j PATIENT INFORMATION 2 DENTAL INSURANCE

Date | Who is respensible for this account?

SE/HIC Patient 1D & | Relaticnship to Patiem

Patient Name ____ e Insurance Co. -

Last Mame Group # e
I patient covered by additional insurance? [ [Yes [ | Mo
Firzt Mams Micidle: Initial
Subscriners Name o
Addrass
Birthdate_ S5u —
City
Refationship to Patient
Siate Zip
Insurance Go.
E-rmail -
Group #
Sex [CM [|F Birthdate _ Age
i ASEIGNMENT AND RELEASE
[ Marrigd [ Widowed ] Single [ Minar A I cerlily that |, andfor my dependents), have insurance coverage with
T Separated [T Divorged || Partrered for YEArS ' e and assign directly 10
Mame ol Insurance mmpan;n:ues'n
Occupaticn
2 Or. alhinsusance henedisg, of
Fatient Employer/Schaol any, othenwise payable 1o me for services rendered. | understand that | am
£ finzncially responsibls for all charges whatnes o nct pasd by msuanee, Taotbaniee
Emplover/Schac] Address 3 — 1 the use ol my signature on all insurance submissions.
The above-named denbisl may wse oy health sare irlermation and may disclose
such irfarmation 1o the above-ramed Insurance Companylies) and [her agents 107
EmployanSchaal Phone (. 3 thee purposs of obtaining payment {or services and determining insurancs henefits

G e beneditg oavable 100 reladed services, This consent will end whan my current

e H 3 I | . 1| ¥ §
Spouse’s MNams freatment plan s completed or cne year from the dale sigrad Delow

Birthoate . Signature of Patient, Parent, Guardizn of Pessonal Representative

554

Please anal name of Patient, Parent, Guardian or Personal Representative
Spouse’s Employer

Whom may we thank for referring you? i Diate Felabonship te Palien

3 PHONE NUMBERS

Home | 1 Work [ 4 Ext Al Phone | §

Spouses Wark | 1 = _ Bast tima and place to reach you

IN CASE OF EMERGENCY, CONTACT (Spacify someaone who does not live in yvour housahold, )

MName Relationship

Home Phone | . Wark Phone | }

DENTAL HISTORY

Reascn for today's visit o Cheaw on ane side of mouth Clves [ Mo Mauth breathing Cyes Mo
) Cigaratte, pipe, of cigar smaking T [Yes [ Mo Mauth pain, broshing [1ves [ Mo
Former Dentist. Clicking ar popping jaw TIWes [IMoe  Orthodonlic frealmen LlYas [ MNo
City/Sials Dry mouth Tl¥es [IMo  Painaround ear Clves ] Mo
Date of last dental visit Fingernail biting TI¥es [ Me  Pericdontal treatment Cvas []Me
Cate of last dental X-rays Food collacion betwaen the leeth T [Yes [ Mo Sensitivity to cold Cl¥es [ Mo
Flace & mark on “yeg” or "no” to indicate if vou Forzign objecls Tes [ Mo Sensilivity 1o heat Jves [ MNo
hawe had ary of the following: Grinding teath Tl¥as Mo Sanstivity 10 sweals Ulves [l Mo
Bad breath [Tes [TNo  Gums swollen or tender Tl¥es [ Mo Sensitivity when biting COYes [T
Bleeding gums [lves [DNo gaw pain or tiredness Td¥es [ Mo Scres or growths inyour mouth | Yes [ Na
Blisters on lips or mouth Cives [ONo  (in o cheek biting ClYes CINo  How often do you fioss?

Burning sensation on tongue Cives CIMo  ppge tealh o broken fillings Yes Mo

How often do yow brush?

ST ot




Physician's Name Date of last visit

Hava yau ever used a bisphosphonate medication? Commaon brand names are Fosamax, Actonel, Atelvia, Didronel, Boniva, [ ¥es | Mo

Hava you ever taken any of the group of drugs collectively refarred 1o as “fen-phan® These include combinaticns of lonimin, Adipex, Fastin (brand
names of pherterming), Pondimin {fenfiuraming) and Redux {dexfenfluramine). [ 1Yes | MNo

Flaca a mark on “yes™ or "na” ta indicale o you have had any of the following:

kit

AIDSHIV [J¥es [ Mo Epilepsy I¥es [IMo Sespiratory Disesse ¥ez ko
Ansmia [I¥es [ IMo  Faimling or dizziness CI¥ez Mo Bhaumatic Fever [ Ives Mo
Artnretis, Bhaumatism [OYes Mo Glavcoma Tl¥es [ Mo  Scarlet Fever Cli¥es [ Mo
Artificial Haart Valvas [¥es [[Mo Headaches CI¥es [|Moe  Shortness of Breath ClYes TMNa
Artificial Joints ClYes [[JMo  Heart Murmur CYes Mo Sinus Trouble COYes CMNo
Asthma “Yes [IMe  Heart Problems CI¥es “IMNo  Skin Rash C¥es “TWNg
Bazck Problems _I¥as [J Mo Hepatitis Type [I¥es INe Special Dist [(¥es ko
Blaading abnormally, with Harpes [JYes TIMWo  Siroke [Oyes Mo
extracticns or surgery ClYes [1MNe  wigh Bloos Prassurs [Cves Mo Swolen Feet or Anklas Clves [ Mo
Blood Disease Cies [IMe  jayndice [C¥es Mo Swollen Meck Glands CiYes 1Mo
Cancer Clves [IMe  jaw pain [C¥es 1Mo Thyroid Problems [I%ez o
Chermical Dependency [Clves [IMNe  widney Disease Cves TINo  Tonsilitis [¥es ]No
Chamotharapy - [J¥Yes TINo  |jyer Disease [¥es Mo Tuberouiosis Ci¥es 1Mo
Circulatory Problems LiYes TINo | gw Blood Pressure [C¥es (Mo Tumor or growih on head
Congenital Heart Lesions Cl¥es TThMo piral Yake Prolapse [Cves []Mo or neck [d¥es Mo
Cortigone Treatments CYes CTINO mervous Problems [ves Mo Wheer [CO¥es Mo
Caugh, parsistent or bloody [(C¥es Mo paremaker Clves Mo Weneredl Disease [C¥es TlMo
Diabetes [C¥es (Mo Paychiatric Care [¥es [Mg Weight Loss, unexplained [CiYes MNo
Emphysema [ Yes [INo  madiation Treatment []Yes [IMNo
Do you wear contact lensas? I¥as [ No
Women:
Are you pragrant? Clyes: [IMNo DCue date Are you nursing? [JYas [ Mo
Taking birth contral pills? d¥es [INo
S : : e R P I R T T £y
MEDICATIDNS ALLERGIES
List any medications you are currently taking and the carrelaling 1 Aspirin [ Lacal anssthetic i
diggnosis: T
. | Barbiturates (Sleaping pills) [ Penizillin *‘-,fﬁ\
T Gadeing [ Sulfa {;%:1
T ladine [ Other f Pt |
|
Pharmacy Mame o
[ Latex
Phorne | } . .
i T = Tt =i T 3 ¥ T A L
o T = ! i : .|!3§= =
> i 4% o et i o, - : B LR e o 0
U P D ATES (To be filled in at future appointments) :
(B
Has there been any change in your health since your last dental appointment? [ |Yes [ Mo == i
For what conditions? E : =
Are you faking ary new madications? - If 50, whal? s
Patisnt's Signaturnz - Date . —
Doctors Signature - Date |.r__
i1

Haz thare been any change in your health since your last dental appointmem? [ ¥es [ Mo

Forwhat gonditions?

Are you taking ary new madications? If 50, what?

Patient's Signatura Date __

Doctor's Signature : Danta

wieL




