
Thanh youforselecting ourdental healthcare team!
We willstrive toprovide youwith the best possible dental care.

To help us meet all your dental healthcare needs, pleasefill out this form
completely in ink. Ifyou have any questions orneed assistance, please ask us -

we willbe happyto help.

Patient Information (confidential)
Patient*.

SStt/SIN-

Date

Home Phone.
State/
Prov

Name—

Address.

Email

Check Appropriate Box: O Minor O Single CIMarried
IfStudent, Name ofSchool/College

Patient or Parent/Guardian's Employer.

tiusiness Address

Spouse or Parent/Guardian's Name

Whom MayWe Tlumhfor Re/erring You?.

Person toContact inCase ofEmergency

Responsible Party
Name of Person Responsible forthis Account.

Address

Email.

. Birthdate.

-Birthdate.

.City

Cell Phone.

Zip

• Divorced • Widowed [3 Separated
State/

City —— Prm..
r-,Full r~iPflrt
l_l Time I—I Time

City •

.Employer—

. Financial Institution.

.Worh Phone.

Work Phone.
State/
Prov

Work Phone-

Phone.

Relationship
to Patient

Home Phone.

Cell Phone _

. SStt/SlN.

Zip/
-rC-

Driver's License it.

Employer

Is this Person Currently aPatient in our Office? • Yes O No
Foryour convenience, we offer thefollowing methods ofpayment. Please check the opaonyou prefer. Payment inJidJ at each appointment.
Detail D Personal Chech Credit Card DviSA UuasterCard DI wish to discuss the office's payment policy.

Insurance Information
Name ofInsured.

Birthdate

Name of limploycr _

Address ofEmployer.

Insurance Company.

Ins.Co. Address

How Much isyourDeductible?.

. SStt/SIN.

. Union or Localtt.

.City

. Grouptt

.City

How Much Have You Used?.

Relationship
. to Patient

. Date Employed-

Work Phone
State/ -J,

. Prov P.

Policy/ID tt.
State?

__ Prov

. Max. Annual Benefit.

Zip/

DO YOU HAVE.ANY ADDITIONAL INSURANCE? Q Yes D No IF YES, COMPLETE THE FOLLOWING:

Nameof Insured.

Birthdate

Name ofEmployer

Address ofEmployer.

insurance Company.

Ins. Co. Address

HowMuch isyour Deductible?.

.SStt/SIN.

.Union or Local ft.

.City.

. Grouptt

.City

.How Much Have You Used?.

Over Please

Relationship
. to Patient —

.DateEmployed

. Worh Phone.
State/
Prov—

. Policy/ID tt.
State?

.Prorov.

.Max. Annual Benefit.

31.



Patient Medical History
Physician

Yes No

/. Arc you under medical treatment now?. ?. D D

2.1lave you everbeen hospitalizedfor any
surgical operation or serious illness within the last 5years?. D D
Ifyes,please explain

J. An-youlakinganymedication(s)
including non-prescription medicine? D D
Ifyes, what mcdication(s) areyou taking?

.OfficePhone.

4. Hawyou ever taken Fen-Phen/Redux?. Q O

5. Doyouuse IoIkicco?. L~J £j

6. Doyou use controlled substances? v D D
7. Are you wearing contact lenses? D D

DateofLastExam .
9. Areyouallergic toorhaveyouhad anyreactions tothefollowing?

Local Anesthetics (e.g. Novocain) D D
Penicillin orany otherAntibiotics D D
Sulfa Drugs D D
Barbiturates D D
Sedatives D D
Iodine • D D
Aspirin •'• CD LJ
Any Metals (e.g. nickel, mercury, etc) • •
Latex Rubber. D D
Other (please list) D D

10. Doyou have apersistent cough orthroat clearing not
associated with a hnown illness (lasting more than 3 weeks) • •

JJ. Women Only:
a)Areyou pregnant orthink you may be pregnant? • •
b) Are you nursing?. D D
c) Are you taking oral contraceptives? D D

•s\ Doyou haveor haveyou hadany ofthefollowing?
Yes No

High Blond Pressure D D
Ikml Altai It • D
Rlicumatic Fever D D
Swollen Anhles D D
Fainting/Seizures D D
Asthma D D
Low Blood Pressure D I I
EpilepsyIConvulsions D D
Leuhcmia D D
Diabetes D D
Kidney Diseases D D
AIDS or HIV Infection D D
Thyroid Problem D D

Yes

Heart Disease D
Cardiac Pacemaker. D
Heart Murmur D
Angina D
Frequently Tired D
Anemia D
Emphysema D
Cancer D
Arthritis D
foint Replacement orImplant....... D
Hepatitis /faundice D
Sexually Transmitted Disease...... D
Stomach Troubles /Ulcers D

No

D
D
D
a
a
D
D
D
D
D
•
D
D

Yes No

Chest Pains D D
Easily Winded D D
Strofee D D
Hay Fever/Allergies D D
Tuberculosis D LJ
Radiation Therapy D D
Glaucoma D D
Recent Weight Loss D D
LiverDisease D D
HeartTwuble D D
Respiratory Problems D D
Mitral Valve Prolapse D D

•Other D D

Patient Dental History
Name ojPrevious Dentist and Location _____

Yes No
i. Do your gums bleed while brushing orflossing? D D
2 Are your Ucth sensitive to hot orcold liquids/foods? D -D
1 Arcyour ta-th sensitive tosweet orsour liquids/foods? f~~] [~~|
•I. Doyoufeelpain toany ofyour teeth? , • •
5. Doyou have any sores orlumps in ornearyour mouth? D D
(i. Have you had any head, neck orjawinjuries? D D
7. Have you ever experienced any ofthefollowing

problems inyourjaw?
Cliching Q •
Pain (joint, car, side offace) Q •
Difficulty in opening orclosing • —
Difficulty in chewing • —

Authorization and Release
Icertify that l have read and understand the above information to the best ofmy knowledge. The above questions have been accurately answered.
i!«!.„ !^-"!.. i .i t"'"™"*incorrect information can be dangerous to my health. Iauthorize the dentist torelease any Information Including the

<Ii«wiosis ad the records ofany treatment orexaminatim rendered to me ormy child during the period ofsuch Dental care to third pony payors
ancVoi health practitioners. Iauthorize and request myinsurance company topay directly tothe dentist ordental group insurance benefits
otherwise /«.y«Me to me. Iunderstand that my dental insurcmce carrier may pay less than the actual billfor services. Iagree to be responsible
Joi payment ojallservices rendered on mybehalformydependents. r
X

Signature ofpatient (orparent/guardian ifminor)

Doctoi s l^mimcnis

_Signature_

DateofLastExam.

Date

Yes No

8. Doyou havefrequent headaches? D D
9. Doyou clench orgrindyour teeth? D D

10. Do you biteyour lips or cheeksfrequently? D D
11.Have youeverhadanydifficult extractions

in thepast? .-. D D
12. Have youever had any prolonged bleeding

following extractions? D D
13. Have you had any orthodontic treatment? _ LJ
M.Doyouweara^nturesorparaals?. D D

Ifyes, date ofplacement
15. Have youever received oral hygiene instructions

regarding the care ofyour teeth and gums? D D
16. Doyou (theyour smile? D D
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