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WELCOMTI

=d to welcome you to our practice. Please take a few minutes to fill out
ompletely as you can. If you have guestions we'll be glad to help you.
k forward to working with you in maintaining your dental health.

TATIENT INTORMATION

Patient Emplayed by

Name : Scc. Sec. #
Last Nahe First Name initial
Address
City State Zip Home Phone
Cell Phone Email
Sex UM QAF Age Binthdate Q Single O Married O Widowed O Separated O Divorced

Occupalicn

Businass Address

Business Phone

Business Email

Whom may we thank for

Cell Phone

e
Notify in case of emergegic

ferring
V

ou?

Home Phone

Email

Business Phone

Person Responsible for A

()

TRIMARY INSURANCE

ount

Last Name First Nama Initial

Relation to Patient Birthdate Soc. Sec. ¥
Address (if different from |paiient) Home Phane
City State Zip
Celi Phone Email
Person Responsible Employed by Occupation
Business Address Business Phone
Busingss Email
Irsurance Company Phone
Insurance Email
Contract # Group # Subscriber #
Name of other dependents &nder this plan

ADDITIONAL INSURANCT
Is patient covered by addiliohal insurance? QYes O No
Subscriber Name Relation to Patient Birthdate
Address {if diffarent from palient) Soc. Sec. #
City State Zip Home Phone
Cell Phone Email

Subscriber Employed by

Business Phone

Business Ermnail

Insurance Company

Phone

Insurance Email

Contract #

Group # Subscriber #

Name of other dependents

L

nder this plan

Please complete hoth sides.
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DINTAL UISTORY

What would you like us fo o today? Are you in dental discomfort today?

Former Dentist Address.

Dentist's Email Phone

Data of Iast dental cara Date of last x-rays

Check { v ) ves or ne if jou have had problems with any of the following: -

QY 2 N Bad breath QY N Feod collection between leeth Q'Y (O N Pericdontal treatment Y Q N Sensitivity to sweets

QY 2 N Bleeding gums QY O N Grinding or clenching testh 'Y 0N Sensitivity 1o cold Y O N Sensitivity when biting
QY I N Clicking or popping |aw 1Y O N Loose testh or broken fillings 0¥ O N Sensitivity 1o hot QY O N Sores or growths in mauth
How often do you brushp Floss?

How do you feel about thelappearance of your teeth?
Have you ever experierjcgd an gdverse reaclion during cr in conjunction with a medical or dental procedure? QY ON
Other information about jyqur dental health or previous treatment

MEDICAL HISTORY

Physician’s name Phone d

Date of last visit Have you had any serious linesses or operations? 1Y QAN

If yes, describe

Are you currently under physician|care? 1Y QON If yes, describe

Have you ever had a bigod transfusion? OY QN If yes, give approximate dates
Have yau ever taken Fep-Rhern/Redux? [y QN

Have you ever used a bigphosphonate medication? Brand names include Fosamax, Aclonel, Atelvia, Didronel and Boniva. 1Y QN
Woman: Are you pregnantf QY| QN Mursing? QY 0N  Taking birth control pills? OY QN
Check ( v ) yes or no whether you have had any of the following:

ay d N AIDSHIV Positivg ayY ON Cough, persistent QY ON Jaw pain QY ON Shingles

ay JN Anaphylaxis QY AN Cough up blood ay ON Kidney dissase or QY ON Shortness of breath

QY 2N Anemia 0Y O N Digbstes malfunction OY QN Skin rash

Y JN Arthritis, Rheurpatism Y QN Epilepsy QY N Liver disease &Y ON Spina Bifida

AY JN Arificial heart dalfes  [Q¥ TN Fainting QY JN f\lﬂ'dtte“al a"lerme? : QY ON Stroke

Y IN Artificial joints QY QN Food allergies (cr?eﬁc;ﬁ? MUY UN Surgical implant

Y JN Asthma aY AN Glaucema QY ON Mival valve prolapse ay ON Swelling of feet

Y ON Atopic (allergy prane} QY I N Headaches Y ON Narous prosiems ar anlfles‘

1Y JN Back problems Y JN Heart murmur JY ON P aker/ QY LN Thyroid diseass or

) ) acemacer malfunction

Y JN Blood disease ay :l N Heart problems Hear! surgery OY ON Tob habit

QY 3N Cancer Describe — JY QN Psychiatric care Y ON T° a.‘lﬁ’ o

QY IN Chemical depsiddrey ~2Y /N Hemophilia? QY 0N Rapid weight gain or loss onstite
Abnormal bleeding o AY ON Tuberculosis

QY LN Chemotherapy aY ION Herpes LY ON Radiation treatment Y ON Ulcer/Calitis

0y O N Circulatory protflems OY O N Respiratory disease ‘

Y JdN Hepatilis
Y JN High blood pressure

Is patient currently taking dny medications? If yes, list all: Does patient have drug allergies? If yes, list all:

AY JN Venersal disease

Y O N Corfisone treatgnts QY ON Rheumatic/Scarlet fever

AUTTIORIZATION

| have reviewed the infornation on this questionnaire, and it is accurate to the best of my knowledge. | understand that this information
will be used by the dentistifeihelp determine appropriate and healthful dental treatment. If thera is any change in my medical status, | will inform
the dentist.

1 authorize the insurancelcgmpany|indicated on this form to pay to the dentist all insurance henefits otherwise payahie to me for services
rendered. | authorize the Jsg of this signature on all insurance submissions.

| authorize the dentist o releasq all information necessary to secure the payment of benefits. | understand that | am financially
responsible for all chargeg whether or nct paid by insurance.

Signature Dale

Payment is due in full al time of treatment, unless prior arrangemenis have been approved.
©SmartPractice® Al rights reservg #FM-0118 R1
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(800} 243-4675

ROBERT WEST, D.D.S.
DENISE VEYVODA, M. A., D.D.
123 SOUTH STREET, SUITE 105-"

Wmm1
SECTION A: The Patient. i 2-5730
Namez\l
f\
Address:\J
Telephone:\l[ E-mail \/

Patient Number:

SECTION B: Acknowledgems

\ /

nt of

Social {zunty Number: /\\/

Receipt of Privacy Practices Notice.

, acknowledge that | have received a Notice of

Prwacy ctices from the 3

Signature: \/

bove-na

med practice.

AV,

If a personal representative
Personal Representative’s B

Helationship to Individual:

signs th

damae’

§ authorization on behalf of the individyal, complete the foliowing:

SECTION C: Good Faith Effg

Describe your goed faith eff

ttoQ

bt to ob

btain Acknowledgement of Receipt.

tain the individual’s signature on this form:

Describe the reason why the i

ndividual

wauld not sign this form:

SIGNATURE.

| attest that the above information is correct.

Signature: Date:
Print name: Title:
Include this acknowiedgement of repeipt in the individuaf's records.

ACKN(
o

Form: No. T303HA
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€ Michael Best & Friedrel. LLC
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