elcome!

Please take a few minutes to answer the following questions
so we can better assist you with your dental needs.

Patient Information

Person Responsible

Date SOE, SEC- Birthdate

Name o — — Home Phone

Address Cell Phone

City State Zip E-mail

sex: LIm LIF [Iminor [ Single [Imarried [ Long Term Partner [ pivorced [widowed [] Separated
Employer Business Phone

Business Address Occupation

Who should we thank for referring you?

In case of emergency, who should we contact? Phone

Primary Insurance

for Account

Last Name First Name Initial
Relationship to Patient Birthdate Soc. Sec. #
Address Home Phone
City State Zip
Responsible Party Employed By Business Phone
Business Address Occupation
Insurance Company.
Insurance Company Address
Subscriber |.D. # Group #

Additional Insurance

Insured Name

Last Name First Name Initial
Relationship to Patient Birthdate SOEESECHh
Address Home Phone
City State Zip
Insured Employed By Business Phone
Insurance Company.
Insurance Company Address
Subscriber [.D. # Group #

Form #4067

PLEASE COMPLETE REVERSE SIDE (0304)




Dental History

Former Dentist Date of Last X-Rays

City, State How Often Do You Floss?

Date of Last Dental Visit How Often Do You Brush?

Please check all that apply:

BadiBreat s e D Loose Teeth or Broken Fillings ..... D SensitivitystotSWeelicas i et D
Bleeding Gums Orthodontic Treatment ........c....... D Sensitivity When Biting ......ccoeeeenee D
Blisters on Lips or Mouth ...... D PaintAgetindiEal = 18 T uiiar 8 D Frequent Headaches ...c.c.coevieecens
EingerNail Bitings et e .. D Periodontal Treatment ................. D Jaw, Head or Neck Injuries ............ D
Grimdine e e il e e D SEnSItiVIIOICOld .- T e D Jaw Difficulty: Clicking and/or Pain.. l:l
Lip or Cheek Biting ....cov.ov.... B Sensitivity 10 HEat «.o..ovrerrersereeeen: a Tiowuln e S e s

Medical History

Physician’s Name Date of Last Visit
lze Vo 7. Have you had any allergic reactions to the following:
1. Are you currently under medical treatment? ......... D D No
2. Have you ever had any serious illnesses Local Anesthetics (eg. novocaine) D
OFOPEAlions? e L B Eenicillin or other Antibicticer R AR o
L iootionz D l:l SulfasDrugs i s e R D
Bapbilitirates (Sleeping pills) o e D
Please describe: SedaliVes  ateto b s L SR D
e s e e S D O i D
ASPIAN T S e L e S D
G Do ook R B [] OTNEE st I EEEE N Il
3 8. (Women Only) Are You:
5. Do you use alcohol, cocaine or other drugs? ......... D D D D
Pregnantid. ... Sl b e e R
6 Do you weal contacislenses? D D Nursingziims b e D D
Taking birth CONLIOl PlIS? w...vveeeveersesreseeseeseneees B
Please check all that apply:
MBS ..coiveciiiti Emphysemar . oot D e rlels il el IR D
Anemia. s E e . D Epilepsy it o D Sy hiatie Carer e D
Arthritis, Rheumatism ........... D Eaintins of DizZINess ... -..o e i D RediaticnilieatmentEsss s e D
Artificial Heart Valves ........... D Glaucoma Respiratory Disease D
Artificialfolmsi e r . ... D Headaches. ., .0 e D RijetlmaticFeye i D
Asthmas . e s L. D {FEart MBI coonnossemnsssimmmmssnons D SCARICT FEVEr oo D
Back Problem s D BeanttProblems:... T D Shontnessiof Breatih e e o D
Bleeding abnormally, Hepatitis-Type - D Sinus o llbleTMbTay it i D
with extractions or surgery ...... ]:] HEIDES ol iy e D SliNIRASHE TSt L L. D
Blood BiSeescis D HighiBlood Riessiifie st D SHOKE - e D
Caneer v D HIV-RPositive v el D Swelling of Feet/Ankles... D
Chemical Dependency ... D JAUNTICE ... 8 R D Swollen Neck Glands...........ccccuueen. D
ChemothclE nyE s . D Jaw Pain ....0 o s nmeiees n D fihyiold Problems s L__I
Chronic Fatigue Syndrome ..... D KdneyaDiSeasel D Tonsillitisias s s e D
CirculatorysPreblems =t D lfatexeSensitivity ..ol i ot D D
Congenital Heart Lesions........ l___[ LIVEl BISEaSE iiirenis i b D D
Cortisone Treatments ........... D EowaBloed REesCure SISt v D Ulcer .o il s D
Cough - persistent or bIoody....D Mitral Valve Prolapse.......ccc.co.evne.. D Venereal DISE8Se .coirivrmsenarcniensenns D
Dialeties.. . ......... 1t i i D Nervous Problems
Assignment and Release
| hereby authorize payment directly to for all insurance benefits otherwise payable to me for

services rendered. | understand that | am financially responsible for all charges, whether or not paid by insurance, and for all services
rendered on my behalf or my dependents.

| authorize the above doctor and/or any provider or supplier of services in this office to release the information required to secure the
payment of benefits. | authorize the use of this signature on all insurance submissions.

Signature of Responsible Party. Date




