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. 2
The better we communicate, the better we can care for you. i

ABOUT YOU -

i w1
Today's Date: o Primary Insurance Bad

E-Mail Address: . Dentol Coverage? [ Yes [ Ne ]

Insurance Co. Mome:

Name: :
[ Fire [ Mromrs Me Dr Insurance Co. Addresr;:

| prefer fo be called: [] Male [] Female Insurance Co. Phone #: | | ;
Birthdate: _ / Age: S5 Group # (Plan, Local or Palicy #]: .. :':;._:
Home Address: Insured’s Neme: Relation: o4
e Insured’s Binhdote: _ / / Insureds ID #: g{.?*
¥

Tty T T Insured's Errhp|0‘;.-'2f: ‘
[ Single [ Morried [ Divorced [] Widowed [ Seporated | Employer's Address: “E_E
Hm#: | ) Poger / Cell #:
: i Secondary Insurance !
: Wh #: | | Ext: DL #: Eon e
B g Dental Covernge? [] Yes [ No [

i mployer: | .
I Fl’ 4 " Insurance Co. Name: i
Employer’s Address: Insurance Co. Address: &

How long thers? Ccoupation: Insurance Co. Phone #: | |

Group # {Flan, Local er Pelicy #):

Where & whan are best fimes 1o reach yout

5:‘, Whom may we Thonk for referring you? Insured’s Name: Relation: b
ﬁ:_f Other family members seen by us: |neured’s Bithdote: _ / £ Insured's |0 #: k
% Previous / Present Denfist: Insurled's. E"‘P:I‘:[}"E": -\.L
] [Pz Circk E i ;
i Lost Visit Date: i i e
e S R i TR D Neighbor or Relative not living with you. =
= B, SPOUSE INFORMATION AL e e Balofire
7 7y Wk #: | ] Hm #: | |
B Address: .
' His / Her Mame: i 3
City Sy ) i
: Employer: T — i
B owke ) B SS# e
HISTORY

Birthdate:  / DL #: EE :

Person Responsible for Account: ﬁ* D::"'D” have @ personal physician? [ Yes  [INo
b Physicion’s Mome:
B Wk ' Ex: Hm #: |

ke l i " I Phane #: | | Date of lost visit:

!'l ~ Billing Address: Are you currently under the care of o physician? [1Yes [ONo
[ Relafionship: 55 # Please explain:
B Employer: Ol #: TR T L R N R
: _-I SRS fr e g b ; o f | 1 =_'-._.1_|'_:-'F;._' .




MEDICAL HISTORY

CONTINUED.

. Your current physical healthis: [/ Good L Fair L] Poor
! Do you smoke or use fobacco in any other form2 LYes CINo
? Have you hed any mefal rods, pins or implants? OYes Mo
s Are you ioking any prescription / over-the-counter or herbal supplement drugs?
F Es o
_ OYes CIN
E Plecse list each one:
g Have you ever loken Phen-Fen (Alia known o Redhux or Pondimin] | Yes | Mo
i If 50, when?
¢ For Women: Are you using o prescribed method of birth contraf? [ ¥es [ Mo
8
- Are you pregnantz [ ] Yes [1Ne Week #:
L Are you nursing? [Yes CIMo
% Have you ever had any of the following diseases or medical problems
b7 M Abeormal Bleeding ¥ N { Fewver Blishers
U Y M Aleohal / Drug Abusa ¥ ® High Blood Pressurs
i Y ™ Apnemia Y N HV*/ADS
B v Arhis ¥ M Hospitolized for Any Reason
g M Arficial Bones / Joinks /Voles Y M Kidney Problems
'a Y M Asthma ¥ M Liver Disemse
i 7 M Blood Transfusion ¥ ™ Low Blood Pressure
§ Y M Cancer /Chemosherapy Y N Lupes
B ¥ N Coliis YoM Mitrol Valee Prelopse
- ¥ M Congenital Heart Defect ¥ M Pocemoker

Y N Dicheles ¥ M Psychiatric Problems

¥ Difficulty Breothing ¥ ® Radiation Treatment

Y N ysema ¥ ™ Rhevmofic / Scorlet Fever

Y N Epilepsy ¥ M Seinwes
I Y N Fainfing Spells Y N Shi
L7 M Frequent Heodoches ¥ M Sickle Cell Diseose / Troils
§ T M Glowcoma Y N Sinush
i Y M HoyFever ¥ M Siroke
§ f M Heard Atock ¥ N id Problems
o M Heart Murmur ¥ M Tuberoulosis (TB)
| Y N Heart Surgery ¥ N Uleers
LY M Hemophilia ¥ M Venereol Diseose
g Y N Hepohtis

. Please list any senous medical condition(s) that you heve ever had:

Are you allergic to any of the following?

AT

3 ¥ N Aspirin ¥ M Erghromycin Y M Tetrocycline
1 Y M Codeine ¥ M Lotex ¥ N Other
I Y M Dental Anesthefics ¥ M Penicillin

Please list any other drugs/materials that you are allergic to:

S — L LI el

nﬂll'll"l Cmmanh.

| OFFICE USE ONLY OFFICE USE ONLY OFFICE US

| "'e'b“"}-' reviewed the mecical .-" dental infermation above with the patient named herein,

DENTAL HISTORY

s . Why have you come to the dentist today?

ﬁ Do you require enfibiotics before dental treatment? ClYes [CNo <
;’ Are you currently in pain2 [I¥es [Ne
F% Have you ever hod a serious / difficult problem

Egg associated with any previous dentol wark? CYes [N
" Have you ever had gum treatment? ClYes Mo

Do you now or have you ever experienced pain /
discomfort in your jaw joint (TMJ / TMD)? [ Yes [1No

- Your current dental healthis [ Good [ || Poar

Feir

r Do you like your smile? [1Y [N Do your gums ever bleed2 [1¥ [N
?_44 How many fimes o week do you floss? a day do you brush?
j; Type of bristles? [ Saft [ Medium [ Hard

| How long do you use o teothbrush before replacing it?
Are your teeth sensitive to heat, cold, or anything else?

5‘.4:‘. Hove you lost ony teeth? [ Yes 1Mo IF yes, why?
K
j:"f 1 undersrund H‘IDI the information that | have given today is correct fa !he b-esr of

. my knowledge. | also understand that this lnfonmhun will be held in the strictest
ﬂ Ii:"jdﬁ;ﬂﬂ and it is iy raspons'blhr}r to infarm this office of any changes in my
i cal skatus.

gl S

Signature Date Y

Payment is due in full af the time of treatment
unless prier arrangements have been approved.

R T o A

1t

If this office accepts insurance, | understand that | am responsible {DI'PI:I':,"I‘HHI‘H
of services rendered and also ra-spnnsubla for paying any co-payment and
deductibles that my insurance does not cover, | he '2., utharize payment
dlrecﬂ'_.r to the Dental Office of the group insurance benefits otherwise pu}fab!e
to me. | understand that | am responﬂbE: for all costs of dentel treatment. |
outherize release of any information, Lndudlng the diagnesis and
s of reatment or examination renderecl to miy insurance company.

E
:

_;- Signature Date :*

Our office is HIPAA Compliant and is committed to mesting or exceeding the
sﬂ:ndurds nF mfedn:n :nrdrnf mnduted b}r GSl-lh ihe €DC nnd i'l'l'E ADA,

r i g

I.ISE ONLY OFFICE USE ONIJ‘F OFFICE USE ONLY j

Inifials:

MEDICAL HISTORY UPDATE

| L hove reod my medical history dated and confirmed that if stafes past and present medicol condifions.
Signature Date
I have read my medical history dated and confirmed that it states past and present medicol condifions. :
Signature Daie
I hewve read my medical history dated and confirmed that it states past and present medical conditions. i ;
Signature Date

EMERALD GREETINGS

FORM #DD5-2A6
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