T[uxufc. You Far SE.[ec,{iug Our De:wﬂ:a.[ Team

To help us meet all your healthcare needs, please fill out this form completely in ink.
If you have any questions or need assistance, please ask us and we will be happy to help.

Patient ]ufarnmfiau (Confidential)

MName Date
Soc. Sec. # Birthdate Home Phone

Address City State ___ Lip
Email Cell Phone
Check Appropriate Box: [ Minor [ single  [J Married  [] Divorced ] Widowed ] Separated

If Student, Name of School / College City State [ Funt Time [ Part Time
Fatient or Parent/Guardian’s Employer Work I'hone
Business Address City State Zip
Spouse or Parent/Guardian’s Name Emplover Work Phone
Whom May We Thank for Referring You?
Perzon to Contact in Case of Emergency "hone

Rcsfta nsible Pn.rl:ﬁ. |

Name of Person Responsible for this Account to Patient
Address Home Phone
Email Cell Phone
Birthdate
Employer Work Phone Lo
I this Person Currently a Patient in our Office? Oyes [One

For your convenience, we offer the following methods of payment. Please check the option you prefer. Payment is due when services are rendered.

OJcash [ Personal Check Credit Card [ Vi5a [ MasterCard [] American Express  [_]1 wish to discuss outside financing options.

] mnismroance ' H..fa rnm'l:;.ﬂu
MName of Insured to Patient

Relationship

Hirthdate Social Security # Date Emploved
Name of Emplover Union or Local # Work Phone

Emplover Address City State Lip

Insurance Company Group # Policw/1D #
Ins. Con, Address City State Lip

How Much is Your Deductible? Howe Much Have You Used? Max, Annual Beneit?

Do You Have Any Additional Insurance? [OJYes [] Me If Yes, Complete the Following

Mame of Insured
Birthdate Social Security #

Name of Employer Union or Local #

Employer Address City

Insurance Company Group #

Ins. Co. Address City

How Much is your Deductible? How Much Have You Used?
Ower Please




Pibicnt Medical History

Physician

Office Phone

Date of Last Exam

1. Are vou under medical treatmentnow?. ...l

2. Have vou ever been hospitalized for any surgical

operation or serious iliness within the last 3 years? .. ........

If vos, please explain

Yos Mo

o 0O
O 0O

3. Are vou taking any medication(s} including
non-priscription medicine? ... .
If yes, what medication(s) are you taking?

O
O

4. Have you ever taken Phen-FenRedux? . ... oot
5. Do you use tobacco? .. ....oonn.s

6. Do you use controlled substances? .. .. ...,

7. Are vou wearing contact lenses? .

£ Do you have or have you had any of the following?

z

Yes

O
L
O

Rheumalic Heart Discase or
Rheumatic Fever
Scarlet fever |
Heart defect or hE':III THRUTTNE
Heart trouble, heart atlack, or
angina

Chest Paim ... o ie i ariiennns
Shornessof breath .. ... .. .. .. ..
Pacemaker .......cocnevannnninanas
Heart SUMECTY oocvnnnssrsnvnsunns

Highlow blood pressure
Congenital heart problenn
Swelling of feet, ankles, hands
Hepatitis, jaundice or

liver discase
7 ) - - g R e T,

Simus lrouble .
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Mame of Previous Denlist
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Lung or breathing problems .
Asthma or hay fever

Hives or skinrash ..........

g,

Fainting or dizzy spells ..........

Dhabetes .

AlDS or HIY infection
Thyroid problems ... ... ..

Allergies
Artheits or rheumatism
Joint replacement o implant
Stomach uleer |

Kidney trouble ... ..

Tuberculosis ......cccavevnnnnns

Persistent cough ..........

Cough that produces blood ...

Are vou allergic to or have vou had any reactions
to the following:

Local Anesthetics (e.g. nOvOcaine) . .........oovaan
Penicillin or any other Antibiotics .. ................
SRS DTS vvvwvmwmnwiwnn o w s w EE  B
Barbiturates, Sedatives . .. .. ... . i
F T R RPN
Any Metals (e.g. nickel, mercury, ete). ...l
Orthver

Do you have a persistent cough or throat clearing not
associated with a known illness (lasting more than 3 weeks)?

Women Only:

Are you pregnant or think you may be pregnant? . ... ..
Are vou nursing? . .

Are you faking nr.'l] Conlrace plw-u,'-s." ...................

Yies Plin
Chemaotherapy
(cancer, leukemia)
Sexually transmitted diseases ... ..
Epilepsy or seizures
Arnemia
Glaucoma
Mervolisness
Tonsalliti=
Tumas
Mental health care
Back problems
Chemical dependency
Mitral valve prolapse
Cortisone treatment
Cold sores / fever Blisters .........
Hypoglycemia
Eatingdisorders ........00000nes

O00000000000000oo

Diate of Last Exam

Previous Dentist's Location

Yes

z UOO 0O 000000004
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O0O0000000000000oa

Date of Last Cleanimg

am—

1. Do your gums bleed while brushing or flossing? .. .......

2 Are vour teeth sensitive to hol or cold liquidsfoods? .

3. Are your teeth sensitive to sweet or sour hquidsfoods? . ..

4. Do vou feel pain o any of your teeth? ..

3. Do vou have any sores or lumps in or near your mnuth"' i
6. Have you had any head, neck or jaw injuries? ...........

7. Have you ever experienced any of the following
problems in your jaw?. .. ...,
Clicking . .
Pain [mnl, car, ﬁldl. of fau.:l ;

[ﬁ[ﬁtnllt}rlnuptm:ngnrt.lrming-------------.-.-............
Difthculty Incwewling . oo cv i i i e s s s

Oooooosz

O
O

0000

8. Do yvou have frequent headaches?, ... onn
9. Do you clench or grind yourteeth?. .. ... L
10, Do you bite your lips or cheeks frequently?. ............

11. Have you ever had any difficult extractions
in the past? . .

12 Have you ever Im.i any ;whmgod l'-!mdmj_..,
following extractonsT. « cocvvvrnrnasssnnnssnnnnsssnns
Have vou had any orthodontic treatment? .. ...........
Do vou wear dentures or partials?. ...,
I vies, date of placement _

Have you ever received oral hygiene instructions

n:;.;nrdmg thae care -uf your teeth and gums? . ...........

13.
14.

15.

16,

I7. Would ].-uuhh.-!.-uurln,whlnbewhﬂw?

If you could change anything about your smile, what would you change?

2
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I certify that 1 have read and understand the above information to the best of my
knowledge. The above questions have been acourately answered. | understand

that providing incorrect information can be dangerous to my health. [ authorize

the dentist to release any information including the dlagmms and the records of
any treatment or examination rendered to me or my child during the period of

FORM VTeEET  ROTOD ITEM End  COLWELL SYSTEMS 1 S)UEIT 114D

X

such Dental care to third party payors and / or health practitioners. | agree to be
responsible for payment of all services rendered on my behalf or my dependents.

Signatune of patient (or patent/ guardian if minog)
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