Today's Date:
Patient Name:
ES

What You Prefer To Be Called: _ CMaie 0 Farmale 990
e N R R | Primary Dental Insurance
Y Mailing Address:

ciry
t| Home Phone #: (
Work Phone #: )

Referred By:

| Employer: T & Relation:___
3 Employer's Address:

Insured's Employer:
— —STATE | Secondary Dental Insurance
Occupation: __ % Co. Name:

Minor 0 Single ) Married 0 Divorced L) Separated () Widowed Address:
e cImY.
¥ Phone #: (

Insured's 1D#:

‘Group # (Plan, Local, or Policy 3):

How many?

Insured’s Name:
Relation: __Date of Bi
" Person ultimately responsible for account Insured’s Employer:

Relation:

: Billing Address:

Whom should we contact?
e . Relation:
Work Phone #: (____) SRR - S jd Home Phone #: (
¥ Payment method: [ Cash 0 Check Work Phone #: (

Cell Phone #:

§ O Credit Card - Enter card # above (If acospled)

Wil rights and benefits directly 1o the provider fol
services rendered. | fully understand | am solely rospon:
ble for any balance not paid by my insurance company
(if offered al offic




Reason for today's visit: [ Exam 3 Emergency 7 Consullation

Are you in pain? 1 No ) Yes  How Long?

Please indicate Wf any of the following problems:

[0 Discomiorl, clicking or popping in jaw. O LostBroken Filling{s) _j Stained teeth

[0 Red, swollen or bleeding gums. (J Teeth grinding 1 Locking Jaw
~ | O Sensitive tooth, teeth or gums. L1 Ringing in Ears 1 Bad breath

(1 Blisters/Seres in or around the mouth. [J Broken/Chipped looth

0 Other:

Do you require pre-medication? 1 Yas (1 No ) Don't know

Previous Dentist: i

ame

Last Dental exam: ! ! Last Dental X-rays:

Times a day you brush? Times a week you floss?
What type of tooth brush bristles do you use? O Soit [0 Medium (O Hard

How would you rate your smile? wwes1 2 3 4 5 6 7 8 9

What medications are you taking? _l Nerve pills (] Pain Killers (neluding sspirin) 1) Muscle relaxers
\JStimulants [ Blood Thinners [ Tranquilizers [ Insulin [ Meds for Osteoporosis
0 Other(s), please list:
Have you ever taken: Bisphosphonates fex, ArsdiaiFosamax) [ Yes Y No Phen-fen/Redux (1 'Yes (1 No
| Do you have or have you had any of the following diseases, medical conditions or procedures?
¥ N Heart Aftack / Sroke ¥ N Thyroid Prabiams ¥ N Gancor Tumors ¥ N Cosmetic Surery
© Y N Hesnt Surg/Pacemaker ¥ N Kidney Prakiams ¥ N Shingles ¥ N Xray or Goball Treatment
¥ N Heart Mumur ¥ N Lives Proslems ¥ N Hepatitis ¥ N Chematherzpy
¥ M AneUmats | eve? ¥ N Respliatory Proolems ¥ N HIVHAIDSARG ¥ M Asthma.
¥ Ml Ve Prolapse Y N Sinus Proolams ¥ N Athiitia? Rreumatism ¥ N Dificuny Breathing
¥ N stomach ProblomsdUlcers ¥ M AR al H Jain ¥ N Di;
¥ N Puychiatric Problems ¥ N Enprysema ¥ N Letkemia
¥ N Congenitzl Heard Defect ¥ N Venersal Disaase. ¥ N Fainting/Seizures/Epilopsy ¥ N Anomia
¥ N Alcohol/Drug Abuse ¥ N SaweraFraquent Hoadaches ¥ N HighLow Blood Pressure
¥ N Tuberculosis TB ¥ N Frequent Nack Pain 'Y N Bleading Probiams
© Y N Nervousness ¥ M Jaw Prodlems IMETHI ¥ N Back Problems N Glaucoma

3: Plerse list any othar surgeries or medical conditions you have or ever had:

Are you allergic to any of the following? ([ Latex _ Penicillin / Amoxicilin [ Tetracycline 1 Aspirin
1 Dental Anesthelics ) Foods: O Others:
Do you use tobacen? O No O Yes/How used?. __ How much? How long?
Do you wear contact lenses? [ Yes [ No
For women: Are you taking Birth Control pills? 0 Yes 0 No How many children have you had?
| Are you Pregnant? 1 No _J Yes/How long? Are you nursing? O Yes 0O No
3 o W {

& Wa invite you fo discuss with us any Guesions regarding our services. The bast Dantal health sarvices are basad
on a friendly, mutual understanding between provider and patient
-+ Our policy raquires peyment in full for all services rendered al the Lme of visit. unless ather arangements have been
made with the business manager. If accounl is nal paid within 90 days of the date of service and na financial
amangements have been made, you will be respensible for legal fees, nollection anency leas, interest charges and
any olor axpenses incurrad in callzeting your account
| & | quthanize the staff to perfarm any necessary servives nesded during diagnosis and ireatmant | 2lo authorze th
' provider (o release ary information required 1o process insurance clams
| understand the abows infarmation and guaranies fhis lom was completed carreotly to the best of my knowleriga
| and understand it is my rasoonsibility ta inform this office af any changes Lo the information | have provided, e

Signature Date
DA Pl QFaeil Gatan  Dspase

T e
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