
Thanh you Jor selecting our dental healthcare team!

We will stnve to provide you with the best possible dattal
care. Tohelp us meet allyour dentalhealthcare needs, please

fll out thisform completely in inh.IJyouhave any questions

or need assistance, please ask us - we will be happy to help.

Patient # 

-

ss#/sN
Pattent Informattorr (CONFIDENTIAL) Date 

-

Name Bit'thdate

Address City

Email Cell Phone

ChechAppropinteBox: l)Minor Zsinglr- ZMamed ZDivorced Zwidowed tr
IJ Sntnent, Name oJ SchooUCollege 

- 

Ciry 

-

Patient or Parentl Gusrdnn's Empkn er

Business Address City

Spouse or Parentl Guardan's N ame 

- 

Employ er

Whom may we thanhJor referingyou?

Person to contact in case of anergenq

Full
l__J llme tr

Pdrt
Time

WorhPhone-Stntd Zio/Prw. P'C. 

-
WorhPhone

Phone

Party

Address HomePhone

Name Person Responsible for this ,\ccount
Relationshin
to Patieat t

Worh Phone

FiSt?,_xV _

Email Cell Phone

Diver's Birthdate Financial

Emplayer WorhPhone S5#/5IN

Is this person currently a patiant in our ffice? E Yes I Hlo

For your cowenience , we offer the followtng methods of payment. Pleae chech the option you prefu Pryment in full at earh appointmert .

Cash Personal Chech Credit Card tr WSa Z MasterCard tr t wish to discuss the ofice's pryment poliq.
Discwer T AMEXtrInsurance Informatton

Name of Insured

Birthdate _SS#/SIN Date Employed

Name oJ Employer [Jnion or

Address oJEmployer

Insurance Compa'ny

Ciry

Group#

Ins. Co. Address Cftv

How much is your deductible? 

-.How 

much have you used? _ Max. annual

DOYOU LIAVEANYADDITIONALINSURANCE? I)YCS EXO TFYES COMPIETETHEFOILOWNG:

Name of Insured

Birthdate S5#/5IN Date Employed

Name of Employer I|nion or

Group*

Worh Phone

t3i:'_1( _
Polic.'t/ID#fr.t+('_R_

Address of Employer

lnsurance Company

Ins. Co. Address City _
How much b your deductible? 

-How 

much have you used? _
Over Please

Max. annualbenefit

t
;

t
;

Phone

to

to

CitJ



P ati ent M e di c al Hi s tory
Physician

1 . Are you under medical treatment now?

2. Haw you uer been hospitalized Jor arry

surgial operation or rho* illness wrihin the last 5 years?........ . tr
If yes, please uplain

3. Areyou tahingany medication(s)

including non-presciption medicine?...............

Ifyes, what medication(s) are you tahing?

tr

4. Haw you ever tahen Fen-Phen/Redru? ..........

5 . Have you er,u tnhen Fosamax, Boniva, Actonel or any cancer

medications containingbisphosphonates? .....

6. Do you use tobacco? .....

7. Do you use controlled substances?......

8. Do you have or harte you had any oJ the following?
Yes No

BIood Pressure..

Date of Last Exam

9 . Are you weanng contact lenses?

10. fue youanerglc a w'lw,eyt'tuil rrry Mus n *vfdcwing?
Local Anesthetics (e.g. No",ocain) ....... . .

Peaicillin or any other Antibiotics
Sult'aDrugs
Barbiturates
Sedatives
lodine...........
Aspiin..........
Any Metals (e. g. nichel, mercury, etc.) .. .. .. ., .. .... .... -.

Latu.Rubber..
Othu (please list)

Ot'Jice Phone
Yes Notrtr
trtr

No

tr
Yes

tr

tr
tr
tr

tr
..tr

.... tr

tr
tr tr

tr
tr
tr
tr
tr
tr
D

tr
tr
tr
tr
No

tr
tr
tr
tr
tr
tr
tr
u
tr
tr
tr
tr
l

No
tr
tr
tr

tr
tr
tr
tr

tr
n

n
tr
tr
tr
tr
f
tr
n
tr
tr
tr
tr
tr

Yes

tr

11 . Doyouhave a pststent cough or thrmt deaingrwt
*svxtmtwtthil*o"rn in',it Qastingmore thd 3 weehs)?..... Z

12.Womea Onlv:
a) Areyou prrgnont or thinhyou may be pregnant?........ E
b) Areyou nuising?................... tr
c) Are you tahing"oral contracepti'tes? tr

Yes No Yes

High

Arthitis..

Osteoporosis.......

tr
tr

Chest Patns.....

WindedHeart Attach

Leuhemta
Diabetes.. J oint Replacement or Implant........

Hepatitis / laundice........
Sexually Transmitted Disease .......

Stomach Troubles / U\cers.......... ..

Easily
Strohe
H ay Fever / Allergies .......................

Tuberculosis

Radiation Therapy............

Glaucoma
Recent Weight Loss .............,

Liver Disease.. .............

Heart Trouble ..

Respiratory Problems

Mitral Valve Prolapse ...................
Other

Patient Dental History
NameofPreviousDentistandLoc4tion-DateofLastF.xam

T.Doyour gumsbleedwhilebrushingorflossing?...... tr tr S.DoyouhawJrequentheadaches?...... tr
2.Areyourteethsensitivetohotorcitdliquids/fuods?.................trtr9.Doyouctenihorgnnayourteeth?......n
3.Areyourteethsensitivetosweetorsourliquids/foods?............. tr tr N.Doyoubiteyourfipsoicheehsfrequently?.... . .tr
4. Do you feel pain to any oJ your teeth?.......................... tr tr 11. Haie you ever had'any dfficuti exiractions
5. Do you-havi any sores oi lu*pt in or near your mouth?.......... tr tr in thi past? ................-............. t]
6. Hate you had any head, nech or jaw injunes? ..... I tr 12. Have you ever had any prolonged bleeding
7. Have you uer expeienced any of the Jollowing Jollowing extractionsi.... tr

problems in yoir jaw? L3.-Ha,te you had any orthodontic treatment? tr

Pain Qiint, ear, side oJJace)............. tr tr tJyLs, date oJ placement
Diffculty in opening ir- closing......... tr tr 15. H-ave you evii received oral hygiene instructions
oijJxutiy in chewiig....... tr tr regardingthe care ot'your teiti and gums? tr

luihonzation dnd Release 16 Dovouih'vou"*ite? "" "" tr

I certify that I have read and understand the above information to the best of mv hnowledse. The aboye auestions have been accurately answered.
I undiTstand that providingincorrect information cai be dangerous to my hZalih. t authoiize the dentisi to release any information iicludingthe
diasnosis and theiecords of any treatment or examination rendered to me or mv child durins the oeriod of such Denial iare to third DarN Dayors
an[/or health practitioners-. I authorize and request my insurance company to iay directly tithe dentist or dental group insurance bdnefiis' '
o_therwise payqbl,e to me. I understand that my'dental-insurance carridr niay pay-less thah the actual billJor servicZs. l'agree to be respdnsible
Jor paymeht-oJ all services rendered on my behalf or my dependents.

x
Signature oJ patient (or parent/guardian if minor) Date

Doctor's Commen

Signature Date

Panerson 1-800 637 I 14O #702815S

tr


