Dental Smiles

Name: Date:

Social Security #: Home Phone:

Birth date: Celi Phone:
Residence Address:

City: State/ Zip:

Employed By: Business Phone/EXT:

Address of Employment:

Name of Spouse: Birth Date:

Spouse’s Social Security #: Spouse Employed By:

Whom May We Thank For Referring You?

Who is Financially Responsibie for This Account?

FINANCIAL AGREEMENTS:
| hereby choose one of the following methods of payment for my dental care and the care of any immediate family members.

1. | have no dental insurance.
| elect to pay cash , theck , or credit card on all visits as treatment progresses.
____On extensive treatment, financial arrangements can be established.

2. | have dental insurance,
_Jelect to pay on all visits as stated in above and will have my insurance company reimburse me,

On extensive treatment, | elect to participate in financial arrangements coordinating insurance coverage and out-of-
pocket expenses.

Your Dental Insurance Company: Tel #:

insurance Address:

Group/ Employer: Group #:

5pouse’s Dental Insurance Company: Tel #:

Insurance Address:

Group/ Employer: Group #

Authorization to release information:

| nereby authorize the above named dentist{s) to provide any insurance company(s), claim administrator(s), and consulting heaith care professionals,

information cancerning health cara, advice, treatment, or supplies provided. This information will be used exclusively for the purpose of evaluating and
administering clalms for benefits.

| herehy agree to pay finante charges on any balance over 60 days, | heraby authorize the office of Dental Smiles to run a credit report if necessary.

Patient or Authorized Guardian Signature Date



MEDICAL HISTORY

PATIENT NAME

Birth Date

Adthough danté# personnel primarily treat the area in and around yaur mouth, your mouth is a part of your entire body, Health problems that you may
* have, or medication that you may be taking, could have an important interrelationship with the dentistry you will raceive. Thank you for answering the

teliovﬂng qﬂaslmns

Are you under a physician's care now? () Yes O No
Have you ever been hospitatized or had a major operatien? () Yes (O No
Have you ever had a serious head or neck injury? () Yes () No
Are you taking any medieations, pills, or drugs? () Yes () No
B0 you take, or have yau laken, Phen-Fen or Redux? () Yes () No
Ata you on a special diet? () Yes () No
Do you use tobacea? () Yes () No
Do you use controlled substames? O Yes O No
Women: Areyou -
 Pregnant/Trying to ga{ pregnant‘?o ‘:’esO Na
A:e you allergbc to any of the foisowing?

ij Acrylic

Tahing nral wﬁracapﬁves?() Yes Q No

if yas, please explain:

If yas, pleass expliain:

if yos, please explain:

it yos, ploase sxplain;

{1 Latex

Nursing? (O Yes() No

7] Local Anesthetics

[} Aspirin  [] penicitin (| Codeine ['_'_} Metal
[T other 1f yes, please expiain:
3o you hava, or have you tad, any of the following? : mr B8 g u
. ADS/HIV Positive () Yes() No | Cortisone Medicine ) Yes (D) No | Hemophiia O Yes (O No | Renal Diaiysis O Yes () No
" Alzheimer's Disease () Yes() No | Diabetes () Yes (O No | Hepatitis A () Yes(O) No | Rheumatic Fever () Yes (D) No
* Anaphylaxis O ves(O) No | Onug Addiction O Yes{) No | HepattisBore (O Yes(D No | Rheumatism () ves (O No
Anemia (O ves() No ] Easlly Winded (3 Yes () No | Herpos () ves (O No | Scaret Faver () yos () No |
" Anging () Yes (D) No | Emphysema O Yer () No | High Blooa Pressure () Yes{) No | Shingles Yes () No |
* Arthritis/Gout O Yas() Ne | Epllepsy or Seizures () Yﬂg No | Hives or Rash Yes (O No | Sickle Cell Disaase Q) Yes () No !
| Arificial Heart Valve (O Yes() No | Excessive Bleeding (O Yas (O No | Hypogiyeemia Yes () No | Sinus Trouble ) ves() No
Artificial Joint () Yes( ) No | Excessive Thirst O Yes () No | Iwegular Heartbeat () Yes (D) No | Spina Bifida O Yes O No
Asitima () Yes() No | Faintng Spelis/Dizziness() Yes () No | KidneyProbiems (O Yes{) No | Stomaci/intestinal Disease () Yes (O No -
© Blood Disense O Yes () No | Frequent Cough (O Yes () Na | Leukemia O Yes () No | Suoke {J Yea () No |
© Blood Transfusion ) Yes(D) No | Frequent Diarthea € Yes () No | Liver Disease O ves () No | Swelling of Limbs (O Yes{) No :
© Breathing Problem O Yes(O) No | Frequent Headaches () Yas () No | Low Blood Pressure () Yes() Na | Thyroid Dissase ) Yes (") Ne
Brulse Easlly () Yes(D No | Gental Herpes I Yes(O No | tung Disense ) Yea O o | Tonsililis (7 Yes( ) No
" Cancer () Yes () No | Glaueoma é Yes () No | Mitrat Valve Prolapse() Yes (D) No | Tuberculoais () Yas(O No |
Chemotherapy () Yes(() No | Hay Faver () ves() No | PaininJdawdoints () Yes(D No | Tumors or Growihs ) Yes() No |
" Chest Paina () Yes() No | HesrtAtaewFalure () Yes () No | Parathyroid Diseasa () Yes() No | Uleers () Yas () No !
Cold Sores/Fever Bilsters () Yes( ) No | Hear Murmur O vesQ No | Poyediatic Care () Yes (D) No | Venerssl Disease (O ves(O No
Congenital Heart Disorder( ) Yes()) No | Heart Pace Maker {) Yes(O) No | Radiation Treatments() Yes () No | Yeliow Jaundice OvYes(ONo
Convulsions (O Yes(O) Ne | Heart Trouble/Diseass () Yes () No | Recent Weight Loss () Yus () No

Have you ever had any serious itiness nof fisted abova? () Yes () No if yes, please explaln:

Comments:

- To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorract information can be

dangerous to my (o1 patient's) health, i is my respansibility to infarm the dental office of any changes in medical status.

DATE

. SIGNATURE OF PATIE NT, PARENT, or GUARDIAN



NEW PATIENT DENTAL HISTORY

How can we heip you?

When was your last Dental visit?

Was there any dental treatment recommended that was not completed?

How often did you visit the Dentist in the past?

Were x-rays taken

Previous Dentist name, address, tel#

How often do you brush your teeth?
Are you now in any dental discomfort?

Floss your teeth?

Have you had any prior dental experiences that have been unpleasant?

YES NO

DO YOUR GUMS BLEED WHILE BRUSHING OR
FLOSSING?

YES NQ

ARE YOU HAVING ANY PROBLEMS WITH
SNORING?

~ ARE YOUR TEETH SENSITIVE TO HOT OR COLD
LIQUIDS/FOODS OR SWEETS?

HAVE YOU EVER HAD PERIODONTAL
TREATMENT? (GUMS)

“ARE YOU AWARE OF ANY SORES OR LUMPS IN OR
NEAR YOUR MOUTH?

HAS THERE BEEN ANY LOSSENING OF YOUR
TEETH?

DO YOU FEEL PAIN IN ANY OF YOUR TEETH?

DOES FOOD TEND TO BECOME CAUGHT
BETWEEN YQUR TEETH?

HAVE YOU HAD ANY HEAD NECK OR JAW INJURIES

HAVE YOU MAD ORTHODONTIC TREATMENT/
BRACES?

DO YOU CLENCH OR GRIND YOUR TEETH?

EVER WORN A BITE PLATE OR OTHER APPLIANCE

HAVE YOU EVER EXPERIENCED ANY OF THE
FOLLOWING PROBLEMS IN YOUR JAW?

HAVE YOU EVER HAD ANY PROLONGED
BLEEDING FOLLOWING EXTRACTIONS?

Clicking or popping whilé chewing?
Pain {Joint, ear, side of face)?

DO YOU WEAR DENTURES OR PARTIALS? IF YES,
DATE OF PLACEMENY____

Difficulty in chewing?
Difficulty in opaning or closing?

HAVE YOU EVER RECEIVED ORAL HYGIENE
INSTRUCTIONS REGARDING THE CARE OF YOUR
TEETH AND GUMS?

DO YOU HAVE FREQUENT HEADACHES?

DO YOU LIKE YOUR SMILE?

if you could change anything about your SMILE, what would that be?

AUTHORIZATION AND 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.

t 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

:ﬁngﬂ. Bllét. F OSR SERVICES. | AGREE TO BE RESPONSIBLE FOR PAYMENT OF ALL SERVICES RENDERED ON MY BEHALF OR
PENDENTS.

SIGNATURE OF PATIENT OR PARENT IF MINOR DATE

DOCTOR"S COMMENTS

SIGNATURE DATE
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