Welcome @

Thank you for selecting our dental healthcare team!
We will strive to provide you with the best possible dental care.
To help us meet all your dental healthcare needs, please fill out
this form completely in ink. If you have any questions or need

Patient #

assistance, please ask us - we will be happy to help. SS#/SIN
» B Date
Patient lnfOT MAation (CONFIDENTIAL) Patients e JF Om
Name Birthdate Home Phone
State/ Zip/
Address City Prov. PG
Email : Cell Phone
Do you prefer to receive calls at your: [ Home [ work [ Cell Phone
Check Appropriate Box: L1 Minor [Single [[IMarried [ Divorced [1Widowed [ Separated
’ P ) tate, Full Part

If Student, Name of School/College City Prov. U Time L Time
Patient or Parent/Guardian’s Employer Work Phone

i ; State/ Zip/
Business Address City Prov. P
Spouse or Parent/Guardian's Name Employer Work Phone
Whom May We Thank for Referving You?
Person to Contact in Case of Emergency Phone
R p ” . y Relationship
Name of Person Responsible for this Account to Patient
Address Home Phone
Email = Cell Phone
Driver's License # Birthdate Financial Institution
Employer Work Phone SS#/SIN

Is this Person Currently a Patient in our Office? [ ves L] No
For your convenience, we offer the following methods of payment. Please check the option you prefer. Payment in full at each appointment.

Clcash L1 personal Check Credit Card [Ivisa [ MasterCard L1 1 wish to discuss the office's payment policy.
Insurance Information »
Name of Insured to Putien!hlp
Birthdate SS#/SIN Date Employed
Nanie of Employer Unionorlocal#______ Work Phone
L. State/ Zi%/_
Address of Liployer City Prov. [P
Insurance Company Group # Policy/ID #
i 3 ¥ State}/ Zip/
Ins. Co. Address City Prov. F.C
How Much is your Deductible? How Much Have You Used? Max. Annual Benefit
DO YOU HAVE ANY ADDITIONAL INSURANCE?  [] Yes [ No IF YES, COMPLETE THE FOLLOWING:
Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer Unionorlocal#_____________ Work Phone
3 > State/ Zi
Address of Employer City Prov. P
Insurance Company Group # Policy/ID #
= ) State/ Zipc/
Ins. Co. Address City Prove. . PO
How Much is your Deductible? How Much Have You Used? Max. Annual Benefit
Over Please
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Patient Medical History

= Latex Rubber..

Ehysieiaph . = e — . Ofrebnbie - L~ St LW LT el TDateOF LESERYOM -
Yes No ) Are you allergic to or have you had any reactions to the following?
1. Are you under medical treatment ROW?.........oceocvveerecrrinrncnsnnn, = Yes No
= 1 L i Local Anesthetics (.2, NOVOCAIN)........cccvvmvecerioninernnns ]
2. Have you ever been hospitalized for any Pertiesiit e o ot = Artibifotics ]
surgical operation or serious illness within the last 5 years?..... ] ] ‘U“a LTy OUIER SAHMDIOUES soovr ittty eisfssiensns
b 1 A—— A D 1o R T T e ]
If yes, please explain e e A
iy 2 T AT RL IS e eSS LS ]
— - Sedatives ...
3. Are you taking any medication(s) Sull.a“‘( %
including non-prescription medicine?..... 2 loc e e e E e s B e B Ll
If yes, what medication(s) are you taking? _ R e Aspirin.. % [
Any Metals (e.g. nickel, mercury, etc.). =)

4. Have you ever taken Fen-Phen/Redtic?............oooovoovveeceecvann, (S ] Other (please list)
I TR SODBEE? .ot omee e s sl £ < 10. Doy(?u h(l\-‘t"a persistent Fough or th{vul clearing not
: associated with a known illness (lasting more than 3 weeks) []
6. Do you use controlled SUBSIANCES? .......covvcvviniiisinisiniissrasieses =S 11. Women Only:
7. Are you wearing CONtact lenses?.......o.uvvnciiiiinercnisessineennns B a) Are you pregnant or think you may be pregnant?..... []
DY AFE SO MO SING?. . et .o e e e . |:|
8. Do you have or have you had any of the following? ) Are you taking oral contraceptives?..........c.coeevevecenene. [
Yes No Yes No Yes
High Blood Pressure ..................... (0 O  Heart Disease oo I I Y o e W |
HERIEALATK................comovisvmiii. O O  Cardiac Pacemaker................. 1 O EasityWinded ... o0 . ]
RUSUMAHC FEVEr oo, v O O Heart Murmwr ..o L1 [0  Stroke ]
SWOllEnARRIES ...........oovonenn i =g W Ly e T R — il Hay Fever / Allergies .................. ]
Fainting 7 Seizures ............c.ccueeean. W Fregeterily Tireo ot e = R TRRPCRIOSTs ... Sk oo one ]
BT s e L == e L1 [ Radiation Therapy ... L]
Low Blood Pressure ... L] Emphysema Ll [ Gloucomagene: S | L]
Epilepsy / Convulsions ... B EF o N o O O  Recent Welght LOSE: weesmessisisnias-- L]
Leukemia e, DA T T = |l Liver Diseasc .. ]
B S o R L1 L1 Joint Replacement or Implant ....... O O Heart Trouble ]
Kitiney DISEqses ........... M bhtec. E¥ L] Hepatitis / Jaundice ... Ll Respiratory Problems.................. L]
AIDS or HIV Infection .......c......... D D Sexually Transmitted Diseasc ..... O O Mital Valve Prolapse......... 221 ]
IR TCREPLON I cecssession. -oivvovesseon Stomach Troubles / Ulcers. O O Other = (]
Patient Denta[ H1story
Name of Previous Dentist and Location = - Date of Last Exam
Yes No Yes
1. Do your gums bleed while brushing or flossing? ..o, il P 8. Do you have frequent headaches? .. L]
2. Are your teeth sensitive to hot or cold liquids/foods? . ] pldl 9. Do you clench or grind your Lceth? ........ -
3. Are your teeth sensitive to sweet or sour liquids/foods? ............. Ol L1 10 Do vou bite your lips or cha(ksﬁcquentiy7 - ]
4. Do you feel pain to any of your teeih?...............cooeivniiinniivennes Cl O 11 Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near your mouth? ......... I Lol Dbthe past?..........oe.. e S ]
6. Have you had any head, neck or jaw injuries? ... Lo 12. Have you cver had any pmlonch bkedmg
7. Have you ever experienced any of the following Gl IR B C XTI CIOBS P viromiossas - b ithe S T oo =
problems in your jaw? 13. Have you had any orthodontic treatment?...................... 1
CHEREEC ol o S ik, 'O ™o you wear dentures 0F partials?...........iinns ]
Painijoiit, eqr, SAEOf fAce) ... iitivemssinisiiilds fad Mo s g If ves, date of placement
Difficulty in apening or closing .. .. L1 O 15 Have you ever received oral hygiene instructions
PAREHIET CREWING ..., Ao cinias cincnores v i B regarding the care of your tecth and gums?................... L]
16 Po you like your smile?......... SN SNSRI ons £l

Authorization and Release

OO0 O O000O00O0O000O0os

Z

I

OO0 000 O Ooos

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

This office accepts insurance, I understand that I am responsible for payment ofserviu s 1endered and also responsible for paying any co-payment and
deductibles that my insurance does not cover. I hereby authorize payment directly to the Dental Office of the group insurance benefits otherwise payable
tome. Iunclerstand that I am responsible for all costs of dental treatment. [ hereby authorize release of any information, including the diagnosis and
vecords of treatmient or examination rendered, to my insurance company.

[ understand that the information that T have given today is correct to the best of my knowledge. I also understand that this information will be held in
the strictest confidence and it is my responsibility to inform this office of any changes in my medical status. I authorize the dental staff to perform any
necessary dental scrvices that I may need during diagnosis and treatment, with my informed consent.

X

Signature of patient (or parent/guardian if minor) Daie
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