Thank you for selecting our dental healthcare team!
We will strive to provide you with the best possible dental care
Te hrlrus meet all dental healthcare needs, please fill out this
completely in ink. If you any questions or need assistance, ask us -

we will be to help.
Patient #
4 " 558/5IN
Patient Information (conFipenTIAL) Dute
Name Birthdate Phone
Address Ciry gﬁ'ﬁ iE
Email Cell Phone
Check Appropriate Boe CiMinor Ul Single U Married CDivorced  [IWidowed [ Sepan -
If Stsacdent, Name of School/College City (1 Time ] Time
Patient or Parent/Guardian’ Emplover ﬁ E}thr
Business Address ! . City E e
Sposse or Paorent/Guardiany Name Employer Work Phone
Whom may we thank for referring vou?
Persom o contact in case of emergency Phone
Responmbl_e: Party A
Name of Person Responsible for this Account : to Paticnt
Address . Home Phone
Email - Cell Phone
Drrivers Licenses Birthdare Financial Institution
Employer . . Work Phone S54/5IN
Is this person currently @ patient inour office? “Yes [ No
For your convenience, we offer the following methods of payment. Please check the option you prefer Payment in full at each appointment.
L] Cash Personal Check Credit Card LIVISA [ MasterCand _ | I wish to discuss the offices payment policy
Insurance Information
Name of Insured ﬁfﬂﬁh'}'
Birthdate SS#/SIN Date Employed
Name of Employer — Union or Locals Work Phone
_ SMatef Fal|

Address of Emplover City Pron .F“(hj
Insurance Company G roups Policy/IDs__
Ins. Co. Address City ﬁ#tﬂ ;gE.
How much is your deductible? How much have you used? Max. annual benefit

DO YOU HAVE ANY ADDITIONAL INSURANCE? [ Yes LINo IF YES, COMPLETE THE FOLLOWING:
Name of Insured i

Birthdare S5a/5IN Date Employed
Name of Employer Union or Locals Nork Phone
Address of Employer City %{g{:{ IF.%' :
Insurance Company roups Policy/TDe

Ins. Co. Address City mﬂ %

How much is your deductible? How much have you used? M. annual benefu
Ower Please



Patient Medical History

Physiclan Office Phone Date of Last Exam
Yez No Yies
1. Are you under medical troatmend rew? ik =11 10. Are you wearing contact lemses? o
2 Have vou ever been hosplalized for any I M}mhuwhﬂnﬂqmﬂuuhw
surgical or sevious illness within the last Syears? . [ [ lﬁdﬂﬂhﬂh&sﬂmﬂ |
1If yes, please explain Pemicillin or any other Antiblogics Ay
o e e S ) Sy PP T 5
4 e you e ahen F PR SRR e ]

3. Have you ever laken Fowma, mmﬂww{mn ey

Other (phearse list)
medications containing bisphosphonates? e - 12 Do you have a persistont cough or throat cloaring not
ﬁfhfjﬂmmmm“m v iated with a lnown illness (kesrng more than § weeks)?
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* b} Are you nursing?
9. Do you have or have you had any of the following? ﬂh:lﬂmwﬂ!mm? ................... ol
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Heart Aok ..........oooverevimcnims
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Patient Dental History

Name of Previous Dentist and Location Date of Last Exam
Wex Mo Yirs

1. Do your gums bleed while brushing or flossing? ... 0 O & Doyou have frequent headaches?.....ooevvcrevcciciens

2. Are your teeth sensitive 1o hot or cold liquidsffoods? ............... [| [ 9 Do you dench or grind your toeth? ..o L]

3. Are your tocth sensitive 1o sweet or sour liquidsfoods?, ..., 10. Do you bite your lips or cheeks frequenthy? . L

4. Do you feel pain to any of vour tecth?.. 11. Have you ever had any difficult extractions
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- Ih}wmﬁyﬂﬂwhnﬁhmﬂmmh? in the pasi? ... L]
6. Have you had any head, neck or jaw mjuries? .. 12 rwmnﬁhdmypuhmpdﬂrdug
7. Have you ever experienced any of the jollowing following extractions? ... = B
problems in your jaw? 13 I'Iuttmhm‘dm-mhn&mkrrm? & X
Chicking ... ' 14. Do you wear dentures or partials? - L1 L[]

Pain (jotnt, cax, side of face) d..-:::.'f_"_l_'ﬁ'_fI._Z'_ﬁ.'ﬁ_'_:ﬁ:f_'_ﬁff_'f__f_
Difficulty in chewing ...

Jiuﬂunﬁauﬁnlandlkmmum

I certify that | have read and understand the above information to the best of my kmowledge. The above questions have been accurately answered
I undersiand Hlﬂpnid:n;lmml information can be dangenous fo my health. T aithon oo the dintisr fo reloase any information including the
mu the records of any treatment or examination rendered to me or my child during the period of such Denial care i ihivd pariy puyors

alth practitioners. | authorize and requed my insurance company Lo pay directly to the dentist or demtal group insurance L1
otherwise payable to me, | wnderstand that my dimtal inwrance carier may pay less than che actual B for services. Tagree to be responsilble
for payment of all services rendered on my behalfl or my dependanis,

X

15. Have you ever received oral hyglone instractions

L] regarding the care of your tecth and gams? ... |
16. Do you Niee your smile? ..o L)
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Signature of patient (or parent/guandian if minor) Date
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