
Thanh you Jor selecting our dental healthcare team!
We will ttrive to-prouide y,o-u with the-bes! possfule dental care.-- we wtu strwe to Drovtde you wtth me Dest Dosyble dental care.

7 To help us meet all your dintal heilthccre needs, pliase fl| out this Jorm
completely in inh. lf you have any questions or need assistqnce, please ash us -

we will be happy to help.

Patient #

5S#/SIN

P attent lnformatton ( coNFrDENrrAL)
Name Birthdate Home Phone-

Statel Zin/
Prov.- P.C.-Address City

Email Cell Phone

Chech AppropiateBox: JMinor Z Single l)tttarned JDivorced

City

t-lWidowed NSeparatsd
state/
Proy.-

-Full - Part
L-lTime l-lTimeIf Sndent,Name of SchooUCollege

P atient or P arent/GuardianS Employ er WorhPhone
State/

Business Address City Prov.

Spouse or P arai/ Guardian3 N ame Employer WorhPhone

Whom may tue thanh Jor refernngyou?

Person to contact in case of emergency Phone

Date

w

Responsible Party
Relationship

Name of Person Responsible for this Account to Patient

Address HomePhone

Email CellPhone

Dnver\ License# Birthdate Financial Instit

Employer WorhPhone ss#/sIN
Is this person cunottly a patient in our ffice? E Yes I ruo

For your convenience, we ot'Jer tlrcfollowingmethods of payment. Pleae chech the option you pret'er Payment inJull at each appointmort.

ll Cash Z Personal Chech Credit Card I WSa D MasterCard I I wish to discuss the ffice\ payment policy.

Birthdate

lnsurance lnformntton
Name of Inxu'cd

Name of Employcr

Address of Entployer

Insurance Company

Ins. Co. Address

How much is your deductible?

55#/5IN

Union or Local #

Relationshin
to Patieilt '

Date Employed

WorhPhone
State/ Zio/
Prov.-PCCity

Group # Policy/ID
Statd/
Proy.- 4,UCtty

How muchhave youused? Max. annualbeneft

DO Y OU HAVE AN Y ADDITIONAI INSUMNCE? I Yes INo IF i'ES. COMPI-ETE THE F OLLOWN G

Name of Insured

Union or Local #

Relationship
to Patient 

'

Date Employed-

Work Phone
State/ Zip/
Prov. -rc.-
PolicyllD #-
state/ Zinl
Prov.-rc.-

Birthdate

Name of Employer

Address of Ernployer

Insurance Company

City

Group #

Ins. Co. Adfuess City

How much have vou used?.How much is your deductible?

S5#/SIN

Oyer Please
Max. annualbenefit



Physician Offce Phone

7. Are y ou under medical treatment nov,/ ? .
2, Hav e y ou ever bem hospitalized for any

surgical operation or
lf yes, please uplain

serious illness within the last 5 y ears? . . . . D

3. Are you tahing any medicanon(s)
including non-pres ciphon medicine? ...............
lf y es, what medication(s) are y ou tahing?

4. Have you ever tahmFen-PhenlRedux? .............
5. Have you ever tahen Fosamax, Boniva, Actonel or any cancer

medications containingbuphosphonates?
6. Haw y ou tahen Viagr a" Rev ano, Cialis or Lev itr a

in thelast 24 hours?
7. Do you use tobacco? ................
8. Do youwe controlled stbstances? ...,....,.........

9. D o y ou hav e o r hatt e y ou had any of the f ollow ing?

High Blood Pressure
Heart Attach
Rhzumat ic  F  n  e r  . . . . . . . . . . . . . .

P atient M e dical History

Swollat Anhles ....
Fainting/ Seizures
Asthma
Low Blood Pressure
Epilepsy / Conyulsions
Leuhemia
Diabetes
Kidney  D ise  ascs  . . . . . . . . . . . . . . . . . . . . . . . . . . .
AIDS or HIV Infection
Thyroid Problem

Date of Lost Exam

7 0. Are y ou w eanng contact lenses?
1 1 . Are you alleryjc to or hive youhad any reartions to thc t'ollowtng?

Local Anesthetics (e. g. N ov o cain) . . . . . . . . . . . . . . . . . . . . . . . . . . .1., . . . . . . .
Penicillin or any other Antibiotics
SulfaDrugs
Barbiturates
Sedatives... . . . . . . .
lodine... . . . . . . . . . . . .
4sp inn . . . . . . . . . . . . .
Any Metals (e.g. nichel, mercury, etc.) .................
IatexRubb?r
Other Qlease list) _

12. Doyouhave apersistentcough or throat cleaingnot
asoaatedwtth ahnownillness Awhngmore than 3 weehs)? .....

13.WomarOnly:
a) Are y ou pregnant or thinh y au may be pregnarlt? .....
b) Areyounursing?
c) Are you tahing oral contraceptives?

Chesl Pains
Easily Wnded
Strohe . . . . . . . . . . . .
Hay Fever /  A l lerg ies . . . . . . . . . . . . . . . . . . . . . .
Tuberculosis
Radiation Therapy
Glaucoma
Re c ent  Weight  Loss . . . . . . . . . . . . . . . . . . . . . . . . .
Liver Disease
Heart Trouble
Respiratory Problans
Mitral Valve Prolapse
Other
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Hearl Disease
Cardiac Pacemaher
Heart Murmur
Ang ina  . . . . . . . . . . .
F  re  qumt ly  T i red  . . . . . . . . . . . . . . . . . . . . . . . . . . .
Ancmia
Emphysema
Cancer  . . . . . . . . . . .
Arthritis

Joint Replacement or Implant ......
Hepatitis / Jaundice
Sexually Tr ansmitted Disease ......
Stomach Troubles / Ulcers .. . . . . . . . . .

Patient Dental Historyl

1. Do your gums bleedwhilebrushingor flossing?......
2. Are your teeth sensitive to hot or cold l iquids/foods?................
3. Are your teeth sensitive to sweet or sour liquids/foods? ............
4. Do you Jeel pain to any of y our teeth?..
5. Do youhate any sores or lurnps in or nedr your mouth?.........
6. Haw youhad any head, nech or jaw iryunes?.........................
7 . Have you mer erpeienced any of the Jollowing

probluns in your jaw?
Cliching
Pain (joint, ear, side offace) ............
Dfficulty in opaing or closing........
Df f icu l ty  in  chewing

Name of Previous Dentist and Locat Date of Last Exam

8. Do youhave frequent headaches?......
9. Do you clanch or gindyour teeth? .....
10. Do you bite your l ips or cheehs frequently? .. . . . . . . . . . . . . . , . . .
7 7. Hat e y ou ever had any dfficult extractions

in the past?
72. Have you ever had any prolongedbleeding

f oll ow ing extr ac t i o n s?
73. Have vouhad anv orthodontic treatment?.......
14. Do you wear dentures or

lf yes, date of placemrnt
75. Have you ever receiyed oral hygiene instructions

regardingthe care oJ your teeth and gums?
16.  Do you l ihe your  smi le? . . . . . . . . . . . . . . . . . . . . . .

Authonzation and Rele as e
I certify that I have read and understand the aboye inJormation to the best of my hnowledge. The above questions have been accurately answered,
I understand that providing incorrect inJonnation can be dangerous to my health. I authorize the dentist to release any information including the
diagnosis and the records of any treatment or exatnination rendered to me or my child during the period of such Dental care to third party pdyors
andlor health practitioners. I authorize and request my tnsurance company to pay directly to the dentist or dental group insurance benefts
otherwise payable to me. I wrderstattd that my dental insurance catrier may pdy less than the actual bill for semices. I agree to be rcsponsible

Jor payment of all services rendered on my behalf or mt' depotdents.

X
Signature of patient (or parentlguardian if minor)

Yes No

Ttr
NT
NT
T!
TN
ntr

TT
fn
nn
T!

tr [
tr tr
nn

trT
nn

Yes No

TT
trT
nn
Ttr

f ) ( )a t ( ) l - l s  Cor l l rnc , r ts

Da,te

Sign(r t l {  r . (


