Family & Cosmetic Dentistry

Vinde B Bt b www.SyracuseFamilyDentist.com

WELCOME TO OUR PRACTICE

Thank you for choosing us. Our goal is to provide you with quality dental care and personal attention to ensure your
continued good health. We are committed to providing our patients with state of the art care in a comfortable and
friendly environment. It is our goal to conduct a comprehensive review of your dental records in order to determine
the proper treatment for you. After we finish gathering all pertinent information, Dr will review with you all
findings. He will discuss all treatment in detail, including benefits, risks, and alternatives at your 2" consultation
visit. It is our desire for you to leave our office with a full understanding of your treatment and with all questions
answered. Once we have determined the best treatment plan, my staff will assist you with any appointment and
scheduling needs and attempt to assist you with any insurance questions you may have. We look forward to meeting
you.

**REMINDER** we will need any current X-rays you may have from a previous dentist, prior to seating you.
(Current is <lyr old for Bite Wings or <5yr for Panoramic Film or <5 yr for Full Mouth Series).

Just a couple of items to take care of: Please fill out all the following paperwork; Patient Registration; Medical
History; (HIPPA and Financial Policy you will sign in computer in office) in addition we would like you to fill
out questions below. Thank you & have a great day ©

NAME: DATE:

DENTAL HISTORY

Reason for todays visit

Former Dentist City/State

Date of last dental visit

Date of last dental X-rays

Immediate Dental Concerns

Long Term Dental Concerns

Your Dental Goal

Yes No Yes No
Bad Breath Issues o o Lip/cheek Biting o y L
Bleeding Gums o o Loose teeth/broken fillings o
Blister on lips or mouth o e Mouth Breathing =l . _
Burning sensation on tongue o o Orthodontic Treatment . L
Chew on one side of mouth o o Pain around ear L
Cigarette, pipe, chew or cigar smoking o o Periodontal treatment o o
Clicking or popping jaw o o Sensitivity to cold o o
Dry mouth o o Sensitivity to heat o o
Fingernail biting e o Sensitivity to sweet o L
Grinding Teeth e . Sensitivity when biting o u

Gums swollen or tender How often do you brush?
Jaw pain or tiredness How often do you floss?
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PATIENT REGISTRATION

1D: ) Chatio:
First Name:  lLastName: ~ Middle Initial:
Patient Is: | | Policy Holder Preferred Name:
[ 7] Responsible Party
] Responsible Party (if someone other than the patient) —— ————————————
FirstName: ~__ lLastName: e | el Middle Initial:
Address: . Address22.
City, State, Zip: R D T , - Pager
HomePhone: ~  Work Phone: i  BExt _ Celular
Birth Date: Soc Sec: § Drivers Lic: . —
' O Responsible Party is also a Policy Holder for Patient O Primary Insurance Policy Holder O Secondary Insurance Policy Holder
Patient Information - e —
Address: Address2: == e
city: __ State/ Zip: Pager:
iHovam; ) L Work Phone: Ext: Cellular: o
| Sex: (" Male () Female Marital Status: () Married () Single () Divorced () Separated () Widowed
| Birth Date: .  Age. Soc Sec Drivers Lic:
. E-mail: L - ~[7] 1would like to receive correspondences via e-mail.
| Section2 - Section 3 —
 Employment Status: () FulTme () PartTime ') Retired Emc“"’"“"“:f -
Student Status: ( ; Full Time () Part Time Relationship:
MedicadiD: Pref. Dentist: B B ConfimnYou@Work?: I
| Who Referred You?: =
| Employer ID: __Pref.Phamacy._ Best Appointment Day: b
| Carrier ID . Pref. Hyg Best Time AM/PM -
|
R at— — i —
Primary Insurance Information—————— ———— ——— —— -
| Name of Insured: ok e ) Relationship to Insured ) Sef (' Spouse ( ) Child ( ) Other
’ Insured Soc. Sec:. ~__ Insured Birth Date: N F Lule
|
' Employer: o - Ins. Company: —
Address - Address: N - T
Address 2: o r . Address 2:
City, State,Zip ) et City,State, Zip e
Rem. Benefits: 00 Rem.Deduct .00
Secondary Insurance Information———— E— — -
Name of Insured Relationship to Insured{ ) Self () Spouse (_' Child ( ) Other
Insured Soc. Sec: Insured Birth Date: .
Employer: - B Ins. Company: = e N
Address. —a Address: o
Address 2 L 1 Address 2: )
City,State Zip: City,State Zip: e m e
Ri Benefits 00 Rem. Deduct 00
s = - e — Bt o ot e ]




MEDICAL HISTORY

Date:

Name:

Alhoughdeculpermnlptimﬁymmamailammﬂmm.mnwisapatdmemiebody. Health problems that you may
have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the

Are you under a physician's care now? {_) Yes () No If yes, please explain:

Have you ever been hospitalized or had a major operation? _ ) Yes { ) No If yes, please explain:
Have you ever had a serious head or neck injury? {_J Yes ') No If yes, please explain:

Are you taking any medications, pills, or drugs? . Yes { ) No If yes, please explain:

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

Are you on a special diet? { ; Yes {

Do you use tobacco? () Yes {_
Do you use controlied substances? { ; Yes ( ) No
Women: Are you - T -
Pregnant/Trying to get pregnant? _  Yes (  No Taking oral contraceptives? (_ Yes ' No Nursing? . Yes{ : No
Are you allergic to any of the following?
[] Aspirin ~ Penicillin [T Codeine ™ Acrylic ] Metal "] Latex | Local Anesthetics
[ | Other If yes, please explain:

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

AIDS/HIV Positive (1 Yes(  No | Cortisone Medicine () Yes( ) No | Hemophilia () Yes ) No | Renal Dialysis ) Yes
Alzheimer's Disease (") Yes{ ) No | Diabetes () Yes ) No | Hepatitis A () Yes{) No | Rheumatic Fever () Yes )
Anaphylaxis . Hepatitis B or C (") Yes_) No | Rheumatism () Yesi_)
Anemia Herpes () Yes () No | Scarlet Fever (0 Yes
Angina High Blood Pressure () Yes. ) No | Shingles () Yes()
Arthritis/Gout Hives or Rash () Yes ") No | Sickle Cell Disease ( Yes_:
Artificial Heart Valve Hypoglycemia () Yes{_) No | Sinus Trouble ) Yes( )
Artificial Joint imeguiar Heartbeat () Yes{ ) No | Spina Bifida () Yes:
Asthma Kidney Problems () Yes ) No | Stomach/Intestinal Disease {_; Yes
Blood Disease Leukemia () Yes{_) No | Stroke ) Yes( }
Biood Transfusion Liver Disease ) Yes (") No | Swelling of Limbs T Yes
Breathing Problem Low Blood Pressure (7 Yes( ! No | Thyroid Disease ) Yes:
Bruise Easily Lung Disease () Yes{ ) No | Tonsillitis () Yesi
Cancer Mitral Valve Prolapse ) Yes{ i No | Tuberculosis ) Yes(
Chemotherapy Painin Jaw Joints () Yes(_} No | Tumors or Growths ) Yesi )
Chest Pains Parathyroid Disease | ' Yes( ) No | Uicers ) Yesi
Cold Sores/Fever Blisters PsychiatricCare () Yes(_) No | Venereal Disease ) Yes
Congenital Heart Disorder Radiation Treatments!_) Yes( ) No | Yellow Jaundice ) Yes ()
Convulsions Recent Weight Loss () Yes () No

Have you ever had any serious illness not listed above? _: Yes (_) No If yes, please explain:

§8385383%3%835%35%3%¢%

Toﬂnbeﬂdmkmbdge.mmmﬂ\bbnnhmwwm. 1 understand that providing incorrect information can be
dangerous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE




