appy to help.

' 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 assustarﬁc;é g‘lease ask us -
: we wi

Patient #

. . SSHISIN
Patient Information (coNFIDENTIAL) Date
Name Birthdate Home Phone ——
Address City %t{/ ZPlPé
Emuil - Cell Phone
Chech Appropriate Box: OMinor O single TlMarried [ Divorced O widowed [ Separated
If Student, Name of School/College . City .’S)%I{/ O !I:':‘pilu O q"ilv::e
Pau'cm or Parent/Guardian's Employer g::gjz Phone %
Business Address City Prov. P.C.
Spousc or Parent/Guardian's Name i Employer Work Phone
Whom May We Thank for Referring You?
Person to Contact in Case of Emergency Phone
Responsible Party —
Namic of Person Responsible for this Account to Patient
Address Home Phone
Email .~ Cell Phone
Driver's License # Birthdate 'Financial Institution
Employer Work Phone : SSHISIN

Is this Person Currently a Patient in our Office? Oves OnwNo .
For your convenience, we offer the following methods of payment. Please check the opn’oni you prefer. Payment in full at each appoiniment.

O cash [ personal Check Credit Card [JvisaA [ MasterCard [ 1 wish to discuss the office’s payment policy.
Insurance Information : e
‘ Relationship
Name of Insurcd ‘ -_ to Patient
Birthdate SS#/SIN Date Employed
Name of l:'vmployc:r Union or Local # Vsk{g:g Phone Zl}g
Address of Employer City Prov. P:C.
Insurance Compan Group# Policy/ID # _
pany P Stat Zl%
Ins. Co. Address City Prov. P.C.
How Much is your Deductible? How Much Have You Used? Max. Annual Benefit
DO YOU HAVEANY ADDITIONAL INSURANCE? [JYes [ No IF YES, COMPLETE THE FOLLOWING:
Relationship
Nanie of Insured to Patient
Birthdate SS5#SIN. Date Employed
Name of Employer Union or Local # i Work Phone
Y Employ, " State/ Zy
Address of Employer City Prov P.C.
Insurance Com G # Policy/ID #
¢ Company Toup f)t'qte %%/
Ins. Co. Address City . oV C.
How Much is your Deductible? How Much Have You Used? Max. Annual Benefit
Over Please



Patient Medical Hist~vy

Physician Office Phone o~ Date of Last Exam o -
- €s INo i ve you had any reactions to the followin,
1. Are you under medical treatiment now?......5.. O a 9. Areyou allergic o or havey v g Ei %—j’
2. Have you ever been hospitalized for any LocalAnes thetics (c.g. Novocain) O a
surical operation or scrious illness within the last 5 years?.... O O P a;u:tgm or any other Antibiotics 0O O
If yes, please explain ‘;’;{;tuz}g:s " O 0O
: . — : Sedatives 0 .0
3. Are you taking any medication(s) lodine O 4
including non-prescription medicine? O D Aspirin . 0O 0
Yyes, what medication(s) are you taking? Anl; Metals (e.g. nickel, merqury, €L . cverrsreenecses ~ O O
Latex Rubber. B E
e g Other (please list)
+. Have you ever taken Fen-Phen/Reduwc? O 0O 10. Do you(ﬁav ¢ a persistent cough or throat clearing mot
5. Do you use tohucco? 0O O associated with a known illness (lasting more than 3weeks) [ [J
0. Do you use controlled substances? ) 0 O 11 Women Only: hink be preenant? 0 O
7. Are you wearing contact lenses? O ad ;3 ::zi z:: 5; eénmmig?t Or (hink yoi may be prEgnant..... O O
c) Are you taking oral CONITACEPLIVES?.....n..corvvnrrrsrssvrnes O
8. Do you have or have you had any of the following? )
Yes No ' Yes No Yes No
High Blood Pressure ..o, 01 [0  Hean Disease......oooovevecsrroon. O O ChestPains a 0
HEMt ABACTE co.coonnvionaicreaarsersins O O cardiac Pacemater................... O O g 0
Rheumatic Fever . einniccnennne O 0] Heart Mumr .o g 0 0O O
Swollen Anldes ........onnvvnnnnonneees a g Angina O 0 O o
Fainting / SGZUIES .covvnrvvciern. ] [ Frequently Tired ....coounvenes — a 0 - Wy
ASHIN covnetrciirsinessinnerareeseneons OO O  Anemia 0O 0 0 0
Low Blood Pressure ....o.ccronanne O O Emphysema ....oeveenscnsesienens 0 0 0 0
Epilepsy / Convulsions .................. O O cancer D3 O  Recent Weight Loss 0O o
Leukenia Ol O Arthritis e 0] [  LiverDisease ... 00
DiaBEIES cvovvnoinsseessssmmsissssnasssseees L3 O3  Joint Replacement or Implant ... [ [ . Heart Trouble ..o O O
Kidney Diseases ....uevcemsicenersenn 0 Ll Hepatitis / Jaundice ......cousercenren.. [0 [  Respiratory Problems....oesn. 0 o
AIDS or HIV Infection ............... O O Sexually Transmitted Disease ... -] [)  Mitral Valve Prolapse........co. 0O 0
Thyroid Problen ... O [  Stomach Troubles/ Ulcers........... O O .Other a o
Patient Dental History
Name of Previous Dentist and Location A Date of Last Exam
Yes No ) Yes No
L. Do your gums blced while brushing or flossing? ...........vveeervene O O s Doyouhave gL T T T T S ———— 0 o
2. Are your tecth sensitive to hot or cold liquids/foods? ...... g 0 9. Do you clench or grind your teeth? .........ommmensmsmsenss 0 o
3. Are your teeth sensitive to sweet or sour liquids/foods?............... O O 1000 you bite your lips or cheeks frequently? ..., 0O 0O
+. Do you fecl pain (o any of your teeth? 0O O 11.Have you ever had any difficult extractions
3. Do you have any sores or lumps in or near your mouth? .......... o 4 in the past? > : 0o
6. Have you had any head, neck or jaw injuries? .......................... O OO 12 Have you ever had any prolonged bleeding
7. Have you ever experienced any of the following Jollowing extractions? 0 0
problems in your jaw? ‘ 13. Have you had any orthodontic treatment?... : g a
Clicting ..........ocreere. et seanens o 0 14. Do you wear dentures or partials?............ourverscerns 00
Pain (joint, car, side of fuce) O 0O If yes, date of placement
Difficulty in opening or closing O O 15 Have you ever received oral hygiene instructions
Difficulty in chewing O O regarding the care of your teeth and gums?................. a a
16. Do you like your smile? Ooad

Authorization and Release

I certify that 1 have read and understand the above information to the best %[ my kmowledge. The above questions have becn accurately answered.
Lundersiand that providing incorrect information can be dangerous to my health. 1 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 pericd of such Dental care to third party payors
and/or health praciitioners. 1 authorize and request my insurance company to pay directly to the ist or dental group insurance bencfits
vtherwise payable to me. 1 understand that my déntal insurance carrier may pay less than the actual bill for services. 1 agree to be responsible

Jor payment of all services rendered on my behalf or my dependents. : ) ‘ .

X

Signature of patient (or parent/guardian if minor)

Doctor’s Cenmments

Signature Date
' ITEM 07-0511014/1RT08 © 1417 COLWELL 1.800 17 1140




