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Todoy's Dote

GENERAL INFORMATION

Potient Nome Age

lf child. Porents nome

Home oddress Home Phone

City Stoie _Zip code

Dote of birth SociolSecurity#

Poiient/Porent employed by

Business oddress Business Phone

^:!.\.il y

Referred by

Nome/ Address/Phone# of neorest friend/relotive

MEDICAL HISTORY

Siote _Zip code

C Website E lnsuronce D Yellow Pooes

Physicion's Nome Phone

Are you in good heolth? lf no exploin

Hove you been hospitolized in the post two yeors?

Do you bleed excessively when cut _Do you smoke?_Do you use smokeless tobocco?

lf you ore currently toking ony medicoiions, supplements, or vitomins plecrse list

Osteoporosis Medicotions fl Yes D No Whot Type?:

History of Osteoporosis Medicotions D Yes D No Whot Type?:

Pleose check ony of the following thot moy opply:

Yes No
D tr l.Concer

Type: Dote:
D D 2. Gloucomo
D D 3. Heort Diseose

lf you hove o cordioc condition
whot type /whot ore your symptoms?

tr C 4. High Blood Pressure:Whot is normol?

D tr 5. Blood Diseose or Bleeding Tendency
c B 6. Rheumotic Fever
c tr 7. Heort Murmur
D A B. Diobetes
D A 9. Stroke
D u '10. Epilepsy /Nervous Disorder
D fl I l. Arthritis
D D 12. Tumor Hisfory
U D 13. Joint. Hip/Knee Replocement

Dote:

Yes No
D B 'l4. Ulcers
D A .l5, 

MitrolVolve Prolopse
tr D .l6, 

Rodiotion/Chemo Treotmenl
Dote:

D D .|7, 
Liver Diseose

D fl 'lB. Kidney Diseose
tr D 19. Heootitis A B or C
tr D 20. A.l.D.S/HlV:stotus
D tr 2l.Asthmo:which type?
D D 22, Tuberculosis
D tr 23. Allergy to; Penicillin
D tr 24. Allergy to:Other Aniibiotics
D tr 25. Allergy to: Locol Anesthetics_
U fl 26. Allergy to:Other
tr fl 27. Are you pregnont
D tr 28. Sinus Trouble
D tr 29. Neck or Bock Trouble
D D 30, Lotex Allergy
e tr 3.l. Poce Moker



Reoson for visit

Previous deniist Doie

Dote of lost cleoning Dste

Whot is your doily hygiene regimen

Circle ony of the following thot moy opply:

1, Bleeding gums 4. Difficulty opening 7, Loose teeth

2, Clenching/Grinding your teeth 5. Poin in ihe joint/jow/eor/side of foce 8, Dry Mouth

3. Sensitivity to: Heot, cold or pressure 6, Bod mouth odor/iostes

lost treoted

of lost x-roys

9. Heodoches, neck oches,
shoulder oches

Do you like the oppeoronce of yourteeth, your smile?

Whot would you like to chonge the most in the oppeoronce of your teeth?

CONSENT FOR TREATMENT

I hereby gront complete outhority to Dr. Kent P. Sobo / Dr. Chris Fowler to odminister such x-roys, onesthetics,
ond to perform such procedures os moy be deemed necessory or odvisoble in ihe diognosis

ond treotment of mv dentol condition.
I understond I om finonciolly responsible to poy for ollservices done.

Signoture Dote
Signoture of porent if minor.

INSURANCE INEORMATION

Nome of Policyholder Group #
Primory Insuronce Compony Nome

Addres

City Stote Zlp code

Nome of Policyholder Group#
Primory Insuronce Compony Nome

Address

City Stqte Zip code

ASSIGNMENT OF BENEFITS

louihorize my insuronce compony to moke poyment directly to: Kent P. Sobo, D.D,S, or Chris Fowler, D.D.S.

Signofure
Signolure of policy holder.

Dote


