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Today's Date:
E-Mail Address:

LCOME &8

The benefits of a happy, healthy smile are immeasurable! Our goal is to help you
reach and maintain maximum oral health. Please fill out this form completely.
The better we communicate, the better we can care for you.
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Primary Insurance

Dental Coverage? [ Yes [ No

Name:

Insurance Co. Name:

1 prefer fo be called
Bihdote: __/__/_ Age:___ SS:

Home Address:

Male [ Female

Insurance Co. Address:
Insurance Co. Phone #:

Group # (Plan, Local or Policy #):

Insured’s Name: Relation:

e

Insueds Binhote: __ nsoreds ID #

ISingle [Married [ Divorced

[ Widowed [ Separated

Insured’s Employer:

Employer's Address:

Secondary Insurance

Dental Coverage? [Yes [INo

Insurance Co. Name:

Hm #: ). Pager / Cell #

Wk # ) xS
~ Employer:

Employer's Address:

How long there? Occupation

Where & when are best times fo reach you?
Whom may we Thonk for referring you?

Other fomily members seen by us:

Previous / Present Dentist:

Lost Visit Date:

insurance Co. Address:
Insurance Co. Phone #: |
Group # (Plan, Local or Policy #):

Insured’s Name: . Relation:
Insured' Brhte: __/

Insured's Employer:

/___ Insured’s ID #:

Employer’s Address:

His / Her Name:

Neighbor or Relative not living with you.
His / Her Name:
W ). Hm #
Address:

Relafion:

Employer

Wk #: ). Ext SS #:

Birthdate: [ DL #:

Person Responsible for Account:

Do you have a personal physician? Yes EINo
Physician’s Name:

Wk #: ) (Eod: e Him e (S ) Phone #: Date of last visit
Billing Address: Are you currently under the core of a physicion? [ Yes [INo
Relafionship: S5 #: Please explain:

Employer: DL #




Your current physical health is:

DGood [IFair [ Poor

Do you smoke or use tobacco in any other form? EYes

Have you had any metal rods, pins or implants? BYes ENo
£8 Are you taking any presulp'lon / over-the-counter or herbal pai

supplemental drug: EYes EINo
5 Please s each one:
B Fove you ever token Fosamas,or ony oher bisphosphoncle. B Yes BINo

Have you ever foken Phen-Fen?

Are you pregnant? L] Yes
Areyounursing? [l Yes [TINo

Horamelteedrg
cohol / use

An«mu

Achris

Actfcicl Bones / Joiis / Vebves

Asthma

Blood Tronsfusion
Concer/Chemotherapy

liss

Congentl Heart Defect
iobetes

Dificly Breoting

Emg a

s

Frequent Headaches
wcoma

Hoy Fever

Heart Attock

Heart Murmur
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Yes LiNo

For Women: Are you using a prescribed method dlmh wmo\? Yes ENo

Have you ever had any of the following diseases or medical problems

Herpes / Fever Bisers
High Blood Pressure
/ AIDS

Hospiclized for Any Reason
Kidney Problems
Liver Disease
Low Blood Pressure
pus
Miral Vlve Proopse
Osteoporosis / Pagefs Dissose
Pocemal
Poychairic Problems
Rodlfion Treament
Rheumatic / Scorlt Fever
Seizures
Shingles
Sicke CellDisease / Trits
inus Problems
id Problems
culosis (T8)
Ulers
Venereal Dissase

Please list any serious medical condifion(s) that you have ever had:

Y N Ag

Y N Cod Y N Latex
Y N Dentol Anesthetics Y N Penicillin
Please lstany other drugs/moterols that you are allergi fo

| Are you allergic to any of the following?
Y N Eryhromycin ¥ N Tetracycline

Y N Other

| | verbaly reviewed the medical / dental information above with the patient named herein. Iniicls: Dofe:

Why have you come to the dentist today?

Do you require antibiotics before dental treatment? Yes ENo

Are you currently in pain?

Have you ever had a serious / diffcult problem

S associated with any previous dental work?

Do you have fears about going o the der

Have you ever had gum treatment?

Do you now or have you ever experienced pain /
discomfort in your jaw joint (TMJ / TMD)? [ Yes CINo

Your current dental healthis  [1Good  ElFair [ Poor

Do youlike your smil? 1Y EIN Do your gums everbleed? [y CIN

/| How many fimes a weekdoyou floss?__ adaydoyoubrushe

Type of brisfles? [ Soft [ Medium [ Hard

How long do you use a toothbrush before replacing if2

Are your teeth sensifive fo heat, cold, or anything else?
& Hove you lost any teethz  [Yes  [INo I yes, why?
I understand that the information M | have orrect fo the best of
my knowledge. | also understand tht this mérmnon will be held in the strictest
confidence and it is my responsibilty to inform this office of any changes in my
medical status. | authorize the dental staff to perform any necessary dental services
that | may need during diagnosis and treaiment with my informed consent.

Signature Dote

Payment is due in full ot the time of treatment
unless prior arangemen's have been approved.

If this office accepts insurance, | understond »har 1 am responsible for payment
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directly to the Dental Office of the group insurance benefits otherwise payal
B s i i A S e e |
syt s cf oy o) [rling e Sogpesitemd
records of freatment or examinction rende(ed fo my insurance company.

Signature Date

Our office is HIPAA Compliant and is committed to meefing or exceeding the
stundurds ol fec n wmm\ munduied by os A, ihe CbC ur\d the ADA.
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T hverecd my medicl history doted
T haveread my medicl hisory doted
T hverecd my medicl istory doted

MEDICAL HISTORY UPDATE
‘and confirmed that it sttes past and present medical condifions.

‘and confirmed that it staes past and present medical condifions.
and confirmed tht it states past and present medical condifions.

Www.i mformson e.com

Signature Dote

Signature Dote

Signature Dafe
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