Welcome!

GRUNWALD FAMILY DENTISTRY

Please take a few minutes to answer the following questions
SO we can better assist you with your dental needs.

Patient Information

Date Soc. Sec. # Birthdate
Name Home Phone
Last Name First Name Initial
Address Cell Phone
City State Zip E-mail
Sex: [IM []F [CIMinor [1Single [IMarried []Long Term Partner [ |Divorced [ |Widowed [ | Separated
Employer Business Phone
Business Address QOccupation

Who should we thank for referring you?

In case of emergency, who should we contact? Phone

Primary Insurance

Person Responsible for Account

Last Hame FislHama “Trihial
Relationship to Patient Birthdate Soc. Sec. #
Address Home Phone
City State Zip
Responsible Party Employed By Business Phone
Business Address Occupation
Insurance Company
Insurance Company Address
Subscriber I.D. # Group #

Additional Insurance

Insured Name

Last Name First Name Initial
Relationship to Patient Birthdate Soc. Sec. #

Address Home Phone

City State Zip

Insured Employed By Business Phone

Insurance Company

Insurance Company Address

Subscriber |.D. # Group #

Patterson #200057588

PLEASE COMPLETE REVERSE SIDE



Former Dentist Date of Last X-Rays
City, State How Often Do You Floss?
Date of Last Dental Visit How Often Do You Brush?

Yes No Yes No Yes No
Bad Breath ..o, [] [ Orthodontic Treatment........... [J [0 Frequent Headaches ...........ccccevruiununns i g
Bleeding GUMS .....ooooovvevrrecer. [0 g PainAroundEar.........ccceonn.. [1 [ Jaw, Head or Neck Injuries.........ccvunnne. 0
Blisters on Lips or Mouth............ [1 [ Periodontal Treatment............ [0 [0 Jaw Difficulty: Clicking and/or Pain........ | i
Grinding Teeth.............cmmmmne 1 [ Sensitivity to Cold / Hot ......... I o 1 £ - OO
Loose Teeth or Broken Fillings ... [1 [ Sensitivity When Biting ......... a0

Medical History

Physician’s Name Date of Last Visit
Yes No 8. Have you had any allergic reactions to the following:

1. Are you currently under medical treatment?...... [] ] Yes No
2. Have you ever had any serious illnesses Local Anesthetics (eg. novocaine)......... o O

OF OPBIBUONS? v O O Penicillin or other Antibiotics .............. [ I
Please list Sulfa Drugs E] g

; _— Barbiturates (sleeping pills)........cccccueueue.

3. Are y‘ou curr'entl.ytaklng any medication?.......... [] O Sedatwes{pgp) O O
Please list medications VOB s i s A=) [l
4, DO YOU USB tODACCOT....cco.vurmmsuismmsiossassisissssssssses O O LALEX oo g S
5. Doyou use-aleohol? .o Ol Ol 9. (Womer?glr?i;)AraYou
8. DO Yol U8 BIIgETY...iuiummmssnmmsiammm o 0O e < OSSO i R
7. Have you ever been premedicated T e = []

for dental procedures?........c.mvnmmrismssmenne. L1 [ Taking birth control pills?..........ccereree. 1 1

Yes No Yes No Yes No

ACI REMIUX ..ovvvvvvevevreenerieirenrionene O O  Cortisone Treatments.................. 0 O Radiation Treatment............cvee.. Sy S
AIDS/HIV vveonveeresreeenesssnesssenns O T DIabetes.....serrsmrorsasessssasserasssss O O  Shortness of Breath.................... EE
L O O  Emphysema....mmimme 3 T SINUS TIOUDIB 1vvvuvirereniersisensessesssis a o
Arthritis, Rheumatism.................. L) L] Epilansy: s L E  Sloen A c.ssasnsssimissins [ 1
Artificial Heart Valves.................. O O  Fainting or Dizziness...........ccc..... O O SO .cvoiveeeeiresirisrirrismseserissisenns O d
Artificial JOINES .........oveevrerrerereenes Ll O Heart MUrmur...........ccoovveevcenneees O O  Swelling of Feet/Ankes.............. - [
AStMA ....cooevorsrveeessiressssseesesssnens L1 1 Hepatitis-Type  oevvveeeeereenne L1 ] Swollen Neck Glands................. - [l
Bleeding abnormally, HB08. .. oo ) L3 Yol PRObIRs..oumee o U
with extractions or surgery.......... O O High Blood Pressure......wee [ [0 TONSHIS ..ccovuevivasnrcessssesmmasiniianes 1 [
BIOOT DISBASE...vicossisssssassisssssssiss R T, . S ) i N, 7. S——— I
(0711 O O O  Kidney Disease .......coeewwvvveeewe. 1 L1 Tumor or growth on head/neck .. [1 [
Chemical Dependency ............... O O  Latex Sensitivity.........ccooovvrverernnes O O Uleer...enmsmesissessssesssnssssareens = L
ChemOtherapy .........cwssessecrseens O O  Liver Disease........ueeeeremneeneee. 1 L1 Venereal Disease .......ccoouvevervenere 1 O
COBIBIIRE] «ocramismmiosnses 0 [ R 71TV VEE T e N (" CRSR—— I
Chronic Fatigue Syndrome......... (I -7 ——— W
Circulatory Problems .......ccovuve. L O Psychiatric Care......ccoovvvvienr. 1 L

Authorization & Release

| certify that | have read and understand the above information to the best of my knowledge. The above questions have been
accurately answered. | understand that providing incorrect information can be dangerous to my health. | authorize the dentist to
release any information including the diagnosis and the records of any treatment or examination rendered to me or my child during
the period of such Dental care to third party payors and/or health practitioners. | authorize and request my insurance company to
pay directly to the dentist or dental group insurance benefits otherwise payable to me. | understand that my dental insurance carrier
may pay less than the actual bill for services. | agree to be responsible for payment of all services rendered on my behalf or my
dependents. | authorize Dr. Grunwald and her staff to provide dental care to myself and/or my minor child.

Signature of Responsible Party Date




