
IFTHIS
APPONruENT
FORTOURCHII
STAFT HERE

DATE
1

J\

1/

LAST NAME FIRST M.I.

PREFERS TO BE CALLED 8Y

ADDRESS

CTTY STATE ztP

HO[/|E PHONE NO.

BIRTHDATE AGE MALE FEMALE

MARRIED SINGLE DIVORCED WlDOl,lrED

SOCIALSECURITY NO.

OATE

LAST NAME FIRST M.I.

ADDRESS

cfrY STATE AP

HOf{E PHONE NO.

BIFTHDATE AGE MALE FEMALE

scHooL GRADE

SOCIAL SECURTTY NO.

IFTOUR CHILD.S LAST NAME ANO/OR ADOFESS ARE NOT
THE S^T'E AS IOURS, FILT tN TH€ TOP BOX AISO

IFTHIS
APPOINTM€NT

rs Fontou
STARTHERE

THIS I

'PONruENTIS
}R IOUR CHILD
IAFT HERE

DENIAL INSURANCE 2

PRIMAF/ CAFRIER

INSURANCE COMPANY

GROUP NO.

EMPLOYER NAME

INSURED'S NAME

DATE OF EIRTH IRELATIONSHIP TO PATIEN'I

INSURED'S I.D. NO.

INSURED'S SOCIAL SECURITY NO.

SE@NDAF/CARRIER

INSUMNCE COI'PANY

GROUP NO. ,

EMPLOTER NAME

INSUREUS NAME

DATE OF EIRTH IRELATIONSHIPTO PATIEN']

rNsuRED'S r.O. NO.

INSUIIED'S SOCIAL SEGURTIY NO.

I

I

L
ACCOUNT TNFORMATTON 4

PERSON FINANCIALLY RESPONSIBLE FOR ACCOUNT
NAME

RELATIONSHIP TO PATIEMT I SOCIAL SECURITY NO

/L

\r

GETTTNGTO KNOWYOU 3ADDRESS

CITY STATE ztP ATOUR OFF|CE?

NAME: RELATIONSHIP:PHONE NO.

YOUWERE REFERREOT() US BY

YOU
YOUR FORilER ADDRESS

NAME

OCCUPATION CfTY STATE ztP

EMPLOYER'S NAME PERSONTO COMTACT FOR EilERGENCY

ADDRESS crw PHONE NUMEER

PHONENO. FAXNO. AODRESS

YOUR SPOUSE crY STATE zlP
NAME

CLOSEST RELATIVE NOT UVING wlI}I YOU

OCCUPATION
PHONE NUMBER

EMPLOTER'S NAME

ADDRESSADDRESS CtrY

PHONENO. FA(NO. crY STAIE zlP

PLEASE COMPLETE THE FOLLOWING CONFIDENTIAL INFORMATION
PATIENT REGISTRATION

C ?rllo ?rlllrlhg Ltd. tol,. cor lrrl)al
Pleose turn over ond sign

t.tcc.rtt.taac



ASSIGI$'ENTAND RAEASE

t, the undersigned certity that | (or my dependent) have insurance coverage with

(Name of Insurance Company(ies) and assign

direc{ly to Dr. Karl G. Lum, Jr., D.D.S./Dr. Robert Lum D.D.S. all insurance

benelftrs, if any, otherwise payable to me for services rendered. I understand that I

am linancially responsibte for all ctarges whether or not paid by insurance. I

hereby authorize the doctor to release all information necessary to secure the

payment ol benefits. l authorize the use of this signature on all insurance

submiseions.

CONSEM FOR MEATMEM

l. I hereby outhorize doctor or clesignoted stotf to toke x-rcr\A. stucty models. photogrophs,

ond other diognoslic oids deemed oppropriote by doctor lo moke o thorough diognosis

of {nome of poilent) 's dentol'needs.

2. Upon such diogonosis, I otrthorize doctor to perform oll recommended tteqtment

mutuolV ogreed upon by me ond to employ such ossistonce os required lo provide

proper core,

3. I ogree lo the use of onestheiics, sedotives ond other medicotion os necessory' I fully

understond thot using onesthetic ogents embodies certoin risks. I understond thot I

con osk for o complete recitol of ony possible complicotions'

4. I ogree to be responsible for pqp'nent of oll services rendered on my behoff or my

dependents. I understond thot poymenl is due ctt the fime of service unless other

onongements hove been mode. ln the event pq6nents ore not received by ogteed

upon dqtes, I understond thot o 1-112"/o lote chorge (l8o/. APR) moy be odded to my

occounl. ff required, I olso underslond o check of my ctedit history moy be mode.

Pqtienfs Signoture

Porent/l?esponsible PorVs Signoture

Dofe

Relolionshio to Polienl



Prtllnt Narnc MEDICAL HISTORY

1'Haveyoubeenunderthecareofamedica|doctorduringthepast

lf yes, for what?

Physician's Name Phone

Address stare_ zip

lf yes, please list name and dosage

4. Are you aware of

lf yes, please list:

having an allergic (or adverse reaction)to any medication or substance?................ ......................Yes No

6. Indicate which of the following you have had, or have at present. Circle'yes" or "no" to each item.

City

Heart (Surgery, Disease, Attack) ........Yes No

Chest Pain .................Yes No

CongenitalHeartDisease...................Yes No

Heart Murmur.. ...........Yes No

High Blood Pressure ........................... Yes

Mitral Valve Prolaose .......................... Yes

Artificial Heart Valve ............................ Yes

HeartPacemaker................................Yes No

RheumaticFever.................................Yes No

ArthritiVRheumatism........................... Yes No

CortisoneMedicine.............................Yes No

Swollen Ankles Yes No

Sk0ke.............. ........... Yes

Diet (Special/ Restricted) .................... Yes

Arlificial Joints (hip, knee, etc.) ........... Yes

Kidney Trouble ...........Yes

Hepatitis A (infectious) B (serum) .......Yes No

Venerea|Disease.,..............................Yes No

A.|.D.S............. ...........Yes No

H.l.V. Positive ............Yes No

Cold SoresiFever Blisters ................... Yes No

BloodTransfusion...................-..........Yes No

Hemophilia ................Yes No

SickleCellDisease.............................Yes No

Bruise Easily ..............Yes No

Liver Disease .............Yes No

Yellow Jaundice ......... Yes No

Neurological Dis0rders.......................Yes No

Epilepsy or Seizures ........................... Yes No

Fainting or Dizzy Spe||s ......................Yes No

Nerv0udAnxi0us.................................Yes No

PsychiatridPsychological Care...........Yes No

No

No

No

No

No

No

No

7. Do you use more than two pillows to sleep?

9. Do you have or have

It yes, please lisl:

10. Have you evertaken prescription medication for weight reduction (Diet Pills)?... .....................Yes No
_ Fen-Phen (fenluramine-phentermine) _ Podnimin (fenluramine) _ Redux (dexfenfluramine)

lf yes, have you had a medical exam to insurethat your heart valves were not affected.. ..........Yes No

11. HaveyouevertakenorreceivedanyBisphosphonates(forexample: Actonel,Boniva,Fosmax,Aredia,Reclast)............Yes No

12. Women Areyou: Pregnant? Yes,_Months No Nursing? Yes No Taking birth control pills? Yes No

I understand the above information is necessary to provide me with dental care in a safe and efficient manner. I have answered
all questions to the best of my knowledge. Should further information be needed, you have my permission to ask the respective
health care provider or agency, who may release such information to you. I will notify the doctor of any change in my health or
or medication.

History Review

Dentist Signature Date

No

No

No

Patient / Guardian Signature Date



fficntNarr

What is the reason for your visit today?

Welcome! So tbat u)e may proaide you utitb tbe best possible care
please cornplete botlt sides of tbis medical/dental history forrn.

All information is completely confidentlaL

DENTAL HISTORY

Date of Last Dental Visit_Last Dental Cleaning Last FullMouth X*ays
What was done at your last dental visit?

Previous Dentist's Name

Address State_Zip
Telephone

How otten do you have dental examinations?
How often do you brush your teeth?

What other dental aids do you use? (lnterplak, toothpick, etc.)

Do you have any dental problems now?

How often do you floss?

Yes No

lf yes, please describe:

Are any of your teeth sensitive to:
Hot or cold?

Sweets?
Biting or Chewing?

Have you noticed any mouth odors or bad tastes?
Do you hequently get cold sores, blisters or

any other oral lesions?

Do your gums bleed or hurt?
Have your parents experienced gum disease

or tooth loss?
Have you noticed any loose teeth or change

in your bite?
Does food tend to become caught in between

your teeth? Yes
lf yes, where?

Have you ever had:
Orthodontic treatment?

Oralsurgery?
Periodontal treatment?

Your teeth ground or the bite adjusted?
A bite plate or mouth guard?

A serious injury to the mouth or head?
lf so, please describe, including cause

Have you experienced:
Clicking or popping of the jaw?

Pain? fioint, ear, side of face)
Difficulty in opening or closing the mouth?

Difficulty in chewing on either side of the mouth?
Headaches, neckaches or shoulder aches?

Sore muscles (neck, shoulders)?

Are you satisfied with your teeth's appearance?
Would you like to keep all of your teeth all of your life?

Do you feel nervous about having dental treatment?
lf so, what is your biggest concern?

Yes
Yes
Yes
Yes

No

No

No

No

No

No

No

No

No

Yes

Yes

Yes

Yes

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No
Yes No

Yes No

Yes No
Yes No

Yes No

Yes No
Yes No

Do you:
Clench or grind your teeth while awake or asleep?

Bite your lips or cheeks regularly?
Hold foreign objects with your teeth?
(pencils, pipe, pins, nails, fingernails)

Mouth breathe while awake or asleep?
Have tired jaws, especially in the morning?

Smoke/chew tobacco? Have you ever had an upsetting dental experience? Yes No
lf yes, please describe

Yes
Yes

No

Nq

No

No

No

No

Yes
Yes
Yes
Yes

Yes No

ls there anylhing else about having dentaltreatment that you would like us to know?
lf yes, please describe

(Please complete other side)

Yes No


