
Til 1111 YOll Ior sell! li llg Ollr dell ialhealthear team ! 
Wewill sLri ve to provide )'<'I! with lh e best poss ihlc dental 'a rc. 
To help liS llIeet all your dm w l healthcarc !lceds, plcoscfi ll oui PCIlicI11 # ________
thisJ0I111 complelely ill ink ~fYou Iw l' Llny questions or /Iced 

assis/(ll1cc, please (L~ /I us - \I'e will be /wPP) to lIelp. SS#IS 

I ~ Date ------	 --- Patient InJormation (CONFIDENTIAL) 	 O F PCllient'sSex O M 
NOIHc-.____ ______________ _ ___ _ _ Birrhdule --_ ______ Home Phone -~7""----

Swtc! Zil!lA ldress ____ __________________ Cll\' _ _______ Provo ____ PC 


Ellwil _ ___ _ _ _ _ _ _ _ _____________ _ _ _ Ce ll PI1011C ________ _____ 


Do Y (JU prefer to receive call.s ell your. O Home 0 Worh O Cell Piwne 

Ci lt:cll Ap)!lOpll ClfC Box 0 Millor O Sil lgle 0 MCl/l'ied 0 Divorced 0 Widowed 0 Separated 
~tate! 0 Full 0 PartU:c,tudell1, ,'-!ume ofScllOoUCollege 	 City _ ___ l)roV. _ _ Til1le Time 

PotiCill or ParellllGLlordian's ElllployCl ________________ _ ______ 	 Worn. Phone _-=-:--,--____ 

Statel ZiplDlls illess Address ______ ______________ City ____ _____ PmI'. PC ____ 

pOllse or PurellllG lILl rdiulI's Tame Employer \Vorh Pitolle _______ 

Whom Mav We Til clJl ilIor ReJening You? _________________ __________ _______ 

i>crsOI I co COrJ lUCl in Cosc oJElI1ergel1cy ___________ ____________ Phone _________ 

Responsible Party Relationship 
j\.1011le of PClWI1 RcsponsihlcJor lh is Account _______ _ _____________ 10 Patienl ________ 

Adcl/ 'ess Home Phone _______ 

E1)1(1i l _______________ _ _ ______ ___ _________ Cell Phone ________ 

Dliver's LIcellSC ~_____ ______ Bil1hclate _______ Fin(lIlci.al IlIsti.tuUoll ____________ _ 


c mployer Work Phone SS#ISIN ________ _ 


15 this Pel-son Currently (I PCllicnt ill ow' Office 7 0 Yes 0 No 


ForVOtif COil VL11 icna . we O[jC: I lIleIollowing mel hod.., oIpaym€1H Pleosc chccll Ul e option yo"! prefer. Payment il1 jidl ell euch appoinUnmt. 


O em" 0 Personal Chech Creelit Card O ..,,75A 0 MasterCard 0 I H'ish to discuss lhe oJJice's payment policy. 


Insurance Information 
Relationship

I\ o mc oJIl1swffi ___________________ _________ ___ to Patirnl ________ 

Birthdate _____ _ _____ SS#ISIN __________________ Date Employed _____ _ 

Nome ojEmployer Union or Lowl # ______ Worl< Phone_-=,......,.___ _ 
Statei Zip}

Acl£lress oJEmployer 	 Cily __________ Prov. _ ___ PL. ____ 

Insurance Compc1I1y _____________ ____ GroliP # _ ________ 	 PolicyfID # _ -::;-:-;--____ 
State! Zip! 

IllS. Co. Address City Provo ____PC ____ 

How i\lI1Ich is your Deductible 7 How Much Have YOli Used? Max. Annual Benefit _______ 

DO YOU HAVE Al Y ADDITIONALINSURANCE? 0 Yes 0 l\Jo IF YES, COMPLETE THE FOUO'vVING: 

Relationship
Name of Ills~(/"ed ______________ _ _________ ____ __. to Palient _____ ___ 

Bil't]l(lclle ___________ SS#/SfN ___________________ Date Employed _ _____ 

Name oj Employer Uilion 0)' Local # ______ WOIIi Pholle_-=,.---;-____ 
Stalel Zipj

Address oIEmploycr 	 City __________ Prov. ____PL. _ ___ 

Insurance C01J1pany _________________ Group # _________ Po/icyfID # _--,,_ ,..-____ 
State! Zir,1

11ls. Co. Address City _ _ ______	 _ _ Provo ____ PC ____ 

Max. Annual 8encfil _ ______How Much isyourDeductible? 

http:Fin(lIlci.al


Patient Medical History 

Physiciall ~_____ __________ ()!ri cc Pholle _ ______ _ _ ___ _ DCltc (I Lm ! Exa m _______ ___ 

\" e s J'\ { ) Yes No 
I. Arc you under 111 cdicu/ t,-n .l l JJ1 Cl1 l n Ul\"?. o 0 10 . A rc vou \\Iet/ rillg COIJluct /cn"cs?. o 0 
2 . H uve YOl Len T /JCCII 11OSl' i[uli C':", l /OI' UllY .1 J. Arc yo" al/trgil" to 0 1 Il ( l\'( ' you lwei UllY reactions to Ihefol/ owing ) 

, 1L ion 0 1 )tTious ill,)('.'. .'\ \\ ithin t il e ILI,st 5 V(ClIS ?" D'\I I/ g ie{t/ OP(TC o Loc({/ r\ fl t's [ I1 Cli(s l\ lo\-'ncnill)........................... .......... D 0 

/f y C\ , plc",e 1'\I, lo il1 ____ P(,lli ci l/ ill 0 1 «(I)Y olho Ail l ibioli cs ..... .. .. ...... .. .. .. D 0 


Slelj" D l1lgs ...... ..... ............................... .... . .. ........ . D 0 

1. \n-,Vou ta '~ir1g ai l) ' ln e(!i u H i l>llC-: ) Ew'hit.n rutcs .................................... . . 
 0 0 

i Pl c i. u cliJl,~ ilOlI-p rev'hl)ci(li l m ('(licillC? D D Scd'lllVCS ............................. .. . 
 D 0U\ t:."!, \\ hCII )1l((/iCOl iull ( 5) £ln' VO L! l(i!?i.ng? _______~ lodi"e. 0 0 
Aspilil1 . 0 0
Ally Melals (e.g niche!, mercwy , etel .......... .... .
-I H( I\ " you n 'T lui,,'" FL1i-PhCIl/Rcci lLX-" .. D D D 0
u(tex RlIbbu.. 

') 11m (' ' OU ( '1'( ' 1 :ul le ll P ,) \cII1IaX- (alcncliOllal.c l. BOlli,'a 0 0
Other (please lisl)___ ____ ___ ___ _

(WClH(/rOll(/ tCi . Actoll ei (Iiscciroll(l/c) or an) ((iIlc"r medications 0 0 
(OI II ( li llill~ hi'pl]()sl' /lOIlIIICS ?.. D D 12. Do you I1 m c 11 persistenl couglt 01 t"rout clC([li l1~ l \Or 

ossuclutu l ~\ il h (( b Wh li illness (lasting- morc thcm .' 1 ~TcJ~.\)? 0 0Co 1hll". ) !llltu lu11 \ ·iag /(!., Rcvulio (si'del1nft'), ClCLlis (ta.dei/aftl) 
01 1 c\' iu (/ ( \(U dl'llC1(i l) in Ihe last 24 how·s?.. D D 13. Women Only: 

D D a) Arc you prC:;,'l1al1t or thinl~ you may he p I C~'11W1{ / .. D 0I Do you 11.:';(' /0 1:;(. /(;( 07.. 
/J ) A re VOll nursing?.. D 0

8 . Do you usc eOJl l.m llcd substanccs ? .. D D 
c) A I'e YOlL tahng ond COlli mceplives ?.. D 0 

9. Do .lO U I"",· 01 I"n'c yo" Iwd emy oj IheJol/owing? 
Y e~ No Yes No Yes 

Higil Blood p ,, · , >w~ · D D Heal1 Disease. D D Chest Pains ............ .. .... . 0 
I k(ll1 luadl . D D Cm·diG<· POccll1aher ..... o D Emily \Villdcd .................. _ D 
Rltf WI1 (ai c p,,, CI D D Heon .'vlunllU1· . D D ~Iuhe.. ......._ D 
S\\'OllfIl AIl I,/cs . o D AngillCl. D D Hay Fever / Allergi cs ........... .. .. .. .. D 
Fl1illth'g ! , ,.; ~U/ C ' .. .. .. o 0 Frequellth· Ti reel . o D TuhcrclIlosis. 0 
Asrltll'" D D Anemia. D D Radiation Thcrul'v . D 

D D o D Glauco/))(J . D 
EJlilfj)\\' ! C ,1Il l u/ , illI1S . o D COllcer o D Recent IVeight Loss. D 
Lcu l,c!lli(I . D D Aril ll i ris. D D Liver Disease. D 

D D j Oi nt n cplacc111ent 0l'1l11plant . D D Heart Trouble. D 
I<irlm:\' Dr ~r(L~r< o D Hepalills!jmll1clicc . D D RcspimlulY Problems. D 
A IDS (11 HII' 1" ("(/10 11 D D Scx-uCllly TIUlL,mili cel Disease. o D ,VIiLml Valve Prolupsc . D 

o 0 Swmuch T ro[{blcs / Ulcers .. o o Other D 

Patient Dental History 
,\;{.fmc (~l l' l t l ' l()US D cn llSI mil l loculioll ~_________ _ _____________ _ Date oj los t Exwll~________ ~ 

Yes '\[ 0 Yes No 
I Dn \ O!ll' gwm "Iceci II lule hm siI ing orj7ossing/. o o 8. Do y ou have jrcqllC/1t hCCld([chcs? 0 0 
2, ", "C vO lil tecth scnsl ti v > to hoc 0 / calc/liquids/foods) . o o 9. Do y ou clench or g/'ind yow' tectll) ..................... ... . 0 0 
j Arc'yow teeth scns iti ve to m eet or sour li q[(icL,/foods? . o o 10. Do )'OU bite yow' lips or checilsjreqllflltly? 0 0 
4. Do 'you jCel lx lI l1 (0 W I)' o(y O[(] teel h? . .. ........... .. .. o o ] 1. Have y ou ever lwei allY cliffiw l! tx t rucliOll , 

- .'5. Do y ou helw aJly sores or lUlilpS in or nm r YOlu ' /IWlii'/J 7 . o o 1 l1 t iJ e past? 0 0 
6. Have y ou hud allY head. Il ee" orju\\' iiljuries? . o o 12. Herve Y OIl ever had UIlY prolOl\'(ccl bleeding 
7. Hu\,cvoil ,;Vf]' experienced allY oj' t/IfJollowing following e.,XtmctioI1S 1 . 0 0 

proble/lls ill y our;([) v7 13. Havc you had any onhoc/ulltic ueutmcI11 1 0 0 
Clicl1inp, . . .............. .. . o D 14. Do you I\'(:ar delltul'es or parLieds?.. 0 0 
Pa ill (joi ll t, fLU , siele of face) . o o ifyes, date oj placement ____ _ ______ 
Difficli ity ill opcll ing 01 c/osing, . .... _ D o 15. HaveYOll ever reccived orClIlIygi€1lc il15 lnlclio ns 

Dim w itI' ill c/ lcwing . o o regw'ding the care oJyour teeth and !,'Wll S 7 0 0 
16. Do Vall Ii/If your smile?.. 0 0 

Authorization and Release ' . 
PCl)','nCllt is clue ill full aL the tinle of tren Ull ell ( unless p,iOI' (lIrangcments have been approved. 
Til i.s ofJi cc (J[ u:p ls i11 51(1'(/11 ((, Ill ndcrs tcm cl that JCU ll responsible jor paYl11ent oj s(Tyiees IEnducd CIIId also respol1SibleJol' paying any co-payment anel 
,h'elucUblcs that Il ~V illSlll W1Cf docs not COl ('I: I hereby mclhori;ce paYlI1ent direcily La the Denteel Office of the g nmp UlSlIrance benefits oti1e1'V1,jse payable 
to me. I li nclerstwlCf lliut 10111 resp011.\ lblcfol· Clll costs of dental treatmell t. rhaeby alltllOri z:e release of any infon11C1tiol1, including the diagnosis and 
records (1J /l cotl1lent or CX W11 illCli lOil len(/n r d, fo my in sll rance COI1lPUIlY. 
r11l1dcrS tUlid that the II1JOImatioll [il Cit r11m e ~ivel1 IOday is con"ct 10 the /Jest of l11y Imowleelge. I also undnstell1d that this injor111ation will be held in 

the Stl iUL'~ t confidellce ulld it is my I('spollsibili t, 10 il ifonn this officc (If any ci10ngcs il1my medical status. I authorize tlte elental staff 10 pelf01111 allY 

neccssCLIY delltal SCI'vicc.) riwi I ll1o.y lleed ell/lI llg diagnosis (md trcatmCllt, with 111) infoi1ncd consent. 


Date 

PATTEBS'- FflCESUPPLIES 1.800.6371140 064-482lr'17012 

http:l(i!?i.ng

