Doctor to take x-rays, study models, photographs, or any other diagnostic aids deemed appropriate by Doctor to
make a thorough diagnosis of the patient's dental needs. | also authorize Doctor to perform any and all forms of treatment, medication and therapy that
may be indicated. | also understand the use of anesthetic agents embodies a certain risk. | understand that | am responsible for payment for Dental
Services provided in this office for myself or my dependents is mine, due and payable at the time services are rendered unless financial
arrangements have been made, regardless of any insurance coverage | may have. | also assign all insurance benefits to the Doctor. | authorize
release of any information to my insurance company. | further understand that a finance charge may be added to any overdue balance.

PATIENT SIGNATURE (Parent of Child): Date:




A Please fill out this form as completely as possible
W %W The more we know about your; past health, the

better we can help you stay healthy in the future

PATIENT’S NAME: TODAY'S DATE:

MEDICAL HISTORY

PHYSICIAN'S NAME: PHONE #: ( ) DATE OF LAST PHYSICAL:

PLEASE CHECK EITHER “YES” OR “NO” TO INDICATE IF YOU'VE HAD ANY OF THE FOLLOWING:

EPILEPSY LYes [ No RESPIRATORY DISEASE

FAINTING OR DIZZINESS [IYes [J No RHEUMATIC FEVER

HEADACHES LYes O No SINUS TROUBLE
ARTIFICIAL JOINTS HEART PROBLEMS SKIN DISORDERS, RASHES [(1Yes OO No
ASTHMA HeEPaTITIS-TYPE: A B C LIYes LI No SPECIAL DIET LYes L No
BACK PROBLEMS HERPES [JYes LI No STROKE, TIA Yes CINo
BLEEDING-ABNORMAL LONG HIGH BLOOD PRESSURE LIYes LI No THYROID PROBLEMS LJYes [1No
BLoOOD DISEASE HIV PosITIVE Yes O No TONSILITIS
CANCER [Yes LINo KIDNEY DISEASE LIYes O No LYes L No
CHEMICAL/DRUG DEPENDANCE... [1YES [LI1No LIVER DISEASE UYes L No OYes I No
CHEMOTHERAPY LYes [1No Low BLOOD PRESSURE LIYes [1No
CIRCULATION PROBLEMS LYes LI No MITRAL VALVE PROLAPSE LYes LI No VENEREAL DISEASE, STD OYes O No
CONGENITAL HEART LESIONS LIYEs [1No NERVE PROBLEMS WOMEN:
DIABETES [1Yes [ No PACEMAKER UYes U No
EATING DISORDERS LYes L No LIYes LI No
EMPHYSEMA

LJYEs LINO IF YES, FOR WHAT REASON?

ARE YOU AWARE OF ANY OTHER CONDITION NOT LISTED ABOVE?

MEDICATIONS ALLERGIES

LIST ANY MEDICATIONS YOU ARE TAKING, AND THE REASON FOR TAKING IT: ARE YOU ALLERGIC TO ANY OF THE FOLLOWING:
] AsPIRIN [] LATEX
] CLINDAMYCIN [ ] LOCAL ANESTHETICS
1 CoDIENE (VICODIN) ] NAPROXEN (ALEVE)
1 DARVON 1 NITRous OXxIDE
] ERYTHROMYCIN (1 PENICILLIN
] IBUPROFEN (MOTRIN) ] SULFA

OTHER ALLERGIES:

DENTAL HISTORY

REASON FOR TODAY'S VISIT:

PLEASE CHECK EITHER “YES” OR “NO” TO INDICATE IF YOU'VE HAD ANY OF THE FOLLOWING:

BAD BREATH OR TASTE LIYesINo JAW PAIN OR TIREDNESS LIYes[INo
BLEEDING GUMS Yes [ No LiP OR CHEEK BITING Yes I No
DATE OF LAST DENTAL VISIT: CHIPPED OR BROKEN TEeTH [IYES[No LoosE TEETH Yes CINo

CoLD SORES LYes[_No MOUTH BREATHING [Yes [INo
DATE OF LAST DENTAL X-RAYS: CLENCHING OR GRINDING Yes [ No ORTHODONTIC TREATMENT Yes [ No
CLICKING OR PoPPING Jaw  [1YEs[[]No PAIN AROUND, NEAR EARS CYes[I1No
CROWDED TEETH LlYes CINo PERIODONTAL TREATMENT LlYesCINo
DisCOLORED, STAINED TEETH [IYes [1No RooT CANAL TREATMENT LIYes LNo
DRY MOUTH CYesINo SENSITIVITY TO BITING Yes [INo
FINGERNAIL BITING HABIT LYesNo SENSITIVITY TO COLD LlYes CINo
Foop TrRaPs BETweeN TeetH [ Yes[INo SENSITIVITY TO HOT LYyes[dNo
HAVE YOU SEEN A SPECIALIST? [ Yes [INo GapPs BETWEEN TEETH Lyes CINo SENSITIVITY TO SWEETS Llyes CINo

GUMS SWOLLEN OR TENDER  []YEs [1No TOOTHACHE PAIN Yes [INo
ARE YOU HAPPY WITH YOUR SMILE? O Yes No HEADACHES [Yyes CINo TUMORS OR GROWTHS [IYes [INo

USUAL FREQUENCY OF DENTAL VISITS:

HOW OFTEN DO YOU BRUSH?:

How OFTEN DO YOU FLOSS?:
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