
^/ Thnnk Vou for selectirtg our dental healthcare team!
-7 We will striae to uroaide uou witli the best possible dentnl care.

7 To help us meet all your dtntal heilthcare needs, ltlense fill aut this form
completely in ink. If youlrnae any questions or need fisiistenie, please ask,ws -

we w{II be hnppy lo help,

Patitnt #

Pntient
Name

Inforrnfrtion
Soc. Sec, #

Date(coNFTDENTTAL)
Birthdate

Address City

Home Plrcne
Statel
Prw.

Emsil Address

Check Appropriate Bax: J Miro,

If Student, Nsme af School /College

Cell Phone

Jsingte JMarried JDiaorced JwidozaeA

City

Jsewvsted' 
Statel
Proa.

-rFull r-Part
l)Time l)Time

Patient's or Parenf's Enntlorlt'r

Business Address Citrl

Work Phone
State/
Prw.

Work PhoneSpouse or Pnrerrt's Nnrne
rNhom Mntl We Thank t'or Re.ferring You?

Enrplorler

Person to Corttnct in Cnse o.f Emergertcy

Name af Persort Resportsible t'ar this Accourtt

Address

Relationship
to Patient

Hame Phone

Driaer's Lictnse # Birthdttte F iln rr c ial I tt stitution

Employer Work Photrc SS#

ls lhis Pertot Currentty n Pntbnt in our Ofli t E y"r ! run
For ytur conueuienre , rue offcr tle lotlozoing m.thods oJ WywDt. Pkasc chc* fhe optiott vou ptcfer. Paymenl h full s, dt qrytnt rcnt,
n crrl, ZPersottnt Chrck Z cr i!Cord 1vs,q f'nortrf.:*a At *i"t to a;*uu ttn offrrb pymnt policy.

Responsible Party

Insurance Int'ormfrtion

Name of Enrytloyer

Address o.i Enryloyt'r

Insurance Contpnny

Ins. Co. Address

How Much isyour Deductible?

Relationship
to Patient 

'
l'fame of Insured

Birthdatt Socinl Security # Date Emplayed

Urtion or Locnl #

Citrl

Work Phone
Statel
Prou.

Itts. Co. Phone
State/
Prao.

Max. Annual Ben$it

ZIPlPost.
Code

Crouyt #

City
How Much Haae You Used?

DO YOU HAVEANY ADDITIONAT INSUR, NCT? [ Y.' f] ruo IF YES, COMPLETE THE FOLLO}VII{G;

Name of lnsured

Birthdate

Relstionship
ta Pntient 

'

Sacial Security # Date Emplayed

Nanre ot' Emplayer Union ar Lacal # WarkPhane
State/
Prou.

PolicullD #
StnteT
Prop.

Address of Employer

Insurance Conryany

lns. Co. Address

Group #

City

City

Horu Much HaaeYau Used?Hor.p Much is your Deductible?

Aaer Please

Max. Annaal Benefit



1 , Are you under medical treatment now?
2. Harte vou eaer been hospitalized for any

surgiial operation or serious illiess wrtthin the lsst 5 years?

P ntient Medicnl History
Physician Oft'ice Phone

If yes, please explain

3. Are you taking any medicatiott(s)
including non-prescription rnedicirrc?
It' yes, whst medicatiott(s) are you taking?

4. Haae you €aer taken Phen-Fen/Redux? . . .

5. Da you use tobscco?
6. Do yau use controlled suhstsnces? . . . .
7, Are you zuearing contact Intses?

8. Do you haue or haue you had nny of the t'olluuiltg?
Yes Nonnnnnn
TNru
uiluuununnnnnnn
t] il

Date of Last Exam

9. Are you nllergic to or lmue yau had any reactiorts
to the falluting?
Local Anesthetics (e.9. Nruacairt) . .
Penicillin or other Antibiotics

Barbiturates
Sedstiues
IoCitte
Aspirin
Any Metnls (e.8, nickel, mercury, efc.) .
Ltrtex Rubher
Other (plense list)

'/,0. Waxrcn AnQ:
s) Are you pregwtnt or thirtk yalt tnny lte pregnant?
b) Are yau nursing? . . .
c) Are you taking oral contraceptiz,esT

Clrcst Psins
Easily Winded
Strake
Hny Feztar I Allergies
Tuhercilosis .. .
Ratlistion Thrrapy
Glaucoms
Recent Weiglt Loss .
L i u e r D i s e n s e , . .
Henrt Trouhle
Re syt ir a t a rtt P r oble ;n s
Mifrnl Volz,e Pralapsc
Cther

Yes No
ntr Yes No
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HH
High Blaod Pressure
Heart Attack
Rluumstic Fezter
Swollen Ankles
Fainting / Seizures
Asthma
Low Blood Pressure
Epilepsy / Conuulsions . . . . . . .
Leukemis
Dinbetes
Kidnry Diseases
AIDS or HIV Infutian .
Th,yroid Prahlem

Hesrt Disuse
Cardiac Pacemaker
Heart Munnur
Angina
Frequently Tired .
Anemia
Enryhyserna . .  .
Cancer
Arthritis

loirtt RryIacement or Imltlant . .
Hepntitis / lnundice
Sexunllv Transnritt ed Disesst
StomachTrouhles I Ulcers . . . .

Pstient Dentnl History
Nsme of Preuious Dentist nnd Location Dnte of Last Exttm

1. Do your gums bleed while brushing or flossing?
2. Are yoar teeth sensitiue to hot or cald liquidslt'oods? . . . . . . .
3. Are your teeth sensitiue ta srueet or sour liquids/foodsl . . . . .
4. Do you feel pain ta any of yaur teethT
5. Do you hazre any sores or lumps ht ar near your mouth? . . . .
6. Have yau hnd arry hmcl, neck or jaw injuries?
7. Haz:e yau euer experienced any of the t'ollowing

problems in your jarn?
CIickingT
Pain (joitrt, esr, side af t'ace)?
Difficulty in opening or ctosing?
Dfficulty in chaoing? . . . .

nn

Authorization {rnd Release
ntr
NT

I certifu thtt I hape read snd understand the obsoe informatio,t to the besl of mv knowledge, The sbove questions hare been lcqtrltelv answered. I
undditnnd IhaI nmtidino inrorre.t inkrmati(m rai he dancerous to nru fipalih. I authdize the defitist tn release anu inforrnotion includins theunderstnnd tltat prouiding incorrect ir{ormation can be dangerous,to nry I autlnlize tlrc dentist to release nny informatiort irrcluding tlrc

Yes No

TTunnnnntnitu
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diasnosis and lhi records"of anv lreolfrenl or exami ation rindered. to nie or mv chiV during the peiod of such Dnlal chre to third parl| paVorc
anllor hmlth practitioneri. I iuthnrize qnd requesl my insurance company io pay directly to lhe deitilt n dmtal group insuritnce- tie-iet'itsantrlm health nrsctitionffi. I Autharize qnd reluesl mu insuratce corwanu io pqv direct[a lo lhe deitiEt or dntnl goup insurance beiefils
otherwise payible to me. I und.erstand thnt my dental iisurnre cmrier inay"pty lesE ttwn tti: actual bill Jor services. I igreti to be raporcibki lor
pqynsnt oJ qll services rcfldered or my behill or my derytfienE.
Y

Si&tature d Wtient (or parart if ninor) .. i

D ct  c t  o r '  s  Cct t  t tnrct  t t  s

Sigtnturc Dnte

Yes No
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