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Today’s Date:

Patient Name:

LAST FIRST M [
What You Prefer To Be Called: Q Male O Female Primary Insurance i
Birthdate: / ! Age: SS#: E..:.

Co. Name:
Address:

Mailing Address:

cITy STATE : ZIP
Home Phone #: ciry STATE zP
Work Phone #: Ext: Phone #:
Other Phone #s: i Insured's SS#:
E-mail Address: Group # (Plan, Local, or Policy #):
Referred By: Insured's Name:
Employer: How Long? -Relation: Date of Birth: _/__/ -
Employer's Address: Insured's Employer:

Secondary Insurance

ciTyY STATE P )

Occupation: Co. Name:

Address:

Status: Q Minor Q Single Q Married Q Divorced O Separated O Widowed
Spouse's Name:
Do you have children? QYes QNo How many?

cITy
_Phone #:
Insured’'s SS¥#:
Group # (Plan, Local, or Policy #).

Insured's Name:
Relation: Date of Birth: ____/ _/
Insured's Employer:

Person ultimately responsible for account

Name:

Relation:
Billing Address:

OF EMERGENCY |

oIy STATE p

SS #: Whom should we contact?
Drivers License #: Relation:

Work Phone #: Home Phone #:

%

Payment method: Q Cash O Check
Work Phone #:

Who is your Medical Doctor?
M.D.’s Phone #:

Q Credit Card - Enter card # above (if accepted)
| hereby authorize assignment of my insurance §
rights and benefits directly to the provider for
services rendered. | fully understand | am solely respon-

ATty

sible for any balance not paid by my insurance company
(if offered at this office). ) . |
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B We mvite you to discuss with us any Guostions regarding our servicas. The bos! Donta) health sorvices aro based an a friondly, mutual und wing

CaelN e AR R R G

Reason for today's visit: O Exam Q) Emergency Q Consultation Are you in pain? QNo O Yes Howlong? _____

Please indicate ( any of the following problems:
Q Discomfort, clicking or popping in jaw. Q) Lost/Broken Filling(s) . Q) Stained teeth

INFO©

3 Red, swollen or bleeding gums. Q Teeth grinding Q) Locking Jaw
Q Sensitive tooth, teeth or gums. Q Ringing in Ears Q Bad breath
{ Blisters/Sores in or around the mouth, Q Broken/Chipped tooth 2
Q Other:
Do you require pre-medication? T Yes (I No O Don't know
Previous Dentist: { )
Name Phone#
Last Dental Exam: / J Last Dental X-rays: / /

Times a day you brush? Times a week you fioss?
What type of tooth brush bristles do you use? U Soft O Medium Q Hard
How would you rate your smile? 1 2 3 4 5 6 7 8 g 10

Have you taken any medication or drugs during the past two years? rererrersenessneeannensassns Yes
Are you taking any medication, drugs or pills now? .................. testseneses bt ns e nnebesanbes NN (-
If yes, please list name and dosage
Have you ever laken prescription medications for weight 1085 (diet PillS)? ......ccuverererermessesersitsicssissmnsteisinsniennsr e rereeser: YOS
If yes, did you take any of the following: Yes No Fen-Phen {Fenfluramine-Phentermine)

Yes No Pondiman {Fenfluramine)

Yes No Redux (Dexfenfluramine)
It yes to any of the above, did you have a medical exam for hear ISSUBS? .......uvsmrsseenees ressiseree YOS
Are you aware of having an allergic (or adverse) reaction to any medication or substance? terrreteseensareeesesassanesesasacsscesesenensassssnoress YOS
If yes, please list:
Have you been a patient in the hospital during the past five YBars? ..., crrrersassnsseressensaensssnsnssnes YOS
Indicate which of the following you have had, or have at present. Circle “yes” or “no” 1o each item.
Heart (Surgery, Disease, Attack)....Yes No Ulcers....... reerersesrsrsenssenennensnneneenes Y88 NGO Hepatitis A (infectious) B (serum)...
Chest Pain ........ccoerecvinnrcnreenen Yes No Diabetes....... Yes No  Venereal Disease..........cocecverens .
Congenilal Heant Disease .............. Yes No Thyroid Problems. ..Yas  No  ALDS. ...
Heart Murmur .........cce.eee.. ~Yes NO  GlauComa ....cuereeermeemervenanennens YO8 No H.LV. Positive .......
High Blood Pressure . e YO8 No  Contact 18nSes ......cveeencencneane Yes No Cold Sores/Fever Blisters .
Mitral Valve Prolapse ..................... Yes No Emphysema ... reresiesesainins No  Blood Transfusion ........ccccoeeeenees
Adificial Heant Valve ...........c........... Yes  No  Chronic Cough . No  Hemophilia ........cooeecennneee
Heant Pacemaker ..........ccccevvunnnes Yes No Tuberculosis......... No  Sickie Cell Disease .....
Rheumatic Fever...... ..Yes No Asthma......... reeisrsnsorensnenennsneesess YO8 NO - Bruise Easily ...
Anthritis/Rheumatism ... ..Yes No Hay Fever .......ccennen. venereneenenes Y88 NO  Liver Disease ..............
Cortisone Medicine .. ..Yes . No Latex Sensitivity ......cccccceunervene v Y88 NO  Yaellow Jaundice .
Swollen AnKIES ........cooovverveininieians Yes No Allergies or Hives ....... ... Y8S No  Neurological Disorders....................
SUOKE oeveverceeeiverrareneeensssisaerennes Yes No  Sinus Trouble veenes No  Epilepsy or Seizures s
Diet (Special/Restricted) ................ Yes No  Radiation Therapy ... Y5 No  Fainting or Dizzy Spells .................
Artificial Joints (hip, knee, elc.) ...... Yes No Chamotherapy ....... revessssenmeersseres Y88 NO  NervOUus/ANXIOUS .........coveeceraions
Kidney Trouble .......cccoevuimrierecsnsenens Yes No  TumoOrs .....eeveieeieeicenennes rersaesneannaes Yes No  Psychiatric/Psychological Care ......
Do you use more than two pillows to sleep?...... rerssresseaesenrens reerersessiesisaenessranee eessannennenens cevreesressereenaes ceessersesesatreesanresetas Yes
Have you lost or gained more than 10 pounds in the past TL-1: Lt SRR reebtersestsereestrenrisstsbssnesbantnereraene erresenenns Yes
Do you have or have you had any disease, condition, or problem not listed? ....... rererestsnesnenianes eresreesessanssaniees PO teesseaniens Yes

If yes, please lisl:
Women. Are you: Pregnant? Yes, ___ Months No Nursing? Yes No Taking birth control pills? Yes No
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B Our poticy roquires paymont in fuit tor ait servicos renderad at the time of visit, unloss other arrangomonts have basn made with tho business managor. ¥ acceunt is not paid
within 90 days of tha date of sefvico and no linancial arangemonts have been mado, you will bo respenasiblo for tegal lees, collaction agency fooa, intereat ges and any
othor oxp incurred in ing your

B | authonzo tho staft to partorm any y servicos noedod during diagnosis and 1 also fizo the p to ra! any inf tion required to p
inSUTANCO claims.

B 1 understand the above information Ang guarantee this torm waa completed comocily to the best ¢f my Asdgo and ur d {1 is my rosponsibility to Inform this oflico
of any changes lo the information { have provided. )

| that this practico providos spaco, equip: support parsonnal, and administrativo services (o taclitato cach dontiat 1o focus on patlent care. The individual

dennsts practicing ol this practico aro nol agents or empioycos of this practica, Each of tham exercisas Indopendant prolossional judgemant in tho nature and manner of
dental cz'vo and treatment provided, | ACKNOWLEDGE THAT | AM AWARE THAT ALL OF THE DENTISTS ARE NOT EMPLOYEE AGENTS OF THIS DENTAL

MANAGEMENT COMPANY.

Date / /

Signature .

ARA Pesent O Parent or Gusrsen O Spovss

Yes

Yas
Yeos

Yes
... Yes
Yes

No
No

No




