
Welcome

Patienfs
tst

lf Child: Parenfs Name

How do you wish to be addressed

Yn.

Teleptpne
Prognam a policy#

Union LocalorGrup
SOCIAL SECURITY NO.

Employee Name
EmployuMme

DahdBirh
f6. -

Name of lnsunance Co.
Addres

Telephone
Prognam u policy #
socrAl sEcuRrw No.
Unkm Localor Grqlp

RELEASE:
I authodze tp dentisl b perbrm dk{rmtic prooedurcs and featnent as may be
recessary for proper dental care.
I aufrprize rclease of any hbma0on corrcemirg my (or rny drild's) heal$ carc,
advbe and beatnent proviled br tte purpose of evaluating and adminisbnirq daims
for insurance benefb.
I aulhorize release of any infonmlbn conceming rny (or nry driH's)healh carc,
advice and beatnenlto anoher <hnlist
I hereby authodze paynpnt d insurance benefib direcdy to the dentsl or dental
grury, oherwbe payableto me.
I understand that ny denbl care insurance canier or payor of my denhl benefits may
pay less than he actnl ttill fu senices. I undeotand I am financially responsible br
payrnenb in ful of all accounts. By {yning ftb statennnt I revoke all previor.ts
4.eemeflb to the confrary and agrce b be resporeitile for paynenl of services not
peid, in wfide or h part by ny denbl care payor.

I attest to he accurry ol fp infumation on ftis page.

PARENT OR GUARDIAN SIGNATURE

DA]E

Residence - Steot

State- Zip -

BusinessAddress

Telephone: Res.-

Gell Phone il

eMail

Palient/Parent Employed By

Resent Position

How Long Held

Spuse/Parenl Name

Spouse Employed By

Present Postion

Hov Long Held

Who is ResponsiHe for this accounl

Ddven License No.

Mehod of Payrnent Check B CashD CreditCardD

Purpose of Call

O&er Family Members in this Practice

Whom may we thank br his refenal

General Dentist Name:

Last Dental Checkup:

Someone lo noliff in case of emergency not living wifrr you

Employee Name
Employer Name
lhme d lnsurahce Go

Date

Dateof Birth-- trlrlale trFemde

Dab of Blrtl

OVEft ---'-----)



\

MEDICAL HISTORY
Patient's Name

Last First Inital DateofBirtr

CIRCLE THE APPROPRIATE ANSWER, IF YOU DON'T KNOW THE CORRECTANSWER PLEASE
WRITE "DON'T KNOW ON THE LINE AFTER THE OUESTIONI

1. Physician's Name
Address

ADDITIONAL COMMENTS:

2. Are you,under a physician's care?...........
Sincb when Why

3. When was your last mmplete physicalexam?
4. Are you taking any medication 0r substances? .............,......... yES

(lf yes, please list medications in comments section or on the back of this form.)
5. Do you routinely take health related substances?.., ................ yES
6. Are you allergic to any medications or substances? ............... yES
7. Do you have any other allergies........ ............,. yES
8. Do you have any problems with penicillin, antibiotics, anesthetics

9. Are you sensitive to any metals or latex?.......... .................,.... yES
10. Are you pregnant or suspect you may be?................. ............. yES
11. Do you use any birth control medications?.. .... yES
12. Have you ever been treated for or been told you might have heart disease? ...,..........,.......... yES
13.Doyouhaveapacemakeroranartiftcia|heartva|veimp|ant?...'.' '..'
14. Have you ever had rheumatic fever?............. ..,....................... YES
15. Are you aware of any heart murmun?..........,.......... ...........,.... yES
16. Do you have high or low blood pressure?...,.... .......,............... yES
17.Have you ever had a serious illness or major surgery? ........... yES

lf so. rSxolain
18. Have you ever had radiation heatment, chemo treatment for tumor, growth or other condition?...,... yES No
19. Do you have inflammatory diseases, such as arthritis or rheumatism? ........... yES NO
20. Do you have any artificialjoints/prosthesis?.....,. yES No
21. Do you have any blood disorders, such as anemia, leukemia, etc?................. ...................,...yES NO
22.Have you ever bled excessively after being cut or injured? ..,. YES NO
23. Do you have any stomach problems?..1..............,:,........... ...... YES NO
24. Do you have any kidney problems?............,....,.. .....................YES NO
25. Do you have any

28. Do you have epilepsy or seizure disorders?....... yES No
29. Do you or have you had venereal disease?......... yES NO

32.Haveyouhadordoyoutestpositiveforhepatitis?'.'
33. Do you or have
34. Do you smoke, chew, use snuff or any other forms of tobacco?..... yES NO
35. Do you consume alcoholic beverages?..... ...... yES NO
36. Do you habitually use controlled substances?... yES NO
37. Have you had psychiatric treatment?...... ........ yES NO
38. Have you taken any prescription drugs fenfluramine, fenfluramine combined with phentermine (fen-phen),

dexfenfluramine (redux), or other weiqht loss products? ......... yES No
39. Do you have anydiseabe condition, oi problein not listed? lf so, explain

40. ls 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?......... .YES No
I CERTIFY THAT THE ABOVE INFORMATION IS COMPLETE AND ACCURATE

NO

NO
NO
NO

NO
NO
NO
NO
NO
NO
NO
NO
NO
NO

PATIENT'S / GUARDIAN'S SIGNATURF DATE
DENTIST'S SIGNATURE DATE

Updates:

Patient/Guardian

Patient/Guardian

Patient/Guardian

Patient/Guardian

Doctor's
tials Date

Doctor's
Initials Date

Doctor's
hitials l-rate

Doctor's
Initials Date
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