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Patient Information

Crata

LCOME

Dental Insurance
Who s responsible for this account?

SSHIC/Patient ID #

Relationship to Patient

Patient Mame

Insurance Co,

Last Mamea

Group &

First Mame

Is patient covered by additional insurance? [ [Yes [ No

Subscriber's Name

Birthdate S5#

E-mail

Relationship to Patient

Sex OM [F Age
Birthdate
[0 Mamied

[l Separated
Ccoupation

] Widowed
] Divorced

[ Single
] Partnarad for

—_— YBars

Insurance Co.

Group #

ASSIGNMENT AND RELEASE
[ coriity that |, andior my dependent(s), have insurance coverage with

and assign diractly to

O Minar

Weme of insurance Company(ies)

Patient Employer’School

De, all ingurance benafits,
it any, otherwise payable o me for services rendered. | understand thal | am

Employer'School Address

firancially responsitle for &ll charges whether or not paid by Insurance, 1
authorize the use of my skgnature on all Inssrance submissions.

The above-named dentist may use my health care information and may dsclose
such nfarmation ta the above-named Insurance Company(les) and thair agents

Employer/School Phone (

for the purposs of obtalning payment for services and determining insurance

Spouse's Name

benedfits or the benefits payabée for related services. This consent will and whan
my current ireatment plan i completed or one year from the date signed below,

Birthdate,

Signature of Patient, Parent, Guardian or Personal Representalive

Spouse's Employer

Please prnt name of Patiant, Parent, Guardian or Parsonal Representative

Whom may we thank for referring you?

Ciate Aelationship to Patiant

Home: ( }

Phone Numbers

) Ext Cell Phone (

Spouse’sWork | )

Best time and place o reach you

Mame

IN CASE OF EMERGENCY, CONTACT (Specilty someone who does not live in your household.)

Relationship

Home Phone {

Work Phone (

Reason for today's visil

Former Dentist
City/Stale
Date of last dental visit
Date of last dental X-rays

Place a mark on “yes" or "'no” to indicate if
you have had any of the following:

Bad breath [ Yes
Bleeding gums [ Yes
Blisters on lips or mouth Cves
Burning sensation on tongue [ Yes
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[INa
] No
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Chew on one side of mouth [ Yes

Cigarette, pipe, or cigar
smoking

Clicking or popping jaw

Dry mouth

Fingernail biting

Food collection between
the teeth

Foreign objects
Grinding teaih

Gums swollen or tender
Jaw pain or tiredness
Lip or cheek biting
Loose teeth or broken filings [ Yes

Dental History
O MNe  Mouth breathing
Maouth pain, brushing
Orthodentic treatment
Pain around ear
Periodontal treatment
Sensitivity to cold
Saensitivity o heat
Sensitivity 1o sweats
Sensitivity when bifing
Sores or growths In your
maouth

Oves
C'yes
Ces
Oves

[ Mo
[ Mo
O Ne
O e

CYas
C¥es
[¥es
CYes
[l es
[ Yes

O Na
O No
OO Ne
CINe
O Mo
ONo How ohen do you floss?

How olten do you brush?
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Health History
Physician's Narme Dt of tast visit

Have you ever baken anmy of the. groug:ol diugs collectinly nelerrod 19 as Sen-phen 7" These indude combinasions ¢f lonimin, Adipec, Fassn
b mimes of phintorming), Pendimin (enfuraming aad Fodus (cexbnafuramana), [Yes [CMs

PR R o0 Tyms” 00 ng” 10 bnclicats If oo have hod sy ol the fodowing: )

AIDSHIY Oves [Oko Eplepsy Clyes [IHa Ci¥es. Mo

AFWTiE [i¥ee [ Mo [Faintog o dirriness OYes Mo Cves: Mo
[COYet [ Mo Glxstoms Cives Ciba COYes [CTho
Cwas [Tho  Hosdachias Cves o L ¥ees [T
Ces Cbo  Haart Mumo Cives ko CYes [T He
Civee CiMo  Hewrt Problems Cves Ohio Cye: T
Clves TlHe  Hapaltis Typso OOves (ke ) O CIHe

Harposg OYes [ No Cyos ke

CYes CIHe  pen Bload Proswuns Cives [INo CiYes CIMe
L¥es. 1M ipunces Oves [J o : C¥ee Mo
Cives [ORe  agw pasn O¥es [OMNo O%ez: O Mo
C¥es [INS  joomy Dissass Oves OHs Tk OYes [N
Cives [N Lhor Disoase Ces [INo C%es [N
Oves CINO  Low Biocd Pressurs Ofes Mo [7aa
Cives CINO  patenl Vaheo Profapes CYes (I8
Lives TIMNO  pransus Prodiems Cves ks L1 ¥z
C'ves CI%0  pasomaier [ives Mo L3 s
Ci¥es: ONe  pyyeniatic Cars C¥es C1M 3 Yo
Clvas Clno [ ¥

&3

Do yiar wikar oontas onsss? Oves: ko

Wharmen:
Az you pregrara? Cles: [Ohke  Dusdne Aroyou nursing? T¥es [Ohe
Taking birth gontrol pits? O%s: e

Medications Allergies
List ary medCations you an cutinty taking and the cometsting [ Asphin [ Locn) Anesthali
— [ Barbiturates (Sieping pifst [ Penicillin
[ Codeineg [ Sists
[ todina [ O
O Lagax
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Updates e fised in st futurs apperimonts)
Has thore Bosn ary changs in your healh sinca your last dental appolrtment? [T¥es  [1Ne

Fae what conditione?

AR Yol WAREEy Ay b acleabenmt. If gb, what? .
Pasents Sgnatien Dabe
Docter's Spnaive Dale
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oy thowe Daan amy chungs in your hoash singe your (281 denia! apocdntment? [Yes [[ko
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