
--- ----

Thu llk you jar selectmg oll r dental l/Rnlthcrrre team! 
We will slrii.1c to p1'Ovidl' you with the best possible drntal 

care. T(J help us meet all .110111' dentnllrealthcare /~ds, plt!i1se 
fill out th;:> form col/lpletely ill illk. ~fYOllllflw (lTli/lJuestioIlS 

ar Heed assistnnce, please (lsk u_ - we will be hnpptJ to help. 

Patiell t # _____ _ _ _ 

SS#/SIN _______Patient Information (CONFIDENTIAL) Date 

Name Blrtltdatt' 	 Home Pfwnt' --...,.-r:----- ­- - - ------ ------ - - - --- ---- -- Staid Z' 
Address City PrOlI. ____ /~. ___ _ 

Email Cell P/rOlle_ ____ _ _ _ ____ 

CllcckA/'pr(Jprillt Box: OAttinor OSillglc OMan-ied ODlroorce.d OWidowed DSt'pnrnted
Staid Full Pari

if Studt"!', Nm/lt' oj School / GJllt:ge City ProJ) _ _ _ D TIme 0 Time 
Patient ' j or Parenl/Guardian 's Employel'_____ _ ______________ 	 Work Phollt: 

SIal4 bt: 
Bw;illessAtidre.~~ _ ______ ___ ________City _______ 	 Prav. ____ P . . _ _ _ _ 
Spollse or Parent/GUlmlillll':; NanU' _______ Em,lloYl:r _ ________ _ _ 	 Work PhOlle 

Wh(1t1/ May Wt' TiulIJk for Rt1errillg You? 

Persull /0 Co II tart ill GISt ' of Emcrgencrj _ __________________ _ Phmle 

Driver's LiCt'fls(' # _____________ _____ 


Responsible Party (If different from patient)RelatillllSiJ r) 
i

Name of Persoll Rcspollsi/1/c for this ArcollJ1t ____________ _______ to Patifmt 

Addr(~s~ H(Jme Phone 

Email Cell Ph01le ________ 

Birthtiate _____ _ _ _________ Fi IllIllC;(// Illstillllitlll_ ___ _ ______ ________ 


Employer Work PhOl1C ___ ___ SS#/SlN _______ _ 


Is this PI'r~(7I1 CurrCl/tly 11 P(lticlIl ill our Office? 0 Yes 0 No 


For youI' COI1VCl1tC/lCt', 'We offer tltefollowillg methods of I'llymwt. Please cilt'ck tilt' optlOll you prefer. Payl1lr?lIt IJI f llll at each (/P~loilltllIf!I[t. 


o Cnl:olt 0 Perscma/ Check Credit Card 0 VlSA 0 MlIsterOmi OJ <,ish to disclls: lire offiet"!; paymen l policy. 

Dental Insurance Information 
Re/atio/ls/ziv

Name of lnstll'etl ___________ ____ _ ______ _ _ _ _ ____fo Paticllt '_ ______ _ 

BirllJdale _________ SS#/STN ____ ____________ _ 	 Dntc Employed____ _ _ _ 

Name of EmF/01j t'r Uniol or Local # 	 WorkPlltmc - --- - ---------- --- - State/ ZlrJI 
Address of ElIIt'/oyer ____ ___ _________Clty ______ __Prov-_ ___ _ p l ____ 

inSllrance COIl11-,aflH Group # _______	Policy/ID # 
State! be 

I llS . Co. Address 	 City ___ _____Prov. P. . ____ 

How Much i8 your Dedll cUble? __ How Much Ham: You Used? Max. Ammal BclIt:fit 

DO YOU HA VE ANY ADDITIONAL INSURANCE? 0 Yes 0 No IF YES, OArfPLETE THE FOLLOVI/TNG: 

Relo fionshlp
Name of II/sllred _ ____________________________to Patient 

Birtltda te ____ SS#STN _ _ _ ______________ Dnte EmF;/oycd 

Name of Employer Unioll or Locaf # _ ___Work Pllail r: 
State/ . Zi/J!

Address of Emp!oYtlf ________ ________City _ --,--______ p/,ov. ___ _ P.c. ___ ~ 

blSlITaI1Ce Compl/III! _ . ______---,-"~_________ GrolLp # _ _ ____ _ 	 Poticll/lD # _~~,_---
Stil te! Z'llI 

IllS. Co. Address City _ _______Prov. _ _ __P.L. ___ _ 


How Mlich is your Dedur/lblc? Haw Much Have You Used? Max. Annual ReT/efit- _ ";--_ _ -'----'­

Over Please 


http:slrii.1c


to coltect Ott this (lCco lmt 

Patient Medical History 
OffiCF Pltolle -:------:--;--___ _ _ ____ Dilte of Ln-t Exam ____ _ _ _ _ 

Yes No B Arc you aller ie to or IUIl'C YOII IIad any reaction o 0 10 illffollowmg? 
Local Anestitettcs (e.g. NllPOcnin) . . . . . . . . . . . . . . . . . D o 0 Pl'llidUm or 111111 otilt:" AI/libiolics ... . . . ..... . . . . . 0 . 

1. Are 11011 IInder lIlediCLll trealment 110m? .. . .... .. . . . .. . 
1. HImI.' lIoU ever /Jt't'l1lrospitali:d /01' aliI! 

Illd IIJirrg I/()II-prl!srriptioll medicille? ~ SlIlfa Drugs . . .. . ..... .. .. . . . . . . . . . . 
Barl:ntllraff's .. • .... . ... . . . .... . ... . ..... . 

surgical Ol't'mtioll 01 ~l'rillUS iIIl1f'';S Willlill the last 5 yl!11rs? 
if yes, plea:c c.rp/aill ________ .___ 

3. Are you takillg any medicattoll(s) 

4. Have yotll'Vfr taken PlwlT-Ft'It/Retiux? 
5. Oll,llrYU II. e tl)lmcco? 
b. Do .

Sedatives . . . . .. . • ........ . ......... . .... 

Torline ... . ...... . . . .. . .. . .. . . . . .. . . . . D O A'If,jrill .. .. ... . . . ... . . . . . . ....... . . . ...... . . 

If yes, what trledichtitm(s) are you tlkil1g? _ _ ___ _ Any A1.ela/5 (e.g nickt!l, 1II/9'olry, de.) . . . 
Lntex RlIhVel' . .... . .............. . ....... . ... . §

DO Otlter (r,Teast? list) ,...,-----,._--.-_..,.,-----,,..--;-----,,...-_:-­. 
9. Do yull h(l1Ie a persistellt cough or f"roof deming not .. . ..... . .. . 00 a.ssociated with a kllown il/lles~ (Tastillg mort' t"atl .3 wks.) 0 o 

1J01I tlst;' cOlltrolled SH/}s/IUlas ? ... . ... . ... . DO 10. WOtllL'll O,dll: 
7. Are YOII weaTll/g elJl/tact lemt!s. . .................. . . DO (I) Art· yew pregllallt or thi"k- YOlllllay he pregnant? 


/J) Arc YOLI /1!iI's illg? . ...... . ........... . .. . 
 § §
t) Art' YOII fakillg amI cOlltrnceptiVl.'s? .. .. • ........
11 . Do YOll have or luroc you had allY of t Itt' follnwillg? 

Y~ II Yes No Yes No 
H;gh Blood PressUft' . . . . . . . 0 0 Heart Disetlst! . . .... . . . . ... . D 0 Chest Pains . o D 
Heart Aitack . . . . . • . . . . . . . . . 0 D Cardlnc Pacemaker . .... . . .. . o 0 [asilll WillCit'd ...... . .. . o o 
Rhellmatic Fl:.ver . . . . . . . . . . . . D D Ht'nrt WllrlT/llt . ......... • .. o 0 Stroke . . .. . , ...... . o D 
Swollen Ankles . .. .. . . . . . . . . D D AngitJl/ . ... ... . ... . . . . . .. . o 0 Hall F<!Vel' / Allergies ... .. . o D 
Faintipg / Seizures • ... . ..... D 0 rrt'qlll.!l1lly TIred . ..... . o D TII/If!Tmlosls ......... . .. . o D 
Astfl I7W ...• .• •... , .•.. . o 0 Ant'fllm .. . .... . . • . o 0 Radiatioll TlIt'I'IIP!I ... . . . . . o D 
Low Blood Pnssuft> . . .... .. . o 0 Elllphysema o 0 Glallcoma . . . . . . .. . ..... . o o 
Epilepsy / COllvulsioll"; ... . .. . o 0 Cnllt"e/' . .. . .... . o 0 Recent Weight Loss . ... . . . . D o 
LeukemId .. . ... . . .. . . . o 0 Arthnti . ..... . .. . .... . o D Livel Dlsem;c .... . . . .... . o o 
Din/1etes . ..... .• . ... D 0 joint Replact'''Il.'nt (I/' IlIlfJit/llt D 0 Heart Trollfllp .. . .... . .. . o D 
Kirllll!1j Dist>llsl'~ D 0 Hepatitis / Jal/llllie/! D 0 Rr:sfliratory PYlJblenrs ... . . . o D 
ALDb VI HlV III/,'dioll ... o 0 Sexually Tm/lslllitted Diseasc o 0 Mitral V(lluf Prolapse . . . .. . o D 
171yrvid Problem ... . o 0 Sltllnl1cll Tro/lble's / uterI's D 0 Otller ________ o o 

Patient Dental History 
Name 01 P,·ff.110/IS Dellti~t dJld L(lctl/io/l _ ____________________ _ _ Dntt' [lfLnsl £rnTII _________ 

Yes No Yes No 
1. Do your gllm>i /IIced ,t)hile bmslrillS or jlos:.illg? . . ..•. .. 0 D 8 D() you /UWI! Ji·t:qlll'ltf Ilt:ndndll'~ 7 . . ••• • . . DO 
2, 4n: your tet'llr ;;ellsitlt'e tn Irot '" coltl liqllids/fOl.Jds? .. . . . D D 9. Do you dellch or grilld you/ /e"/II? . . .. • . . . .. . D 0 
3. Arc yUill' let'tlr ~t'I15itil't' to SWf'i!I t" ,,0111 liq!lills!food~? . . . D D 10. Dll you /Iih' yOllr Ii!,!:! VI t 11t','i<s ji'cqU(1Itly' . . . . . . D D 
.J.. Do !lOll fed pain hi allY ofyour teetll : ...• . . . • . . . • . D D 11. HI/lit' yt1/lt'1Jt'l had /Illy difficttlt I'xtme/ill/['; 

5. Do you /taw IIny ~o,.es or IlImps ill or 'Will yuUI' IIImltlr: . . 0 0 ill tllt~ plrl ....... . .. . . . . . . . . . 0 D 

6. J-Jatle Y(lll had m'yllelld, Ilt'C* or jaw il/jul'le's: . .... . D 0 12 liJl1't' IfOIlI~If'r had allY I'rolOllgl'd /Ileeding 
7. HlH'L' yOIl ~'Vt'l" t'.lptTit'lI(t'd mill of tile j(Jl/owillg /(11101(11111; ~~rtmLtioIlS? . . . ..... . .. ... . . . . . D D 


!,roll/ellls in your itflL': r 13.1In,)!: YOll Iwd al/.If orthodolltic trt'at1llt'lIl? .• ... . . D 0 
CllCkillg? . .. . •• ... •. .. . . . • . ... . .. .. . . • . 0 D H . Del yOrl ,C'c.'1lr UellttrrtS 01 !mrtwls? . . ... . ..... . . D D 
Pain (joillt. ear, ~idl! uHlre)? . . . . . . . . . . . . . . . . . . . . . D D ~(II~'S. datt.' of "ltlct'ml'lIf ______ _ _ _ 

Difficlllty ill op'.'lIirrgol rlos;" ? . . . . . .. . ••.• .. .• . . 0 D 15. Hm';: yOIl l'jltT reCL'ii>ed oral hygiene illstnJctivII5 
Difficlllty ill Cllt'Wlllg' . . .. . . . ...... . . . ........ . 0 D regardillg IItL cart> oJyo//I' teetlt and gum.s? ..... . 0 0 

lb . Do YOllllke you/' smile' . . . . . . . .. . . . . . . . . 0 0 


Authorization and Release 
I certi~J thai I furue rearl and tmdersfll11d IIzI' abOl·e IIIformatiO// to tilt! b('st vf my kIlOi(flt'd~t. Tire !IbmII' qllesti()lJs !till'" hun acctirnteJy answered. 
I t/lldersto/ld tital /,rtJuidillg illcorrcct illjol'l11l1il{m rail be dallg~"-vlts to my "1'111111 . IIlI~tllOrizt' the rielltist to release am/ il~f()mlatio/l inclllding 
till: dil1gnusis and til rl'cOr'ds (If mly Irell/lIImt <lr e.WII/ilIntiol1 rendered to till' or my duld dllring the pt·riuci of Slid, D/!/Itll/ Ct1re fo third Jlarty . 
pnyOI'S II/III/or !tealtll proc/ifill/lers. 1 aut/lOr;:/? ami ,'eq/lesl Illy i1t$/Ir1lllCe ,'o"'l'aIlY to pay directly tv tilL' amt;.;t Or dental grollp insurtlnce 
bf!lI~fits Iltiu:rwise payable to lilt' . I IlIIderst(lIld llrat TIly dell/aT illsurallce carner IJ/lly pay 't'55 1111111 the actual Mil forserrJlces . I agree to be 
responsible for 1111!/1TIt'/lt ofall sm,jces rl'ntim'd 0/1 my be/mlf or III!I depcntitmts. I r('..ll;:f that fnilLire 10 kepI' this aectJtlllt CII rrl'7lt 111111) restlll ill 

beillg Ima/llp fv Ill'ot/ide addiI1(l/la/ denial sl'1'vices excfpf faT dmtal emerKellci£!S or where tllt.,-e is prepayment ItIr aLlditiollal sen/ices. In the case 
of defmilt all PI1Y1ll.t'/lt of the aCrOl/llt, I agrce to pay cofleclioll costs alld rfasonable aflorney fees incl/fred ill Illtemptin 
or allY ju til rt' Il lltsrllllllillg II':CtIWllllOll1/1ce~ . 

FORM t3,954 ~/O2lO9 }TaA 8101 

tguature of patiellt /or parent/guardia11 if minorj 


