Welcome

Patient’s Name

Date

DateofBith____ [Male O Female

First

" If Child: Parent's Name

How do you wish to be addressed

Residence - Street
City. State Zip

Business Address ;

Telephone: Res Bus

Cell Phone #

eMail

Patient/Parent Employed By

Present Position

How Long Held

Spouse/Parent Name _
Spouse Employed By

Present Postion

How Long Held

Who is Responsible for this account

Dﬁvers License No.

Method of Payment: Check O CashO Credit CardO
Purpose of Call

Other Family Members in this Practice

Whom may we thank for this referral

General Dentist Name:

Last Dental Checkup:
Someone to notify in case of emergency not living with you

DENTAL INSURANCE
1ST COVERAGE

Employee Name Date of Bith________
Employer Name Yrs.

Name of Insurance Co : :

Address

Telephone
Program or policy #
SOCIAL SECURITY NO.
Union Local or Group

DENTAL INSURANCE

2ND COVERAGE

Employee Name Date of Birth ————
Employer Name Yrs.
Name of Insurance Co.
Address

Telephone
Program or policy #
SOCIAL SECURITY NO.
Union Local or Group

RELEASE:

| authorize the dentist to perform diagnostic procedures and treatment as may be
necessary for proper dental care.

| authorize release of any information conceming my (or my child's) health care,
advice and treatment provided for the purpose of evaluating and administering claims
for insurance benefits.

| authorize release of any information conceming my (or my child's)health care,
advice and treatment to another dentist.

| hereby authorize payment of insurance benefits directly to the dentist or dental
group, otherwise payable to me.
1 understand that my dental care insurance carrier or payor of my dental benefits may
pay less than the actual bill for services. | understand | am financially responsible for
payments in full of all accounts. By signing this statement, | revoke all previous
agreements to the contrary and agree to be responsible for payment of services not
paid, in whole or in part by my dental care payor.
| attest to the accuracy of the information on this page.

PARENT OR GUARDIAN SIGNATURE
DATE

0= = S—



MEDICAL HISTORY

Last First Initial Date of Birth

CIRCLE THE APPROPRIATE ANSWER, IF YOU DON'T KNOW THE CORRECT ANSWER PLEASE
WRITE “DON'T KNOW" ON THE LINE AFTER THE QUESTIONI

Patient’s Name

1. Physician's Name ADDITIONAL COMMENTS:
Address
2. Are you Under @ PhYSICIaN'S GARET . i v s senesgareressssssssssessemsssnssssssssssesinsssssssassseiassessnsrapsssassssassspisensssss YES NO
Sinc)é when i vy
3. When was your last complete physical exam?
4. Are you taking any medication OF SUDSIANCES?.............cismsmmmamsssisenssrssscunesesssssssssssssessasmssssssssssssprssssssnssssass YES NO
(If yes, please list medications in comments section or on the back of this form.)
5. Do you routinely take health related SUDSIANCES?.............cccmmcerrerricii e sseesis e, YES NO
6. Are you allergic to any medications Or SUDSEANCES?...........cveuremrrecrienensisisssseesssssssssssssessesssessssssesssenns YES NO
7. Do you have any OtRer GlERIIBS:. ...y ipimd i isss s gesssmistmivsmmos YES NO
8. Do you have any problems with penicillin, antibiotics, anesthetlcs
OPOIERMEdiCaliONS T s i i S s S YES NO
8. Areyensensitive ey metals O BIERT . o s s iOan YES NO
10. Are you pregnant Or SUSPECt YOU MAY DB7.........c.eervurreeereriesresiessssesssss st ssssessenes s s see s sessenessssnsens YES NO
11. Doyou-use-anybirth-controlmedicalions? o e i i e YES NO
12. Have you ever been freated for or been told you might have heart disease?.................coevvcemmmrevrnsnerrriseneronns YES NO
13. Do you have a pacemaker or an artificial heart valve implant?..............cccccoomrrremnminnnn e YES NO
14. Have you ever had FhEUMELC FEVEID.............ccuueeiicierisccsscssemsassnessssssasmssisssssssesssssssssssssasssssmssssssssssssssesassssss YES NO
15. Are you aware of any heart MUMMNUIS?...........c.umreeecsmissssesmssesssessess s ssssessssssssssssssssssssssssssesssssssssnes YES NO
16. Do you have high or [OW DIOOT PrESSUIE?...........c.ueueererismeeesecereissssresssssssessss s sssss s ssssssssssesssssssssssssssssas YES NO
17. Have you ever had a serious illness or major SUTGEry?...............meeeesmeseessnnns o A e e YES NO
If so, éxplain
18. Have you ever had radiation treatment, chemo treatment for tumor, growth or other condition?.................... YES NO
19. Do you have inflammatory diseases, such as arthritis or eumatism?................o.occccrmvmreermmrmreerisissnsnssenenns YES NO
20. Do you have any artificial jOIntS/ProSthESIS?............vvveeerreruvesrressmnsiemises e seseseas YES NO
21. Do you have any blood disorders, such as anemia, leukemia, efc?................coovvveereeerecrrerrenne e YES NO
22. Have you ever bled excessively after belng cut or IDUIE 2 sriiscsss BB s iscim e mrmrs o mmr s YES NO
23. Do you have any Stomach ProDIBMS?............ovveo.ieeeeseeesoeeeeesssseseeeessssscsseeees e ssssssessssessessesmsssssessessssees YES NO
24. Do you have any Kidney ProbIBMS?...........cvverveiveirrisnnr st sesssiss s ssssessss s sssssessssssssssssssenssanas YES NO
25. D6 you have: any Ve PrODIOITS .usssssssssssimsssi s ns sl ssssiominsasinmmtinsinsissmamonsiacsshaios YES NO
SRRl 1o e i R e (i e s S L R T S S iy YES NO
27, DOYOU NAVE BSHVIIET .. s yssuvssismisssrsmsassusosnussssssosssssgsasspsfissamssssasssissussssfobssssosssssssoss s siemssa s s e s mmesss YES NO
28. Do you have epilepsy or SEIZUre dISOTARIS?............cwvrvurreermmrrriissnereeens st ss s sssssenens YES NO
29. Do you or have you had Venereal dISBaSETY..........cuuimmiiinemmmmsiiasssssissensrressssesssasassssasesssesssssssmssssssses YES NO
30. Have you tested HIV POSIIVEY...........oceiirrersircsrre i s smmssssssssssssssess st stsssssssssssssssssssssssssssnsassssssins YES NO
3. Doyauhave MUIRT, .. it it it i icigs i s i i R A YES NO
32. Have you had or do you test positive for hepalitis?.civasnraim s LAl e YES NO
33. Do'youior have JOUNBA.TB T o et s i 0 s b creeieesmsncravessamssoseiaiisicisiomiins YES NO
34. Do you smoke, chew, use snuff or any other forms of tobacco?.............ccoovvveicrrvvcireceee e YES NO
35. 100 0. conEHME BlE0NOIE DEVETHOEE oot botibts s didios s oo eessssassssss s s v inssi st ias imanases YES NO
36. Do you habitually use controlled SUDSEANCES?.........cvvverrverreieeeeeeeceeeeee et YES NO
37. Have you had pSychiatfic WEBIMENIY. ......o. e o coneen st cesessassessrossasesiessonssstosssemsonsebmmsnessisssssisons YES NO
38. Have you taken any prescription drugs fenfluramine, fenfluramine combined with phentermine (fen-phen),
dexfenfluramine (redux), or other weight 10SS ProdUCES?..............uc.uveeecumeeerirmmenmmmiminminn s YES NO
39. Do you have any disease condition, or problem not listed? If so, explain
40. Is there anything else we should know about your health that we have not covered in this form?
41. Would you like to speak to the Doctor privately about any problem?.............ccccoooevevvvveceee. YES NO
| CERTIFY THAT THE ABOVE INFORMATION IS COMPLETE AND ACCURATE
PATIENT'S / GUARDIAN’S SIGNATURE DATE
DENTIST'S SIGNATURE DATE
Updates:
. . Doctor’s
Patient/Guardian Initials Date
Doctor’s
Patient/Guardian Initials Date
. : Doctor’s
Patient/Guardian Initials Date
. . Doctor’s
Patient/Guardian Initials Date
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