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@ Patient Information @ Dental Insurance
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Date B Wheo iz responsible for this accoun!? — I
ssHic/Patemlioo® 000000000 Retationship to Patient N S
PatientMame _________ e e iEnece.
Las! Marma
L] e e—— e —
e i NE e T
S s Iz patient covered by additional insurance? [ClYes [ No

Address —

Subscriber's Name P SRS - = i
E-mall_____ = e e

Birthdate e SSH it e i
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Refationship to Patient I S S—
i e LTS < | R LR R

Insurance Co. e . = - S
Sex OM COIF Age__ N

(L P S S R P S
Birthdate __ [ I

ASSIGNMENT AND RELEASE
] Married [ Widowed [ Single ] Minar | cerlify that I, endfor my dependent(s), have mnsurance ooveragh with

i [ e I N RNy | - | - . f. I

O Separated [ Divorced O Partnared for _____ years P e e e gn directly fo
Patient Employer/School e e s

b P |2, ARy o e &l insucance benafs, if
Occupation - - . arny, gﬂmm‘m payabla 1o me lor services rendered. | undersiand that | am

—— financially responsible for all charges whether or not paid by insurance. | authorize
ihe use of my signature on all insurance submissions.

The above-named dentist may use my health care information and may disciosa
% m—— such information to thie above-named [nsurance Company:(ies) and their agents for
Employer/School Phone () _ the purpose of oblaining payment for services and determining insurance benafit

L o e — or tha benelits payabla for related services. This consont will end when my curment
it froatment piRn is completed of one yaar frem The date signed below.
Birthdate —— T Signaure of Pationt, Parent, Guardian or Perscnal Fepresenialive
SSR_ i . —
O — "~ Please print nama of Pallant, Parent, Guardian or Personal Heprosantatve
Whom may we thank for referring you? = e T B ™ o

({'j Phone Numbers

Home { ol s e O i e Ext Cell Phone | )

Spouse’sWork () . Bestlime and place to reach you o g R
IN CASE OF EMERGENCY, CONTACT (Specity someane who does not live in your household.)
T : _ Relationship Sy i
Home Phone (_ I . o WorkPhone(_ ___ 3y P —
ﬁ:] Dental History
Reason for today's visit _ Burning sensation on tongue [Yes [IMNo Mouth breathing ClYes CINo
Chew on one sida of mouth OYes 1Mo Mouth pain, brushing Ovas CINo
5 : 3 Cigarette, pipe, or cigar smoking [C1Yes []MNo Orthodonlic treatment ClYes [INo
FormerDentist = Clicking or popping jaw [OYes [JNe Painaround ear COYes [CINo
CiyState .~~~ Drymouth CI¥Yes [JMNo Periodontal treatment OYes [OJNo
. Fingernail biting OYes [ONo Sansitivity to cold OYes I No
Date of last dental visit
Food collection between the teath (] Yes [ MNo Sensitivity to heat CYes Mo
Date of last dental X-rays Foreign objects [OYes [INo Sensitivity to sweets CYes [CINo
Place a mark on “yes” or "no” o indicate fyou  Grinding teeth CYes [JNc Sensitivity when biting OYes [JNo
have had any of the lollowing: Gums swollen or tender [OYes Mo Soresorgrowthsinyourmouth [JYes [INo
Bad breath OYes [CONe Jaw pain or tiredness OYes Mo
How often do you floss? s
Bleading gums [OYes [INo Lip or cheek biting CIYes [JNo ol
Blistars on lips or mouth ClYes [JMo Loose teeth or brokenfilings [IYss [CINe How clten do you brush? i
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(?i} Health History

Physician's Name e ey e e — Daleoflastvielt

Have you ever takin any of the group of drugs collectively referred 1o as fen-phen?” Thesa include combinations of lonimin, Adipex, Fasin (brand
names of phentermina), Pondimin (fenfluramine) and Redux (dexfenfiuramine). T1Yes [ No

Place a mark on “yes™ of "no” to indicate il you have had any of the following:

AIDSMHIV Clves [CONe  Epilepsy [(OYes [IMo  Respimatory Disease OYes TINe
Anemia COYes [INo Fainting or dizziness [OYes CIMNc  Rheumatic Fever ClYes [INo
Arthritis, Rheurnatism [OYes [JNo Glavcoma ClYes iMoo  Scariet Fever OYes CONo
Artificial Heart Valves COYes (JNe Headaches ClYes CONo  Shoriness of Breath CYes [JNe
Artificial Joints [OYes [JNo  Heart Murmur ClYes [ONeo  Sinus Trouble OYes [ No
Asthma CYes [JNe  Heart Problems OYes [JNo  Skin Rash Cves CINo
Back Problems [OYes CINo HepaltisType COYes [INoe  Special Diet OYes INo
Bleading abnormalty, with Herpos OYes ClNo Siroke OYes CINo
exiractons of surgeny CYes [JNo High Biood Pressuro COYes Mo  Swollen Feet or Ankies OYes CNo
Blood Discase [OYes [ONo Joaundice OYes [TINo  Swolen Neck Glands DYe: [JNo
Cancer ClYes [INe  Jaw Pain [DYes [INc  Thyrokd Problems ClYes [No
Chemical Dependency CYes [CIMNo  Kidney Disease OYes [JNo  Tonsiltis CYes [CiNo
Chamotharapy COYes [INe Liver Dissasa [OYes [INo  Tuborculosis OYes CNo
Circulatory Problems [OYes [OMNo Low Blood Pressure CiYes TiNe  Tumor or growth on head

Congenital Heart Lesions CYes [JNo  Mitral Vaive Prolapse OYes [No oF neck OYes CINo
Conisone Treatments O¥es CINo  Nervous Problems CiYes [INo  Uleer OYes CINo
Cough, persistent or bloody OYes CIMo  Pacemaker [lYes Mo Venereal Disease OYes CINo
Diabetes CYes CINe  Psychiatric Care CJYes [INe  Weight Loss, unexplained OYes CINo
Emphysoma ClYes [JNe  Radiation Treatment COYes [CINo

Do you wear contact lenses? [ Yes [ No

Women:

Are you pregnant? [ Yes [ MNo Due date___ P Are you nursing? []Yes [ Mo

Taking birth control plils? [} Yas [} Mo

Medications _ Allergies
List any medications you are currently taking and the cofrelating [0 Aspirin [ Local Anesthotic
il [ Barbiturates (Sfeeping pills) [ Penicillin
S o - [ Codeine O sulta
PhamacyNeme._____________ . S st O lodine O Other
Phone(___ ) [J Latex S R

Cappomiments )

Has there been any change in your health since your last dental appointment? ClYes [JNo

For what condiions? _____ e i P A M DR - i .
Are you taldng any new medications? ______ I s0, what? = s e e
Patient's Signature _______ e i e ey N ¢ W L
Doclors Signature = Date
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Has thare been any change In your health since your last dental appoimtmant? [ Yas [ No
For what condifions? ___

Are you taldng any new medications? _____ MWsowhat® R N
Pationt's Signaturee it _— . — Date B M
Doctore Signature _________ A i B Date . o




