
e[come 
I1WJ1i? YOH for selecting OHr denLal healthcare Learn ! 

We wiU strive La provide you with the best possible dental care. 
To help us meet all Y OLW dental1!ealthcare neee/s, plew;efill oue Patiellt # ___ _ _ _ _ _
t/1is Jmm completely in in k. If you have emy questions or need 

assistance, please LLSI? LIS - we will be happy Lo help. SS#/SIN--- - - --
Dmc _______________ ___ 

PatimL's Sex 0 F 

"Nome _____ _ _ ___ ______ ____ _ ___ BirthclaLc Home P J101.u:Je_ _ _ _____ 

State! Zip/ 

Patient information (CONFIDENTIAL) 	 0 M 

Addre..'\s ______ _ _ ___ _ ____ ____ _ _ City _ ___ _____ _ Prov. P.c. _ _ _ __ 

_ _____________________ _______________________ Cell Pholle_ ___________________ _Emclil 

Do you prefer to receive calls at your: 0 Home 0 Worh 0 Cell Phone 

Chech ApplDpricltc Box: D Millar 0 Single D ManieLi D Divorced 0 Widowed D Separated 
Stute! 0 Full D PanIf Stuc/cnL, Name of SciwollColiege ___ ____________ City ______ _ _ _ Provo _ __ Tim e Time 

Patient or Parent/Guardiall's Employer 	 WOril Pholle __=:--:-______ _ 
SUlle! Zip/Business Address _ _ _ _ ___ _ _ ___________ _ Cily ______ ___ Pmv. p,c. _ ___ _ 

Spous(' or PWDtt! uardicl11's Name _ _ _ _ _ _ _____ Employn ----- ----- Worl1 Phone ------­

Whom l'vlay Wt! TI l£lI1hfar Reji:·,ring You 7 _____ _______ ______ _ _ _ ___ _ _____ _ _ _ _ 

Persollto Contact ill Cusc OJ Emergency _ _ _ ..,..,-_-;-_______ ___________ Phone ________ _ 

es ons1 Ie Party Relationship 
Name oj PersOJI Respollsible/or litis AcCOlUtt ____ --'_ _ _ _ _ _ _ ________ _ /.0 Patient ____ ___ _ 

Addre,s Home Pflnlll: __________ _ 

Email Cdl Phmtc _ ______ _ 

Oliver's LicellSt' # _ _____ _ ____ !3irthdate ___ _ _ _ _ FillClllcial lllStitutiol1 ___ _____--:-____ 

Employel _______________ _ _ _ ___ ______Worh Plame _ _ _ _______ SS#/S .r _____ _____ 

I:,; tltis Persoll ClI/w lldy a Patiellt in our Of]ice? 0 Ye, D No 


For your convCllicl1ce, we ojferthe jill/owing II1clhods ofpaymel1l. PleCISf chnil th !' optio/1 you prefer. Paymel1t ill Jtdl at fetch (lppoil1lment. 


o Cash D Personal Checll Credit Card 0 VISA D MasttTCLIrci D 1wislr to discuss the o.fJicc's payment policy. 

ra ce 1 fo 
Relationship 


Name vJ Illsllred _________ _____ -;--;c--::--'--,-:-:::7-~---------- to Patient ____ --::--_ 


Birthdate _ __________ 	 Date Emph~yed _-'--"-___ 

J lame If [ mploycr _______ _______ .-:..:...,.:.____ Union or Local # _______ Worh Phone - -=,...-c-----''--- ­

State! Zi { 
Add,.ess of 'mployer City 	 Prov. ___ _ P~~ , ____ 

Insurance Com[JcTIl v Group # _ _____ _ -;-_ 	 Policy/fO # _--;::-;-;----'___ 
State! Zip/ 

In.5. Co, Addre S ____ ______ --''--_ ___ _ __ City 	 Prov, ____P,c. ___ _ 

How M uch is yow Deductible? 	 How lv/udt Have You Used? Max, Anllual Benefit _ _ ____ _ 

DO YOU HA 	 D yes D 0 fF YES, COMPLl::TE TJ-fE FOLLO\VfNG: 

Relationship
Name vfInsurcd ______________-:-_;--:..,,...:;.;-"---'--~_ _ _____.:......_ _ to Patic:nt _ _______ 

Bi.l1hdate ___ ___ ___ _ _ 55#/ IN_ _ _ ________ _____ ___ Dale Elilployed ______ 

Name o{Emplvyer Union or L Jcal # ____ ___ WOr/1 Phol1e _ -:-_ _ _ _ _ 
Staid ZiRLAddress oJElI1tJloyer ____ ___ ________ __ City ___ _ ____ ___ 	 Pmv, _ ____Pl... _ ---;-__ 

il1SLHWlCC CompclIly _~ __________ ___ __ Group # _ _ _ _ _ ___ _ 	 Policy/ID # _ ___ _ ___ 
State! ZipL

ins, Co, A.dclres.' City_ ___ ____ _ __ Provo ___ _ p,l.., ______ 

How Much is your DedLLctiblc7 How MLLcit Have YOHUsed? Melx. AllIllIal Benefit _ _ _ ____ 

Over Please 
(12003, Cindy Sampson License granted by Penny l ane Publishing. Inc. \II 



Patient Medical History 
Physid al! _ _ ______________ Offkc Phone ______________ Date oJL(I$( Exxun ___ _ ___ _ _ _ 

Yes No 9. Arey Oll allergic to or Iwvc y ou had (my reactions La thc.fo llowil1~? 
L. Are y ou lfI l£ ic Y In pc/ical trcatlnCll t now? .. D D Yes N o 

Lowl Allcs lil f tiCS (e.g . . 'ovowin). . ... . ... .. ........ D D
2. Have YOll ever heen ilospiwlLzcdJor any 

PcnicilliIl Ot· (lnyothcrAIlUiJ iolics...... .. .. ....... .... .. .. D D
surgicaL 0!1cruLion or SC IiOLlS illness with in the last 5 ycars ? D o 
Sulfa Drugs .. .. ~ .. .. ............ ..... .. .. ... D D


fr yes, please expLa in 
Burbiturales . ...... ........ .. .... .. .. ... . D D 
Sedatives. D DJ. Are you tailing Wl) medicat.ion(5) o Ioc/ine .. . .. ... .. ...... ...... .. .... .. ............... .. .. .... .. .. ........ D D
incllleling 110l1-prCSc.l"iptioll medicine?.. 	 D 
Aspirin . . .. .. .. .... ...... .. . ......... .. .. ... .. D D
[ryes, w lWL ",,,diw /ion(s) (ire YOll lClhillg? 
Ally Mew ls (e.g. nicile/, mercwy, etc.) .. D D 
L Llt eJ( Rubber .. D D 

4. [-lave y ou ever W/u 'n Een-Pll enJRe(hL,( 7 ....... .. .. ... .. .. .. . D o ()tll el' (plm sc lisl.l..) _ ___ ___ _ _ ___ _ D D 

10. Do you have a persistent cough or lhmat dmring nol

5. Do you lise lo/mcm? 	 D o 
asso ';uted with a /lIlOlVI1 illnes. (lasting more t!Jall 3 weehs) D D 

6. Do Y0 l! use cmll rolled sl./hstall ccs? .. D D II . Wmm:1l Ollly: 

D o 	 a) A rc you. pregnal1t or thin II you l /1ay be [JI'cgnant? .... 0 D 
b) Arc YOLillursil1g?... ..... . ...... ...... . .... .. ........ 0 o 

7. ArcYOl( weClri ng col lJ.ar( II;;Ils(s ?.. .. .. ........ . . 


H. Do YOIl ho ve or huve YOli had any or the j(JllolVing 7 	 c) A 1'[' y ou tahing oral contrcJ 'cfJti ves 7 .. ...... .. .. .. .. .. 0 o 

Yes ' 0 Yes I 0 Yes N o 

f-liy;h Blooc/ P ; 'CSSlm: ........ .... . .. D D I-lmn DiscnSf o D Cilest Pains .. ... D o 
1-lcal'l il.llacll D D Curdiuc Pacc/1lollcr... o 0 r asily W il1dcd . D o 
Rheum.alic Fever . D D I-lewl lvlU l1l1ltl o 0 troilc' .. ... .. o o 
Swo/lell Allllics ... D D Angil1a o 0 I lay Fever / Allergics o D 
Fainting / Seizures .. ' D D reql.lel1 t Iy Tireel D 0 Tul J{TClI IDSi s o D 
ASLlmw .. . D D Ancm;u D 0 Rc/( Iimioll '[henlp), ......... .... .. .. o o 
WIV Blood Press" n' .. ....... .. .. .. .. D D Empilysema .... ... ..... ..... . o D Glclllcot1la. o o 
Epilcpsy / COl1vlI b iollS .. D D Call cer. o D Recent Weigll t Loss D o 
l.cullclll iu ..... D D An /Hi lis ... o 0 Li ver Disease . o D 
D;ai>ctcs. D D Joint Rep/aco ncll l or Im p/all t . D 0 Heart Troub/e . D D 

D D l-Iepalilis / jau/1( ii cc .. o 0 Rt'sl'iralol), Problcm.-. o D 
.... . ........ D D S(xually Trall ~1 11il lt:d D isCC/sc .. .. D 0 Mit red \la/ve i'ro/apsc .. o D 
.. ... .. .... D 0 Stomach Trc1llhl·· / Ulcers ... .. .. D 0 Other __________ o o 
ental History 

Nome or Previolls Dentist m](1Lowlion _________ _______ cc:..__~_ _ _ _ Datc of Last & (/111 ________ _ _ 

Ye s N o y(~ S N o 
/ . Do your h'III11Sbleed while /Jlm il ing orjlossing? .. .. 0 0 R. Do you /wVl:: j"f"quclIl ileadaches? . 0 0 
2. r'h e your teeth sClls i( i \'(' {o h OI or cold liqllicisljooe/s? 0 0 9. Do YO Il c/cllCil ur ~rilld ),oll r tcetil ? 	 0 0 
3. J\rcyow t,('til St'lIS itivc to slVeet or sour liquicb/Jouds ?.. 0 0 10. Do yull/Ji te yoll f lips ol'l hc.ef/sjrt'CfIlt'TH /Y? .... .. ...... . 0 0 

4. Do y ou Jeel pa in ro allY orYOll r teeih ?. .. .. ......... .. .. .... . 0 0 J / . Have you el'cr had (my c/i[Ji.cull o lrClcliOlls 


5. Do you have (111)' sorcs or /unl[IS i ll 0 1- 11 ('{I/ ' yow' 1Il()IUi1? 0 0 ill til e past?.. .. ............ .. .. ........... .. . D 0 

6. HCI C YOI I had ([Ii.- IImc/, flail orjmv ill jwies? . 0 0 12. /Jaw: YO l! t'VtT had any prolonged Needing 
7. Have )'011 ever c.xpelil'llced Glly (1 tlllJollowinp, 	 Jo llowing ex1raction, ? .. .. .............................. . 0 D 


rJr(JblcnL~ illYOII/ j aw? 1.3. Have y ou held (I llY Orl/l<ldOll tiC trcatmCllt? ... 0 D 
Clicil illg .. 0 D 14. Do YOl I weur dell lUrfS or pWlials? . ...... . . . . . ..:-4i..•• 0 0 
Pain (joint , f ((l', side OO'IL'e) .. ........ .. ... . _ .. .. .. .. .. .. .. .. ... .. .. 0 0 Ify.:s, ciait' oj'plau':l11cnt _ ___ _ ____-'­
Dit~cllity in opcmllJo{ or closinJo{ .. 0 0 15, Huve YOll f WT received om/ hygiene illstn JCtions 
Difficu lt , ill chewing 0 0 I-cgarding th c Ul rc oryou r tceth and gllIllS ? ... D 0 

16. Do y OIl li hf your smile) 	 0 D 

'1 o elease 
Payment is due illfull at the lim.e of tl'eatlnent u nless pyj.or a n .. mg cmen ts I,ccve b e:c l1 approved. 
This offke accepts imurai lCe, Illllderstalld that I all! respol1sible Jor pay ment ojservices I·t'ndered and also responSible Jor paying any co-pclymel1t [//'ld 
deduct/bles l hal my i rlSurCU1Cf does not cover. I hereiJy authorize payment directly to tite Dental Office of tile grw p insurance benefits otherwise payable 
10 me. I understand LIUlt I am responsible Jor all costs oj delllcl L treaLmelU. 1hereby a[(filmi ze re/ellSe ojany il1Jo rmation, inclueLing the diagnOSiS anel 
1'ew nls oj trea /Hlent or exam il1al.ion rendered, to my insll.fWlCC company. 
[ lll1 dersiclIld thai the informatiDn that I have given today is confet to the best oj my hl'lOwlecige. I also wuierstand that this information will be held in 
the strictest confidence am/ ie is my !'csponsibility to il1Jorm this offke oj any ci1cu1ges i/1 my medicaL status. I authOri ze the dental staff to pelform any 
I1C(C.55al)' dental sCl v ices that llllay need c1ul"ing diagnosis Clnd treatment, with my inJomled consent. 

Signcltw'c of p Cltimi (or pan;IlUguCl rdi.cU1 if mi!wr) 	 Dale 

ITEM 067-5991 /5843 

x 

http:collJ.ar

