 Welcome

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 amy questions
or need assistance, please ask us - we will be happy to help.

Patient #
P t 1 t I t 5 SS#/SIN
arient tnjormari0Nn (CONFIDENTIAL) e
Name Birthdate Haome Phone
= State/ Z:g
Address City Prov. RELE,
Email Cell Phone
Check Appropriate Box: [IMinor [sin gle [Married [ 1Divorced [ ]Widowed DSﬂpﬂr‘njt’ri . Yl o
olate/ ~ U art
If Student, Name of School / College City Prov, U Time L Time
Patient’s or Parent/Guardian’s Employer Work Phone
; 3 State/ ZIE
Business Address City Pron. PiC.

Spouse or Parent/Guardian’s Name

Employer

Work Phone

Wham May We Thank for Referving You?

Person to Contact in Case of Emergency

Phone

Driver’s License

Responsible Party (If different from patient)

Relationship
Name of Person Responsible for this Account to Patient
Address Hone Phone
Email Cell Phone
Birthdate Financial Institution
Employer Wark Phone SS#/SIN

Is this Person Currently a Patient in our Office?

[dyes []No

For your convenience, we offer the following methods of payment. Please check the option you prefer. Payment in full at each appointment.

D Cash

[] Personal Check

Credit Card [ Jvisa [ MasterCard

Dental Insurance Information

Name of Insured

L7 wish to discuss the office’s payment policy.

Relationship
to Patient

Birthdate

S5#/SIN

Date Employed

Union or Local #

Naimne of Employer

Address of Employer

City

Work Phone
State/ ZI
Prov. P.C.

Insurance Comtpany

Group #

Ins. Co. Address

City

State/

Policy/ID #
Z:e/
Prov. P.C.

How Much Have You Used?

Max. Annual Benefit

How Much is your Deductible?

DO YOU HAVE ANY ADDITIONAL INSURANCE? [ ]Yes [ ] No IF YES, COMPLETE THE FOLLOWING:
Relationship
Name of Insured to Patient
- Birthdate S5#S5IN Date Employed
Name.of Employer Union or Local # Work Phoite S
> State/ Z(g/
Address of Employer City Prov. PC
Insurance Company _ Group # __Policy/ID # i A
B _ _ ‘ tate/ Zipl-
- Ins. Co. Address City rov. PE :

\ - How Much is your Deductible?

How Much Have You Used?
Owver Please -

_ Max. Annual Benefit



http:slrii.1c

Patient Medical Histo'ry |

Physician Office Phone Date of Last Exam
Yes No g Are you allergic to or have you had any reactions Yes No
1. Are you under medical treatment now? ............... ) = to the following? ]
2. Have you ever been hospitalized for any Local Anesthetics (e.g. Ncmgc‘mrg)‘ ................. _ S
surgical operation or serious illness within the last 5 years? [ [ g’i’!’f’fg'r’;m’ any other Antibiotics ...
I o 5 WU LIPULS: s oo s wsawm dmom s s ilsa s vn e sans gloes
by, plossgsipiety erbii‘umﬂ‘}zg‘:i .................................
TS —— e ?‘edgztivcs ....................................
irlchll{ding nur?—prezcripfiun (77T T T S i | Aog;::ﬁu
If yes, what medication(s) are you taking? Any Metals (e.g. nickel, mercury, ete) . ............ %
(71 R e M ARG LR
4. Have you ever taken Phen-Fen/Redux? . .............. ) . (D)éh“'(’; ry;f;‘t]:'ea”sgsiwten T Y R T
5,' D Y008 R IOMEGTS s - st ity g F Yo V53 0o assél{:inted withpa known illmf;s (lasting more thgn 3wks) O [
6. Do you use controlled substances? ................... [ 10. Women Only:
7. Are you wearingmnmct T A S D E] a) Are you pregnant or think o may be prfgnan}? P ﬁ @
b) Areyou nursing? .......... el L A
11. Do you have or have you had any of the following? c) Are you taking oral contraceptives? .............
Yes No Yes No Yes No
High Blood Pressure . ..... ... O] ] HeariDisease . .cvsociiins . El E1 ChestPains......oovu. =
Heart Attack ............... [0 [0  Cardiac Pacemaker.......... EVe Bl EgslgWialid .. ccenndd - i
Rheumatic Fever ............ O [0 HeartMurmur .......c.o.. I I 7 e e | |
Sewollen Ankles ............. I ) i Y R SRS e 0 [  Hay Fever/ Allergies ... ... = N
Fainting / Seizures .......... O [  FrequentlyTired . ........... O O  Tuberculosis ............. El- L)
ABIRIRAL = o entim s o 0 b i et T ] R = R T ORI ol 1 [ Radiation Therapy . ....... =L =]
Low Blood Pressure . ......... 0 O 1 = T R I 0 =7 1 N Sl S (= |
Epilepsy / Convulsions . ... ... U LT e s asn Ay ianas [0 [  Recent Weight Loss . ........ Ell
LEGROmIR < < i vx caiv v Sig'p pemasi v R R e e El Bl  HowDbmea -.....onen. Bl
1013117 < O 0 [  Joint Replacement or Implant .. [ [ Heart Trouble ............ =]
Kidney Diseases ............ (1 [0 Hepatitis [ Jaundice ......... 1 [ Respiratory Problems ... ... = L
AIDS or HIV Infection . ... ... [0 [0  Sexually Transmitted Disease . [] [  Mitral Valve Prolapse . . . ... )|
Thyroid Problem ... ......... [0 O  Stomach Troubles/Ulcers .... [ [ Other 0 g
Patient Dental History
Name of Previous Dentist and Location Date of Last Exam
Yes No Yes No
1. Do your gums bleed while brushing or flossing? ........ 50 ] | 8. Do you have frequent headaches? .............. =
2. Are your teeth sensitive to hot or cold liquids/foods? .. ... L5 (| | 9. Do you clewch or grind your teeth? ........... (a2 [
3. Are your teeth sensitive to sweet or sour liguids/foods? ... [] [] 10. Do you bite your lips or cheeks frequently? .. .. .. | 2 [
4. Do you feel pain to any of yaur teeth? .. .............. JT [T 11. Have you ever had any difficull extractions
5. Do you have any sores or lumps in or near your mouth? .. [ [ S A Tey = w1 bt i, I ) |
6. Have you had any head, neck or jaw injurtes? .......... i 2 12. Hawe you ever had any prolonged bleeding
7. Have you ever experignced any (')f the following Jollowing extraghipns? < ... o shonincaiia e s =X 1]
problems in your jaw? 13. Have you had any orthodontic treafment? . ... ... | N
(TR s a1 0 i b e S 4138 A e Ao i 3 i e | 14. Do you woear denfures or partials? ... .......... =05 E]
Pain (joint, ear, Side'of face)? ....«ovvvvvivnsinn. EhiE If yes, date of placement
Difficulty in opening or elostng? ...........oveon.. | ) (] 15. Have you ever received oral hygiene instructions
DU T EREOINET (v bmir = moa 00000 3,000 05 A iwmr 3 % s T o L regarding the care of your teeth and gums?._. . . . .. o i P8 7 |
16. Do.you like yoursmile? ....i....ccicounineyi 7 [ V)

Authorization and Release

I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered.
I understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information including
the diagnosis and the records of any treatment or examination rendered to me or my child during the period of such Dental care to third party
payors and/lor health practitioners. I authorize and request my insurance company to pay directly to the dentist or dental group insurance
benefits otherwise payable to me. I understand that my dental insurance carrier may pay less than the actual bill for services. I agree to be
responsible for payment of all services rendered on nty behalf or my dependents. I realize that failure to keep this account current may result in
being wnable to provide additional dental services except for dental emergencies or where there is prepayment for additional services. In the case

of default on payment of the account, I agree to pay collection costs and reasonable attorn
“or any future outstanding account balances.

ey fees incurred in atfempting to collect on this account

Signature of patient (or parent/guardian if minor)

 wm wR SR SR S
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