Thank vou for trusting us with your dental care.
We promise to do our best to provide you with
the finest care available. If you have any
questions please do not hesitate to call us.

Patient # _ —
554
Date___
PATIENT INFORMATION
— i — = — — — = — == —_
Mame —_— o Birthdats - __ Home Phone ( == —_
Address o Gy - iSiate Zip.
Sex [IM [IF ] Married L1 Widswed [ Single 1 Minor
[[] Saparated ] Divorced [l Parinared lor ___ years
E-mall o _ Call Phone #1 ( ] o CellPhone #2(_ )
EmployenSchoo - ~ EmployerrSchool Phong )
EmployerSchoal Address I — City - _ Glale = Ap____
Spouss or Parent's Mame — —_ —— Employar — Work Phone {0
Whom may wie thank for refermng you? -
Pargon to contac! in case of emergency e o FPhane | y___ .

RESPONSIBLE PARTY

Mama of Person . . e

Responsible for his Account - Relation to Patient _ -

Address o o Home Phope ()

Drivers Licensa 4 _ — Birthdale e Bank

Emplayer — —_— Work Phoneg ()

Cumently & patient in our office? [ Yes CiNg E-mail S Call Phone ( I —
E INFORMATION - T s 8

Mame of Insured _ o — Hatation to Fatient

Birhdate _ e Social Security ¥ —_— Date Employed

Empioyer _ ———— — WorkPhoredd ) o

Employar Addrass City S Stale - Zip.

Insurance Company e _ Group®_ B Unionor Local W

Address Clly State Zip.

How rmuch is your deductible? Hew much have you used? = Max. Annual Benefit

ADDITIONAL INSURANCE

T———— — = — — —— T ——=

Name of Insured =_—— — — Relathon o Patient o L~
Birthdate Social Security £ Dats Employed
Employer _ WorkPtonhe({______)
Employer Address o ity - 'State _ Zip
Insurance Company Group # Unlon orLocal # .
Addraze I . State 2ip
How much is your deduchibla¥__ _ How much have you used? Max Annual Benefit

= sl BN B —
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DENTAL HISTORY

Roason for today's vish Date of last dental care
Formar Dantist - Gate ol last dental X-rays - -
Addreas .
Check (o | It you have had problems with any of the following:
"] Bad breath [l Grinding teeth ] Sensitivity to hot
] Bleeding gums [l Loose tesit or broken lilings ] Sensitivity 1o sweets
[} Clicking or popping jaw ] Periodontal treatment [ Sensitivity when biting
'] Food collection between the lesth ] Sansitivity to cold ] Sores or growths in'your mouth

Hew aften do vou fines? How often do your t:irush'?_

MEDICAL HISTORY _

Pryscian's Name __ Date of last visit

Have you ever taken any of the group of drugs colleclively referrad to as "len-phen?” These include combinatlons of lonimin. Adipex, Fastin (brand
pames ol phentermingl, Pandimin (lenfluraming) and Redux (dexfenfluramine). [ Yes [ MNa

Herve:you had any sefious fiinesses or operations? [I¥es [INo it yes, describe

Have you ever had a blood Iransfusion? [CiYes [ No it yes, aive approximate dates

(Women) Are you pregnant? [Y¥es [ Mo MNursing? [CiYes [CIMo Taking birth control pills? [1Yes [ MNo

Cheek { « ) 11 you have or have had any ol the following:
7] Anamia [} Congenital Hear! Lesions (] Hapatitis [} ‘Scarel Fever
1 Arthritis, Rhaumatism 7 Cortigone Treatments [[J Hernia Repalr [] Shortness of Breath
1 Artificeal Heart Valves [ Cough, Passistent [[] High Biood Pressure [F-Skin Rash
[] Adtilictal Joints, Pins, etc. [ Cough up Blood [ HIV/AIDS {1 Stroks
] Asthima ] Cigbates [1 Jaw Psin [ Swelling of Feel o1 Ankles:
i1 Back Problems [ Epllepsy [ 1 Kidney Dissase [ Thymoid Problams
(1 Bleeding Abmormally ] Fainting [ Liver Disease [[1 Tobaceo Habit
[ ] Blood Disgase [ Glaucoma I Mitral Valve Prolapse [ Tonaillitis
[] Cancar [ Headaches ] Pacemaker [ Tuberculosis
O] Chomical Depandsnay 1 Haart Murmut ] Radiaticn Treatment [} Wiger
] Chemoinarapy ] Heart Protiems ] Respimiory Disease [T Venereal Dissase
] Cirautatory Problams ] Hemaphilia ] Rhaumatic Fover

List medications you are currantly taking and the correlating diagnosis: Allergies:

AUTHORIZATION AND RELEASE

To the bes! of my knowledgs, the above Infermation is complele and comecl | understand thal it is my responsibility lo inform my doclor il or my
minar child, ever have a change in health.

| certify that |, andior my dependent(s), have nsurance coverage with and assign directly to
hame of Insurantce Companylies]

D all insurance benelitz, il any, otherwies payablo 10 me lor services renderad. | understand thai
| am linancially responsible for all chamges whethar or nol paid by insuranece. | aulhorize the use of my signature on all insurance submissions.

The abeis-named dentist may use my health care information and may disciose auch infarmation 1o the above-named Insurance Companyiies) and
thel agents for the purpose. of oblaining payment for services and dotarmmning insurance Benalits or the benaehits payable for related services. This
ennsen|! will end whan the current treatment plan ks completed or one yaar from the date sipned balow.

Sigrahurs of Pakent, Parent, Guardian or Personial Represaniative Data

Flease phint name of Paten, Paren], Guardian or Personal Faprasaniative Relationship 1o Pafiani

Payment is due In full at time of treatment unless prior arrangements have been approved.



