
The benefits of ahappy, healthy smile are immeasurable!
reach and maintain maximum oral health. Please fill out

The better we communicate, the better we can

Our goal is to help you
this form completely.

care for you.

Mi Mr M6 Ms Dr

I Mole ! Femole

Birthdote: -/ -/ _ Age: _ SS#:

Home Address:

Stole Zp

I Diuorced I Widowed I Seporoted

Poger / Cell #:

How long there? - Occupotion:

Where & when ore best times to reoch vou?

Whom moy we lhonk for referring you?

Other fomily members seen oy us:

Previous / Present Dentist:
l reose Llrc '6 i

Lost Visil Dote:

Do you hove o personol physicion?

Dote of lost visil:

under the core of q physicion? l--l Yes ! No

Dentol Coveroge? f Yes

Insuronce Co. Nome:

Primory Insuronce

INo

Insuronce Co. Address:

Insuronce Co. Phone #: (_)

Group # (Plon, Locol or Policy #):

Insured's Nome: Relotion:

lnsu'ed s Birthdote: _/ _, _ Insu"ed! lD #

lnsured's Employer:

Employels Address:

Dentol Coveroge? I

Insuronce Co. Nqme:

Secondory Insurqnce

Yes I No

lnsuronce Co. Address:

Insuronce Co. Phone #: (_J

Group # (Plon, Locol or Policy #):

Insured's Nome: Relotion:

His / Her Nome:

lnsu.ed s Birthdoiei _/ _/ _ Insuredt lD #:

Insured's Employer:

Employer's Address:

Ncighbor or [elalive not living wilh you.

His / Her Nome: Relotion:
Wk#:{_)
Address:

Hm #: {_)

Sioie 71p

Employer:

Ext: SS #:

Birthdote: -/-/- DL #:

Person Responsible for Account:

Wk#: l  I  Ext :

Bill ing Address:

Relotionship: SS #:

DL #:Employer:

Hm #:{_)



You7current physicol heolth is: il Good
Do you smoke or use tobocco in ony other form?

Hove you hod ony metol rods, pins or implonts?

Are you toking ony prescription / overthe-counter or herbol
supplementol drugs?
Pleose list eoch one:

H Fqir il Poor
5Y"r E No
ilYes ENo

EY"r il No

Hove you ever token Fosomox, or ony other bisphosphonote? il Yes E No

Hove you ever token Phen-Fen? E Yes E No

For Women: Are you usinq o prescrihd method of bi*h control? ! Yes n ruo
Are you pregnont? h Y.r - d No Week #:
Areyou nuriing? n-YJtr M

Hove you ever hod ony of the following diseoses or medicol problems
Y N Abnormol Bleedino
Y N Alcohol / Drug AEuse
Y N Anemio

Y N Herpes / Fever Blisters
Y N High Blood Pressure
Y N HIV+/AIDS

Y N Arthritis Y N Hospitolized for Any Reoson
Y N Artificiol Bones / ioints / Volves Y N Kidney Problems
Y N Asihmo Y N LiverDiseose
Y N Blood Tronsfusion
Y N Concer/Chemotheropy
.Y N Colitis
Y N Congenitol Heort Defect
Y N Diobetes
Y N Difficulty Breothing
Y N Emphysemo
Y N Epilepsy
Y N Foinfing Spells
Y N Frequenl Heodoches
Y N Gloucomo
Y N Hoy Fwer
Y N Heorf Aiiock
Y N Heort Murmur
Y N HeoriSurgery
Y N Hemophilio
Y N Hepotitis

Y N Low Blood Pressure
Y N Lupus
Y N Milrol Volve Prolopse
Y N Osleoporosis / Poget! Diseose
Y N Pocemoker
Y N Psychiohic Problems
Y N Rodiotion Treofmenf
Y N Rheumotic / Scorlet Fever
Y N Seizures
Y N Shinqles
Y N Sickl6 Cell Diseose / Trons
Y N Sinus Problems
Y N Stroke
Y N Thyroid Problems
Y N Tuberculosis (TB)
Y N Ulcers
Y N Venereol Diseose

Pleose list ony serious medicol condition(s) thot you hove ever hod:

Are you ollergic to qny of lhe following?

YN
YN

YN
YN
YN

YN
YN
YN

Aspirin
Codeine
Dentol Anesfhefics

Erythromycin
[otex
Penicillin

Tetrocycline
Other

Pleose list ony other drugs/moteriols thot you ore ollergic to:

Why hove you come fo the dentist todoy?

Do you require ontibiotics before dentol treotment? il Y.r ffi No

Are you currenily in poin? E Yes ffi No

Hove you ever hod o serious/ difficult problem

ossocioted with ony previous dentol work?

Hove you ever hod gum treotment?

EY"r i lNo
EYes i lNo

Do you now or hcve you ever experienced poin /
discomforf in your icw ioinr (TMJ / TMD)? il Yes F No

Your current dentol heolth is il Good U Foir il Poor

Doyoulikeyoursmile? i lY i lN Doyourgumseverbleed? ilY EN

How mony times o week do you floss? o doy do you brush?

Type of bristles? U Soft F Medium E Hord

How long do you use o toothbrush before replocing it?

Are your teeth sensitive to heot, cold, or onyhing else?

Hove you lost ony teeth? il Yes il No lf yes, why?

I understond fhol the informotion thot I hove qiven todoy is correct to the besi of
mv knowledqe. I olso understond thot this inf6rmotion *ill b" h"ld in the strictest
confldence oid it ir ry responsibility to inform this office of ony chonges in my
medicol stotus.

Poyment is due in full qr rhe fime of lreqlmenl
unless prior orrongements hove been opproved.

lf this office occepts insuronce, I understond thot I om responsible for poyment
of services rendered ond olso responsible for poyinq ony co-poymenlond
deductibles thot my insuronce does not cover.'l here6y orthoiit6 poyment
directly to the Deniol Office of the qroup insuronce benefits otherwise poyoble
to me.'l understond thot I om resoo-nsible for oll costs of dentol treotment. I
hereby ou-thorize releose of ony informotion,.including the diognosis ond
records ol heotment or exominotion rendered, to my insuronce compony.

Our office is HIPAA Compliont ond is committed to meetinq or exceedinq the
stondords of infection control mondoted bv OSHA, the CDC ond the ADA.

I verbollv reviewed the medicol / denbl informotion obove with he potient nomed herein. Initiols:

I hovereod my medicol history doted

I hove reod my medicol history doted

I hove reod my medicol history doud

TIEDIGA] HISTORY UPDAIE

ond confirmed thof it stoles po$ ond presenl medicol conditions.

ond confirmed thot it slotes po$ ond present medicol condiilons.

ond confirmed thot il sloles post ond present medicol condiilons.

FORftI #DD5.IA6 E'T,IERATDGREETINGS www.informsonline.com @ 2006 lNFORfrlS, lNC. | -80O-722-48U


