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ABOUT YOU
I Married n Single I partnered I Divorced I Separated n Widowed

nM nF Birthdate: I / Age:_SS#:

Hm #: (_)

When are the best times to reach you?

Whom may we thank for referring you? Other family members seen by us:

ln the event of an emergency, vyhom should we contact?

SPOUSE INFORMATION

Wk #: (-)--DL

Person Responsible for Account, if other than yourself

INSURANCE INFORMATION
Primarylnsurance Dental Goverage: [Y [N Medical Coverage: trY trN Orthodonticcoverage: Ey nN

lns. Co. Ph #: (-) Group # (Plan, Local or Policy #):

Secondarylnsurance Dental Coverage: [Y f] N Medical Coverage: trY trN Orthodonticooverage: Ey nN
Group # (PIan, Local or Policy #):Co. Ph #; (_)

lnsured's BirthOate: / / SS *:
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HISTORY

Why have you come to the doctor today?

Are you currently in pain?

Do you require antibiotics before dental treatment?

Have you expedenced problems associated with any
previous dental work?

Do you now or have you ever experienced pain / discomfort
in youriaw (fMJ /TMD)?

Your current dental health is:

Do you floss daily? trY
Type of bristles on toolhbrush:

How often do you replace your

Do you use anything in addition to your brush and floss?

Would you like fresher breath? tr Y tr
Doyourgumsbleed? DV tr
Have you ever had pedodontal disease?

Do you have mobility an yourteeth?

Are your teeth sensitive to heat, cold or anything else?

Do you still have wisdom teeth?

Why did you leave your previous dentist?

What did you like most / least about any dentist you have seen?
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tr N Do you brush daily?

E nara I Medium

Are you happy with the way your smile looks?

lf not, what would you change?

Do you have a personal physician?

Your current physical health is: I eooO

Are you currently under the care of a physician?

Do you smoke or use tobacco in any form?

Are you allergic to any of the following?

Y N Aspirin

Y N Barbiturates

Y N Codeine

Y N Jewelry/Metals Y N SultaDrugs

Are you taking any of the following?

Y N Acetaminophen Y N BloodPrcssureMedicauon

Y N Antihislamines Y N Digitalis/HeartMedication

Y N lnsulin/DiabetesDrugs

Y N BloodThinners Y N Nitroglycerin

Have you ever taken Phen-Fen (Redux or Pondimin)?

Are you currently taking any prescription, over-the-counter
drugs, herbal remedies, vitamins or minerals not listed above?

l, yes, please list each one

Y N Recreational Drugs

Y N Steroids/Cortisone

Y N Thyroid Medicine

Y N Tranquilizers

T]YNN
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Y N Dental Anesthetics Y N Penicillin

trYtrru

Y N Sedatives

Y N Tetracycline

Y N Other

Please list additional drugs / materials that cause allergic reactions:
WOTEN: Are you taking birth control pills?

Areyoupregnant? [Unsure nY EN Week#

Are you nursing?

trvnu
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Have you ever had any of the lollowing diseases or medical problems?

Y N Abnormal Bleeding Y N Colitis Y N Headaches Y N LiverDisease Y N Seizures
YNAlcoholAbuseYNCongenitalHeartDefectYNHeartAttackYNLowBloodPressureYNShingles
Y N Anemia Y N Diabetes Y N HeartMurmur Y N Lupus Y N Sicklecell Disease
Y N Arthritis Y N DifficultyBreathing Y N HeartSurgery Y N Mitral ValveProlapse Y N SinusProblems
YNArtificial Bones/JointsYNDrugAbuseYNHemophitiaYNOsteoporosisYNSteroidTherapy
Y N Artificial Valves Y N Emphysema Y N Hepatitis Y N Pacemaker y N Stroke
Y N Asthma Y N Epilepsy Y N Herpes Y N Persistentoough Y N ThyroidProblems
Y N BloodTransfusion Y N FaintingSpells Y N HighBloodPressure Y N PsychiatricProblems Y N Tonsillitis
Y N Cancer Y N FeverBlisters Y N HIV+/AIDS Y N RadiationTreatment Y N Tuberculosis(TB)
Y N Chemotherapy Y N Glaucoma Y N HospitalizedforAnyreason Y N RheumaticFever Y N Ulcers
Y N ChickenPox Y N HayFever Y N KidneyProblems Y N ScarletFever Y N VenerealDisease

AUTHORIZATIONS
I affirm that the information I have given is correct to the best of my knowledge.
It 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
the necessary dental services I may need.

I certify that I am covered by

and I assign directly to Dr.

My method of payment will be

benefits otherwise payable to me. I understand that I am responsible for payment of
services rendered and also responsible for paying any co-payment and deductible
that my insurance does not cover. I hereby authorize the doctor to release all
information necessary to secure the payment of benefits. I authorize the use of
this signature on all my insurance submissions, whether manual or electronic.

PAYMENT IS DUE AT TIME OF SERVICE.

Our office is HIPAA compliant and is committed to meeting or exceeding the standards of infection control mandated by OSHA, the GDC and the ADA.
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