We are pleased 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 = = e
Address

Street City State 2ip
Home Ph. # (__ ) Work Ph. #(___) Soc. Sec. # - - Drivers Lic. #
Bithdate ___/___/____Sex M F If patient is a minor, give parent's/guardian’'s name
Name of nearest relative not living with you Relationship
If patient is a full-time student, fill in school name
School Address Ph.#(__)
Emergency Contact Ph.o#(____)

Responsible Party Information

Name
Last First Middie Marital Status

Soc. Sec. # - - : Birthdate / / Relationship to Patient

Residence St ApE Ty State - Zip

Mailing Address

Street City State Zip

How fong atthisaddress_.___________Home Ph#(__.) WorkPh#(___ )y ____ . Fax#(__)__

Previous Address (if less than 3 years)

Employer Occupation No. Years Employed _____ "~

Employer Address _
Spouse's Name Relationship to Patient

Soc. Sec. # - - Birthdate / / Work Ph.#
Employer ' Occupation No. Years Employed _____

Employer Address

Insurance Information

Insured's Name Insured’s Soc. Sec # Insured'sDOB _________ .

Insurance Company . Group #
Insurance Co. Address _ Ph. #(____)

Is policy connected with your union? Yes __No__ Name of Union Local #

Do you have dual coverage? Yes . No___If yes: Please complete the following secondary insurance information.

Insured’'s Name i Insured's Soc. Sec. # -
Insurance Company S Group # Local #

insurance Co. Address I Pho#( ) .
Insured's Employer PRC# (o)

Dental !nformatibn

Do your gums bieed 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 visit 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

1. Are you having pain or diSCOMIOMt @t thiS HIME?............ccoooviveeeeeeeeeereeer et seseseressrssseseeserssassmesssmrssamssssinsiresaens et n e YES
2. Have you been a patient in the hospital during the 1St tWO YEAIS ...t st e ses st sttt et YES
3. Are you now taking any medication or drugs?...........cccocoverceenns eeteeteeuetaveasoreioresResRsEA e s e A s s ee RS SR e e et e e ane s en et ea e YES
If yes, please list:
4. A. Have you taken any medication or drugs during the last two years?............... X ereesarareasesehbat et e eten R R s REssambet srsssesb s an e s s sasee YES
B. Have you ever taken appetite suppressants - fen-phen (fenluramine & Phentermine) or dexfenfluramine or fenflurameine™................... YES
5. Have you been under the care of a medical doctor during the last two years or since taking any of the appetite suppressants named above? YES
Physician's Name Ph.o#(_—)
Address
6. Are you sensitive or allergic to any medication or @nESREHCS?........cev ittt sb s bt st s s YES
If yes, please list:
7. Indicate which of the following you have had or have at the present. Circle “yes or no” to each item. .
Heart Failure.................... YES NO Artificial Joints (hip, knee, etc)................ YES NO Hepatitis A (infectious) ............ YES
Heart Disease or Attack YES NO Kidney Troubl@.........cccvcvvevnvrrennnrecrnnrinnes YES NO Hepatitis B or C..cccvvvvvenerrrrenrrins YES
Angina Pectoris................. YES NO UICEIS ..o eeeeeeeerreranaes YES NO Venereal 6isease ,,,,,,,,,,,,,,,,,,,,, YES
Congenital Heart Disease YES  NO Diabetes..........cocomvmrevrerns YES NO
Heart Murmur................... NO Thyroid Problems. ..YES NO
High Blood Pressure. NO Glaucoma,..........ccoveeeeeeeeerereeseesseaens .YES NO
Arteriosclerosis........ NO Cancer....... . YES NO
Mitral Valve Prolapse........ YES NO Emphysema YES NO Hemophilia..........ccomereennnnns
Artificial Heart Valve.......... YES NO Chronic Cough.......ociverereeeenn. .YES NO ANEMUR. ... eene
Heart Pacemaker.............. ‘YES NO Tuberculosis YES NO Sickle Cell Disease
Heart Surgery........ccoo....... YES NO ASHME, oot ernveneans YES NO Bruise Easily. .
Rheumatic Fever..... NO Hay Fever YES NO Liver Disease..........ccooevvvveennnnn YES
AITIS ceeeeecrvereenereeeenene NO Allergies or Hives................ocovvcvrrecvenenienen YES NO Yellow Jaundice...........cco....... YES
Rheumatism.............ccoo...... NO Sinus Trouble s YES NO Epilepsy or Seizures................ YES
Cortisone Medicine NO Radiation Therapy ........cococoeceeee. .YES NO Fainting or Dizzy Spells _._...... YES
Drug Addiction ................... NO Chemotherapy., ..., YES NO Nervousness;,
Stroke . NO Developmentally Disabled.. NO TUMOFS..c..oereeeierecreeercreenenenns
Allergy to Latex NO Allergy to Metal (jewelry, etC)..cnnee. YES NO
8. When you walk up stairs or take a walk, do you ever have to stop because of pam in your chest,
shortness of breath, O BECAUSE YOU Ar& VEIY HITBA M. ...ttt et s a s s sa e sasava s an bR s n s s e b b e b b saa st st gt s YES
9. Do your ankles swell during the day?. SO OO RSP .YES
10. DO you USE MOTe than tWo DIIOWS 10 SIBEP?.....co ettt s st saes b s b e s b st s s b s b oA SRR SR e b a bbb et o0 s ens e n e sne RS s YES
11. Have you lost or gained more than ten pounds in the past year?.................... ‘ YES
12. Do you ever wake up from sleep and feel short of breath. eeteeeteetemenestetreraeste st raessrn s s see sttt e b et s et r st s rnre s tenn YES
13. Are you on a special diet? .....cccveeecnieeerncreeneesserine eettturaeresieseseerester e st eEesee e SR s e b R e e e et e eSOt et n RSSO SRS R SRS Rt s n R e et YES
14. Do you have or have you had any disease, condition, or problem not fisted? et arat st er e e seieas YES

if yes, please list:

NO
NO
NO

NO

NO
NO

NO

NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO

NO
NO
NO
NO
NO
NO
NO

FOR WOMEN ONLY:

Are you pregnant? Yes . What month? No___ Are you nursing? Yes __No ___ Are you taking birth control pilis? Yes __No ___

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

Patient Signature Date

CONSENT:
The undersigned hereby authorizes doctor to order x-rays, study moedels, photographs, or any other diagnostic aids deemed appropriate by doctor to

1.

2.

make a thorough diagnosis of the patient’s dental needs.
I also authorize doctor to perform ail recommended treatment mutuaily agreed upon by me and to use the appropriate medication and therapy
indicated for such treatment in connection with (name of patient) . Funderstand that using

anesthetic agents embodies a certain risk. Furthermore, | authorize and consent that doctor 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 myself or my dependents is mine, due and payable at the

time services are rendered unless other arrangements have been made. In the event payments are not received by the agreed upon dates, |
understand that a 1 - 1/2% finance charge (18% APR) may be added to my account, in addition to any collection charges.

4. 1 understand that where appropriate, credit bureau reports may be obtained.

5. I understand that it is my responsibility to advise your office of any changes in the information obtained on this form.
6. | authorize the use of my social security number to file my dental claim.

Patient Date Witness

Parent or Responsible Party Relationship to Patient

FOR OFFICE USE: Reviewed by Dr. i Date:




