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Minor Single Married Widowed Divorced

Naure Date of Birth SS#

Address City State zip

Home Phone Cell Phone E-mailAddress

Occupation Employer WorkPhone

If Student, Name of SchooVCollege/State

\Whom may we thank for referring you to us?

Name ofnearest relative NOT living with you. Telephone

Do You Speak Engtish? Y.ES NO. If no name of translator that must be prese,nt atALL appoinments.

Telephone.

Insurance Company Name/Address

Insurance Group Nulrlber

Subscribe,rlrlame, & SS Nrmrber ( Person Who HasDsntal Contrpct

I hereby authorize Dr. D'Angelo to release to your company any information irrcluding the diagnosis and the

pcords of any fieatment or examination rendered to me during the period of sueh dental cae. I authorize,and
requestyotrconpanyto paydirecflyto the above named doctorthe amotmtduemeinmypendingclaim fordental
treatment'by reaso:l of such treafinent or services rendered to:
Patient Name
Sigqature of lnsrned Date

Nanne ofper:son financially reqpon$ible fbr this accounl
Relationship Address {if different than above}

DOB of responsible party. SS# of remonsible pry
t @ ps4gpqp that.regeidless:of my iuqffi{rge benefit,,I rn uttimatgly ryqfosible for anypayrnentsdue

Date

PleaseTtrrn Over & CompleteBack r
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Family Doctor Name

List Ar,ry Medications you are currently taking

List furyAllergies you have including latex

CIRCLE YES/NO IF YOU HAVE OR EVER HAD:
HEART DISEASE/SURGERY .............. YES NO

1 PACEMAKER/A}IGINA.........,.]...r.....,.. YES NO
DIABETES ..r.......'r.....r.r......................o.. YES NO
LOVr BLOOD PRESSURE..........,.......WS NO
HIGH BLOOD PRESSURE...O'I"""""..' YES NO
CANCER......TWE ........'r'..........,rr...r..... llES NO
HIV POSITIVE........o......o....o........or.o.o.... YES NO
HEPATffiS AB Ccirclg..r.....l,o..........YES NO
RECENT BLOOD TRAI{SFUSION...... YES .NO

DRUG ADDICTIONIABUSE OO""" "".." YES NO
RHEUMATIC FEVEB .....,.......,..r.......... YES NO
MITML VALVE PROLAPSE...]..o..........YES NO
HEARrW.|.t...o...............,...........YESNo

TI{YROID DISEASE ......o...................... yES NO
STROKE...r.....ot......r..r.r.r.r.oo....ro.o..t.....o.. YES NO

ASTMGPROBLEM.......o..,.o..YES NO
EATINGDISORDERS .,.r..........o............ yES NO
VENEREAL DISEASE ............,,.........o.. yES NO
SINUS PROBLEMS r.......r....oo.o..r........... l.ES NO
usE TOBACCO....................o.........o.o.... yES NO
JOINT REPLACEMENT .....r...r............. reS NO
BIRTH CONTROL..PILLS...PATCH. O" "' \ZES NO
PREGNANTT .....,........oo..r.o................ro.... YES NO
osrEopoRosls .r.ro...............oo.....o....... yES No
CHEMOTHERAPY...,.......r......................YES NO
ffiI22INESS....o...............o......Y8S NO

REQIJtsEAIIITIBIOTICPRIORTODnNteT"TREAII{ENT?.......Neunorewnspnc.........................Y8s NO

OTIIERMEDICAL CONDMONS NOT LISTED

HEATTH HISTORY REVIEWED WITH DOCTOR
Signatwe DATE

Do you have any specific concem$ at this time?
Are you interested in whiterteeth? YES NO
t#ould you like a complete smtle make over: YES NO
Is the,re anything 1ou would like to change ahut your teeth or snile ?

l

I U}IDSRSTAT\TD THAT TIIE
DENIAL CARE IN A SAFE
TRUTHFULLY AhID TO TIIE
STAruS I WLLREPORT TI.

ABOVE INFOW IS
AND MNT W.
BEST OF }Vtr KNOWLEDGE.

I{ECESSARY TN'PROVIDE ME WTTH
I HAVE AhISWERED ALL QIJESTIONS
IF T}IERE IS ACHANGE IN IVfYHEAU$I

Patient Signature
- ': j

Date'
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