elcome -

Thank you for selecting our dental healthcare team!
We will strive to provide you with the best possible dental care.
To help us meet all your dental healthcare needs, please fill out

this form completely in ink. If you have any questions or need Patient #

assistance, please ask us - we will be happy to help. SS#/SIN
° ° Date

Patient Information (coxrextian Paients sex 'IF LM
Nane Birthdate £ Homegione = 3
Address City 1873?)%/ szg/ =
Email e Cell Phone
Do you prefer to receive calls at your: [ IHome CIwork [ Cell Phone
Checlk Appropriate Box: CMinor  []sin gle (I Marvied  [Divorced  [IWidowed [ Separated
If Student, Name of School/College __ City ?’Etgf/ O }%%Iu ] Tj(yiy?u
Patient or Parent/Guardian’s Employer Work Phone
Business Address City %2((1}\(7’/ ‘%IE/
Spouse or Parent/Guardian's Name Employer = Work Phone
Whom May We Thank for Referring You? .
Person to Contact in Case of Emergency Phone
R ible P

esponSZ e arty Relationship
Namie of Person Responsible for this Account to Patient
Address Home Phone
Email Cell Phone
Diiver's License # Birthdate Financial Institution
Emplover Work Phone SS#/SIN

] ves L No
For vowr convenience, we offer the following methods of payment. Please check the option you prefer. Payment in full at each appointment.
[ cash L1 Personal Check Credit Card [JvisA [ MasterCard

Insurance Information

Is this Person Currently a Patient in our Office?

[ 1 ywish to discuss the office's payment policy.

i Relationship ; ',"_'rj'
Name of Inswred to Paticnt ha
Birthdate SS#/SIN Date Employed
Name of Employer Union or Local # Work Phone
i ] State/ Zi%[
Address of Employer City Prov. PC. ~
Insurance Company Group # Policy/ID #
. State/ Zip/
Ins. Co. Address City Prov. re

How Much Have You Used?

L__] Yes [[] No

How Much is your Deductible? Max. Annual Benefit

DO YOU HAVE ANY ADDITIONAL INSURANCE? IF YES, COMPLETE THE FOLLOWING:

Relationship
Name of Insured to Patient
Birthdate 55#/SIN Date Employed
Name of Employer Union or Local # Work Phone.
= : State/ Zip/
Address of Employer City Prov. BL.
Insurance Company E Group # Policy/ID #
State/ Zip/
ns. Co. Address Prov. LR

Max. Annual Benefit


http:Fin(lIlci.al

Patient Medical History

Physician — Office Phone = Date of Last Exam
Yes No Yes No

1. Are you under medical treciment now?. oo Lo = e 10. Ave you wearing contact lenses?..........ococvviiieveieeiniraienns [=3

2. Have you ever been hospitalized for any L1 Are youallergic to or have yvou had any reactions to the following?
sirgical operation or serious illness within the last 5 years? ... LT Loral Anectherics (cg NovodamY i PR
If vesiiptegselbxplains™ 2 Penicitlin or any other Antibiotics . ]

s T SUE DIUES o vsrrsiossmisssrteonssonoss . VO i [

3. e you taking any medication(s) Barbitwrates .. |
including non-prescription medicine?. 51 8 Sedatives !
If yes, what medication(s) are vou taking - o fodine o
L o TAEBTRI sitpvomsssmmssivdssrmesommosiissseigiom s abdnaion ton s & et 1

&, Hetve vou ever oo Fen-Fhen/Redipes i siiismmsssitsyss: ] Any Metals (e.g; nickel, mercurg, etc) [

5. Have vou ever taken Fosamax (alendionate), Boniva g Rubber : O

e Rk y £ i o Other (please list) M
tibandronate. Actonel (risedronate) or any cancer medications O

12. Do you have a persistent cough or throat clearing not
assockiied with o knov iltness (lasting more than 3 weeks)?
13. Women Only:
a) Are you pregnant or think you may be pregnant?....

containing bisphospRONALES?. ...,
0. Have you taken Viagra, Revatio (sildenafil), Cialis (tadalafil)
or Levitra (vardenafil) in the last 24 hours?.....cooo,

O

T RN T VLT o Lo e Y TS, - OO

]
Lol O 0Oo0ooooood o

Lot
oo oo

DY Are you Nursing? s co o et . os vt b tras i biemeiinis
8. Do voruse controlied SUbSIIGEST 2o i o psg sy g A hing orl contterinn D =]
: _ ¢) Are you taking oval contraceptives?...............c............
9. Do yvou have or have you had any of the following?
Yes No Yes No Yes

CheStPatstiin. ..o ceonrsrstiramaesssins
Easily Winded .
Stroke

Heait Disease
Cardiac Pacemakes
Heart Murmur

High Blood Presswe ...

Heart Atack ...

Rheumatic Fever ...

Swollen Ankles oo ANGINA Hay Fever / Allergies ...
Fainting / Seitires ..o Frequently Tived ..................... FUberGUIASIS L. ... corovoreronoinsssalh
Asthma .. Seehs Anemia Radiation Theray

Loy Blood Pressure Emphysema . Glaucoma ..

Epilepsy / Comvalsions ... Cancer Recent Weight Loss

ey EXSCRSE: vy vy yamimes o oo
Heart Fronble s oo
Respiratory Problems ..
Mitral Valve Prolapse ..

BHHILS ooy
Joint Replacement or Implant ...
Hepatitis / Jaundice
Sexually Transmitted Disease .

LBUBEOROL 550 vremsmennssnitsosid
EINTEEER . ivtsbalii oo s
Kidney Diseases .. .
AlIDS or HIV [l’,fLrl ion .

I
I 0

8
5
0 4

Thyroid Problem . . Stomach Troubles / Ulcers............ Other
Patient Dental History
Namie of Previous Dentist and Location Date of Last Exam
Yes: ‘No Yes No
1. Do your gums bleed while brushing or flossin 0 8. Do you have frequent headaches? C1 58
2 Ave vour teeth sensitive to hot or cold liguids/foods: A 9. Do you clench or grind your teeth: O =
3. Are vour teeth sensitive to sweet or sour liquids/foods OO0 O 10Do you bite your lips or cheeks frequently: ]
4. Do you feel pain to any of your teeth? .. £l Bl 11. Have vou ever had any difficult extractions
5. Do you have any sores or lumps in or near your mouth? FE g T o e, AR T T ey i
6. Have you had any head. neck or jaw ijuries? ..., = e 12. Have you ever had any prolonged bleeding
7. Have vou ever experienced any of the following (o 1T o T ot s ST O
problems in vour jaw? 13. Have you had any orthodontic treatment? .................... ] iy
Clicking L1 El 14. Do you wear dentures or partial$?.............ccoocein, L1 S
Pain (joint, ear, side of ACe) ..., £l 1= If ves, date of placement
Diffictdty-in opening or closing ...... el SR [ 13. Have you ever received oral hygiene instructions
BHTAculty:in Chewlng i s Rl £l O regarding the care of your teeth and gums?................... s
16 Do Mo e YORRSIULES. .............coovrvervesressesomsescnmsiinnsinss 1

Authorization and Release

Pavment is due in full at the time of treatment unless prior arrangements have been approved.
This officc accepts insurance, Lunderstand that I am responsible for payment of services rendered and also responsible for paying any co-payment and

to me. Lunderstand that Tam responsible for all costs of dental treatment. I hereby authorize release of any information, including the diagnosis and
records of tieatment or examination iendered, fo my insurance company.

Lunderstand that the information that Thave given {oda\/ is carvect to the best of my knowledge. I also understand that this information will be held in
the strictest confidence and it is my )CSPOHSlblllf\ (o inform this office of any changes in my medical status. I authorize the dental staff to perform any
necessary dental services that Imay need during diagnosis and treatment, with my informed consent.

X

deductibles that my inswrance does not cover; I hereby authorize payment directly to the Dental Office of the group insurance benefits otherwise payable

Signature of paticnt (or parent/guardian if minor) Date
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