PATIENT INFORMATION

Thank you for selecting our dental healthcare team!
We will strive to provide you with the best possible dental

care. To help us meet all your dental healthcare needs, please
fill out this form completely in ink. If you have any questions
or need assistance, please ask us - we will be happy to help.

Patient #
. . SS#/SIN
Patient InfOﬂTlClﬂOH (CONFIDENTIAL) Date
Name Birthdate I;tome Phone o
Address City Pr?)vn.z/ P.lpC.
Email Cell Phone
Check Appropriate Box: [ IMinor [JSingle [IMarried [Divorced [ Widowed [JSeparated
) §tate/ Full Part

If Student, Name of School/College City Prov. LITime [ Time
Patient or Parent/Guardian’s Employer Work Phone

; , State/ t%
Business Address City Prov. PC.
Spouse or Parent/Guardian’s Name Employer Work Phone
Whom may we thank for referring you?
Person to contact in case of emergency Phone
Responsible Party -

Relationship

Name of Person Responsible for this Account to Patient
Address Home Phone
Email Cell Phone
Driver’s License# Birthdate ______ Financial Institution
Employer Work Phone SS#SIN

Is this person curvently a patient in our office? [ Yes CINo
For your convenience, we offer the following methods of payment. Please check the option you prefer. Payment in full at each appointment.

_I Cash Ul Personal Check Credit Card I VISA [ MasterCard "] 1 wish to discuss the office’s payment policy
. L Discover ] AMEX
Insurance Information -
Relationship

Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer UnionorLocal#________ Work Phone ___

; Igﬁate/ 7P:pC/
Address of Employer City ov. £
[nsurance Company Group# Policy/I1D# :

tat /

Ins. Co. Address City Ti‘r%vf:/ %’l%
How much is your deductible? How much have youused? _____ Max. annual benefit

DO YOU HAVE ANY ADDITIONAL INSURANCE? [ Yes (] No IF YES, COMPLETE THE FOLLOWING:

o

: Relationship

Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer Unionor Local#________ Work Phone ‘

; tate/ %1%/
Address of Employer City ov. 26
Insurance Company Gr_‘oup# P?(Ilitce)/J/ID# %Jip/
Ins. Co. Address City oV, e
How much is your deductible? How much have youused? _____ Max. annual benefit

Over Please




Patient Medical History 7
Physician Office Phone Date of Last Exam
Yes No “Yes I\I%l)
' il ErEQEMETE TOW? oo O 9. Are you wearing contact lenses?............................
1. Are you under medica reatment now TR oty S v v S s
2. Have you ever been hospitalized for any allergc ; ks i £
- e P s 2 0O O Local Anesthetics (e.g. Novocain) ...............c......o.o..
surgical operation or serious illness within the last 5 years?.......... s i, O 0O
) Penicillin or any other Antibiotics .............ccccccooo... -
fyes, please explain Stllfa DRIES souiswpsmmmmnsnsmmmasrvsssaes L) L
— Barbiturates ...........veeeeeieeee e O 0O
3. Are you taking any medication(s) e, . NN il el
including non-prescription Medicine?.............ccoco.ovrevvicrrrrneenne O O TOGNE oo [l ]
If yes, what medication(s) are you taking? ASPIL cocmenmsmmsimsvwimmmves s v s s A s O 13
Any Metals (e.g. nickel, mercury, etc.)...................... il [
4. Have you ever taken Fen-Phen/Redux? ..............cocouvvvceuniivsiernnnen O O Latex RUBDEr .......ooovviiiiiicc B O
5. Have you ever taken Fosamax, Boniva, Actonel or any cancer Other (please I'SD‘ _
it i Sl ] 11. Doyou have a persistent cough or throat clearing not .
medications containing bisphosp o ated with & known illness (lasting move than 3 weeks)?.... 0O 3
6. DO YOU USE LODACCO? ..corvvovrceriversienses ] ] Z(WESE()[m(En Only:
5 M . ly: .
7. Do you use controlled SubStANCES?......ovvvvvrsivcisiseniciiieics a) Are you pregnant or think you may be pregnant?....... [y )
_ B) ATe YOU MUTSING? oo )
8. Do you have or have you had any of the following? o) Are you taking oral contraceptives? ..........ooone 1 [
Yes No Yes No Yes No
High Blood Pressure..........ccocevveun.. Ll B Heore Disssist e L) O] Chest Pains ..o O 4
5 T B8 14 1 ol S — U [ Cardiac Pacemaker ..o L2 Easily Winded..............ccccooevincnns g d
Rheumatic Fever O O Heart Murmur oo L SU0RE e O 0
Swollen Ankles...... o O Anging........ccouceeee. E U Hay Fever / Allergies.... . g d
Fainting / Seizures e L L Frequently Tired, L L Tiberculosis s g O
ASLAING ..o, st i L L Anemia......... 0 0O Baiation THEram.. ...ooemeeceseosioosss O O
U] [ Emph L] L] B
Low Blood Pressure...........oooeceeee L mpnysemd. GlAUCOME oo 0 O
Epilepsy / Convulsions.................. U U cancer..... - O Recent WEight L0SS ..o 0O O
LetuREMId c....cooverrenreecmienenne L B R N Li ' = O
: { iver Disease.... L
1111 ——— 1 L Joint Replacement or Implant......... Ll B 0O O
X ] f 5 3 (] [] HeartTrouble........ |
Kidniey DISeases - s 0 O Hepatitis / Jaundice........ccccoocrinennnc = Bpiratore Prob] BN
AIDS or HIV Infection.................... O O Sexually Transmitted Disedse ....... O ESPHALOTY. THOOIENLS vecvinsensemssirssases a 0
Thyroid Problem .............. . L) [ Stomach Troubles / Ulcers...... ZI (| Mitral Valve Prolapse................... A 0O
Al REI v 0 U R EBPOTOSIS saiisssssvssvivsnsimmimiss s L] [ Other ‘
Patient Dental History
Name of Previous Dentist and Location Date of Last Exam
Yes No Yes No
1. Do your gums bleed while brushing or flossing?................cc...... O 1 8 Doyou have frequent headaches?...........owwoverrrvers CJ D
2. Are your teeth sensitive to hot gr cold liquids/foods? ................. L] ! 9.Doyou clench or grind your teeth?........... e O
3. Are your teeth sensitive to sweet or sour liquids/foods? ... 1 0 10. Do you bite your lips or cheeks frequently? ............... g
4. Do you feel pain to any of your teeth? .........coooviimnreiceicenns g O 1. Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near your mouth?.......... Ol g PN EHE PASE? oot Ol 8
6. Have you had any head, neck or jaw injuries?.........co..ccoce.e. _J[J 12 Have you ever had any prolonged bleeding
7. Have you ever experienced any of the following following extractions?...........mncicinsiecnnsissessnns O ;‘
problems in your jaw? 13. Have you had any orthodontic treatment? .................... Ll|
GIIERING. oo cscvsmsssonmmmsssssssssssnsorssassstasssamsmsensessssnssnsa ossoes s L 14 Do you wear dentures or partials?..........cciivrieccnninnn. R
Pain (joint, ear, side of face)............ O] If yes, date of placement
Difficulty in opening or closing .. (] 15 Have you ever received oral hygiene instructions
DHEUIE A C RIS s svsrsmmssmmssissssmsssssiims s ] regarding the care of your teeth and gums? ................... I%’ Q|
. . 16. Do you like your smile? ... l
Authorization and Release
I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered.
I understand that providing incorrect information can be dangerous to my h(.‘a“{l. I authorize the dentist to release any information including the
diagnosis and the records of any treatment or examination rendered to me or my child during the period of such Dental care to third party payors
amjgfor health practitioners. I authorize and request my insurance company to pay directly to the cﬁzncist or dental group insurance benefits
otherwise payable to me. I understand that my dental insurance carrier may pay less than the actual bill for services. I agree to be respansible
for payment of all services rendered on my behalf or my dependents.
X
Signature of patient (or parent/guardian if minor) Date

Doctor’s Comments

Signature Date

| c—  — —




