We are complimented that you have selected us to provide dental care for you and your family.

Whom may we thank for referring you to our office?

Patient Information

Date Patient's Name

Last First Middls

Address
Street City State Zp
Home Ph. # ( ) Work Ph. # ( ) Soc. Sec. # - - Drivers Lic. #
Birthday /l_____J It patient s a minar, give parent's/guardian’'s name
It patient is a full-time student fill in school name
Name of nearest relative not living with you Relationship
Complete Address Ph. #( )
Emergency Contact Ph. # ( }

Responsible Party Information

Name
Lasi First Middle Marital Status

Residence

Streat City State Zip
Mailing Address

Streat City State Zip
How long at this address Home Ph. # { } Work Ph. # { }
Previous Address (if less than 3 years)

Streal City State Zip
Social Security # Birthdate Relationship to Patient
Employer Occupation No. Years Employed
Employer Address
Spouse’s Name Relationship to Patient

Last First Middie
Employer Occupation No. Years Empioyed
Employer Address
Social Security # Birthdate Work Ph. # ( )
Insurance Information
Insured's Name Insured's Scc. Sec. #
Insurance Company Group No.
Insurance Co. Address Ph. # ( )
is policv connected with your union? Yes __ _ No____ Name of Union PSRRI .. Local No.
Do you have dual coverage? Yes No ___ Ifyes: Please complete the following secondary insurance information.
Insured's Name Insured’s Soc. Sec. #
Insurance Co. Group No. Local No.
insurance Co. Address Ph. #( )
insured's Employer Ph. # ( )
Dental Information

Do your gums bleed when you brush? " Yes — No___
Are your teeth sensitive to heat or cold?  Yes ____ No_ Pressure Yes __ No___ Sweets Yes__ No____
Do you grind or clench your teeth? Yes No
Do you have any fear of dental work? Yes No )
Date of last dental examination What was done at the time?
Former Dentist Name City

How would you describe your current dental problem?

How do you feel about the appearance of your teeth?
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Medical Information

Are you having paln or discomfort at this time? Hree R E e r st re LR A st SE R AR PR PR SRE R0 RES BE AR e R £ R OR OB R O RR OO SE be s e r g mb e nrsn R nen e YES NO
Have you been a patient in the hospital AUANG tNG PASE WO YBAIB? .....cuu..rmuueissesercsssueneissmsnssssnsssssesresemseresssessesesessmesesessossessesseesssseesssesessesns YES NO
Are you now taking any medication or drugs?

If yes, please list:
Have you laken any medication or drugs during the past two years including appetite suppressants - fen- phen (fenluramine & phentermine)

O dextenfluraming or TENMIUTAMBIN? ... e sas st ssssssess b enssseassssasiosatsese seseeserassnssssssassssasesssamsssssosassssenres YES NO
Have you been under the care of a medical doctor during the past two years or since taking any of the appetite suppressants named above? YES NO
Physiclan's Name Ph. #( )
Address ;
Are you sensitive or allergic to any medication OF ANBBINGLCS? ........ccvviuirrerirserisesierssrassssrssessstestentasss et st ssestssssssssessesossesseessnensesesasssmesnsenoss YES NO
If yos, pleasa list:
Indlicate which of the following you have had or have at present. Circle “yes or no" to each item. AllOrgy 10 LBGX ..vooerrnereeeeeennn, YES NO
Heart Fallure ......ovenneeeneernsrnns YES NO  Arificlal Joints (hip, knee, el¢.)......YES NO  Allergy to Metal (Jewelry, etc.) ....YES NO
Hean Disease or Aflack................... YES NO Kidney Trouble ......c.o.coeeeerecvenicrenn YES NO Hepatitis B (serum) ...........ccvevneee YES NO
Angina Pectons.........ceeeccennnnrernnne. YES NO  UICOIS ovvvirrcreieeririmrenrnverernvsessrecanes YES NO  Venereal Disease............ccouue... YES NO
Congenital Heart Disease ............... YES NO  DiableS...ccccourvrerrervenrrecsrenesrins YES NO  ALDS. i YES NO
HAM MUITIUT ..vooueerevvernessresenenssrens YES NO  Thyroid Problems ..............ccooeeeens YES NO  HLV.Positive.....ciinninnnnnn, YES NO
High Blood Pressure ....................... YES NO  GIAUCOMA ..ccvrrvuermmmmmmssssssssmsmmrsssesse NO  Cold Sores/Fever Bristere ...........YES  NO
ANOMOSTIOIOBIS ...........sveeerrresseesens YES NO  CANCEN coovrniverasiemrsereesrssoneerosenenees NO  BIo0d Transtusion ...
Mitral Valve Prolapse ................... YES NO  EMPhYSOMA .....oirooeerrerrereennenn s T
Artificial Heart Valve ...............cccu.... YES NO  Chronic CoUugh ....oceeeerccrirrririreennns NO glr::iln:‘::ellolaease """""""""""
Heart Pacemaker ...........ccocevveennee YES NO  TuberculoSis ...........ccovviveirerieencnens NO Bruise Easily ...............
Hear Surgery ... veiininee YES NO  ASthmMa . NO LIVOT DISOASE woooovoooeossoeooeoreoeooo
Rheumatic Fever ..........cccvevirinens YES NO  Hay Fover ...mcenenionivnionnons NO YOUOW JAUNTICE oo

NO  Allargies or Hives .. NO Epilepsy or Selzures

NO Sinus Trouble ... NO Fainting or Dizzy Spells . .
NO Radiation Therapy ........c..cccercunnvnne YES NO NEIVOUSNOSS «o.cvveveeeeeeeeeeeernesins
NO Chemotherapy ....c.vvceevevvenrcrirenneens YES NO TUMOIS coeeiriniirrreee e svvesaees

NO Hepalitis A (infectious) ..YES NO Developmentally Disabled

8. When you walk up stalrs or take a walk, do you ever have lo stop because of pain In your chest,
shoriness of breath, of DECAUSE YOU 8r'8 VMY UIBAT ..ottt et r e e e s e E e n e bt et et be et et NO
9. Do your anklas Swell dUNG the GAY7 ... i st e e s a e a0 £ e s bbb et ah kbbb ettt b e NO
10. Do you use more than two plllows 10 s188p7? ........c.ccceecvnmrenee. NO
11, Have you lost or gained more than 10 pounds N the PAsL YBAI? .......cceiiiriiriiiieree ittt a e e ettt eir e NO
12. Do you ever wake up from sleep and (81 ShOM OF BrBAINT ...ttt st ne e e an e eecreerae e NO
13, Ar@ YOU ON @ SPOCIAI UIBIT .o.uiiiciiiiiieerietiie ettt bbb o100 b e bt P bR AR B e e e R R b R R s E e eRE SR E b e R e e h et bbbt NO
14. Do you have orhave you had any disease, condition, or problem not listed? NO
Il yes, please list:
| FOR WOMEN ONLY:
Are you pregnant? Q Yes, what month? QO No Are you nursing? O Yes O No Are you taking birth control pills? Ot Yes 1 No

lunderstand the above information is necessary to provide me with dental care in a safe and efficient manner. | have answered all questions truthfully and to
the best of my knowledge.

Palient Signalure Date
CONSENT:
1. The undersigned hereby authorizes doctor to order x-rays, study models, photographs, or any other diagnostic aids deemed appropriate by doctor to

make a thorough diagnosis of the patient's denlal needs.

2. | also authorize doctor to perform all recommended treatment mutually agreed upon by me and to use the appropriate medication and therapy
indicated for such treatment in connection with (name of patient) .l understand that using anesthetic
agenls embodies a cerain risk. Futhermore, | authorize and consent that doclor choose and employ such assistance as deemed fit to provide
recommended treatment.

3 | understand that all responsibility for payment for dental services provided in this office for myseit or my dependents is mine, due and payable
at the time services are rendered uniess other arrangements have been made. In the event payments are not received by the agreed upon
dates, | undarstand that a 1 - 1/2% finance charge (18% APR) may be added to my account, in addition to any collection charges.

4. | understand that where appropriate, credit bureau reports may be obtained

5 | understand thal it is my responsibility to advise your otfice of any changes in the information contained on this form.

Patient Date Witness

Parent or Responsible Party

Retationship to Patient

FOR OFFICE USE: Reviewed by Dr.  _ Date e



