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Welcome
1 PATIENT INFORMATION 2 DENTAL INSURANCE

Date: Primary Insurance
§5/HOC/ Patient 1D # Dental Coveroge? 13 Yes (3 No
Patient Name: Insurance (o, Nome:
Lost Home Insurance Co. Address:
First Home Middla Tnifial Insurance Co. Phone #: | )
Address: Group # (Plan, Local or Policy#)
(ity: Insured’s Nome: Relation:
State Iip Insured's Birthdote:_ /_ / Insured's ID #
Sex OMOFAge Insured's Employer:
;l:- Birthdoy: Employer’s Address:

I Married 0 Widowed 1 Single 3 Minor
s () Seporated (3 Divorced 1 Partenered for years

E Oceupation: Secondary Insurance
: _' Potient Employer/School: Dental Coveroge? a¥es (1 No

q 5 Employer/School Address: Insurance Co. Name:

- Insurance Co. Address:
Employer,/School Phone: () Insurance Co. Phone #:(__ )
Spouse's Nome: Group # (Plan, Local or Policy#)
Birthdate: Insured's Nome: Relution:
S5t Insured’s Birthdate:__+ /  /  Insured's ID #
Spouse’s Employer: Insured's Employer:
Whom may we thank for referring you? Employer's Address:

"3 PHONE NUMBERS

Home: ] Work: ( ) Ext. Cell Phone: (____)

Spouse’s Work: () Best time and place to reach you:

IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household.)

Nome: Relationship

Home Phone: { } Work Phone: ( )

ﬁ DA H5TORY Chew on one side of mouth dYes N0 Mouth breathing QYes N

il s o

R o ¥y (igarette, pipe or cigor smoking 3 Yes (I No . Mouth puh*lhrusling QYes QMo

Former Dentis Clicking or popping jow dYes N0 Orthodontic Ireatment Yes No

Giy/Stte Dry mouth JYes No  Poin around ear QYes No

S Fingernail biting _I Yes Mo Periodontol treatment QYes No

Dote of st dental Yrays Fm{ mllac‘ﬁnn between the teeth 1 Yes Fjl No  Sensifivity o cold QYes Mo

Plote.o mark on “yos” or "no” fo indicate f you Foreign objects .:l Yes (1 No Swiliuil:.r to heat QYes CNo

have had any of the following: Grinding teeth JdYes [ No  Sensitivity fo sweets Y dNo

Bod Breath CiYes CaMo  Gums swollen or tender dYes dNo  Sensitivity when bifing QYes Mo

Bleeding gums OYes iNo Jow pain or firedness AYes [ No  Sores or growths in your mouth 1Yes 1 ho

Blisters on lips or mouth QiYes Mo Lipor cheek biting JdYes Mo How often do you floss?

Burning sensafion on fongue ~~ 3Yes I Mo  Loose feeth of broken fillings ~ 1Yes Mo How often do you brush?
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™S HEALTH HISTORY
Fhysicion’s Nome: Date of last visit;
Have you ever taken any of the group of drugs collectively referred fo os “fen-phen?” These indude combinations o lonimin, Adipex, fastin (brand name of

phentermine). Pondimin (fenfluromine) and Redux (dexfenfluramine).  1%es L1 No
Hove you ever taken Fosomax, or any other bisphosphonate?

i o "

Place o mark on "yes

AIDS/HIV

Anemin

Arthritis, Rheomalism

Artificial Heart Valves

Artificial Joints

hsthma

Bock Problems

Bleeding abnormally, with
exiractions or surgery

Blood Disense

Cancer

Chemical Dependency

Chematherapy

Girculatory Problems

Congenital Heart Lesions

Cortisone Treatments

Chest Pains

Cough, present or bloody

Diahetes

Women:

Are you pregnani?

0 No
1 Mo
0 No
O Mo
0 No
0 Mo
0 No

0 Yes
O Yes
O Yes
0 Yes
0 Yes
O Yes
0 Yes

Emphysema

Epilepsy

Fainting or Dizziness
Glovcoma
Headaches

Heart Murmur

Heart Problems

0 Yes
0 Yes
O Yes
1 Yes
1 Yes
O Yes
1 Yes
0 Yes
£ Yes
I Yes
O Yes

0 No
0 No
O No
O No
0 No
O No
O No
O No
O No
O No
O Ho

Herpes

High Blood Pressure
Joundice

Jow Pain

Kidney Disense
Liver Dieose

Low Blood Pressure
Mitral Valve Proplapse
Nervous Problems
Pace Maker
Psychiatric Care

OYs OHo Due date

Hepatitis Type

aYes Mo
or “no” to indicate if you have had any of the following:

Rodiation Treatment

Respirotory Disense

Rheumatic Fever

Searlet Fever

Shariness of Breath

Sinus Trouble

Skin Rash

Special Diet

Stroke

Swollen Feet or Ankles

Swollen Neck Glands

Thyroid Problems

Tonsillitis

Tuberculosis

Tumor or growth on heod
or neck -

Uleer

Venerol Disease

Weight Loss, unexplained

1 Yes
0 Yes
0 Yes
0 Yes
O Yes
[ Yes
O Yes
0 Yes
0 Yes
0 Yes
0O Yes
O Yes
0 Yes
0 Yes
0 Yes
1 Yes
O Yes
0 Yes
1 Yes

Are you nursing?

Taking birth control pills? CYes CMNo

MEDICATIONS

List any medications you are currently taking and the correlating
dingnosis:

Phormacy Name:
Phone: ( )

ALLERGIES

1 Local Anesthetic
L1 Penicillin

(2 Sulfa

(3 Other

I Latex a

21 Aspirin

1 Barbiturates (Sleeping Pills)
1 Codeine

J lodine

| understand thot the information that | have given foday is corredt 1o the best
of my knowledge. | also understand thot this information will be held in the
strictest confidence and it is my responsibility to inform this office of any
charges in mry medicol status.

Signature

Payment is due in full at the time of treatment
unless prior arrangements have been approved,

IF this office occepts insurance, | understant that | am responsible for payment of
services rendered ond olso responsible for paying any co-payment ond deductibles
that my insuronce does not coves. | hereby authorize poyment directly to the Dental
(Office of the group insuronce benefits otherwise payable to me, | understand theat |
am responsible for oll costs of dentol treatment. | hereby authorize release of any
information, including the diagnosis and records of trentmen! or exominafion ren-
dered, fo my insurance compony.

Signabure of Patient or Guordian Dot
Our office is HIPPA Compliant and committed to meeting or exceeding the standards
of infection control mandated by OSHA, the (DC and the ADA,

OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY
| verbally reviewed the medicol /dental information chove with the patient and hersin,

Initials: Date:




