We are pleased you have selected us to provide dental care for you and your family.

Whom may we thank for referring you to our office? .. _._. _
Patient Information

Date Patient's Name - e e A e
Last First Middle
Address . . _ _ _ _ _ _ _ _ _ _ _ _ _ _ . o i ol e
Street Unit# City State Zip

Home Ph. #{ _ _ _ . Y _ _ _ _ _ WorkPh. #( _ _ _ ) _ _ __ _ __ CellPh#(_ __.)_. . . . _ _ Marital Status

Soc. Sec. # - - Drivers Lic. # . o EMal__ o
Birthdate / / Sex M F If patient is a minor, give parent's/lquardian's name _ . ___ . .
Name of nearest relative not living with you ; e = o __ _Reldtionship - _ _ . __ _ ___
If patient is a full-time student, fill in schoolname . _ _ . . _ _ L
School Address . e e e SPhCE(_ ) L L L
Emergency Contact et el )t 1 (R - —

Responsible Party Information

T Last - First T T ~ Middie I
Soc. Sec. # -. - _ - __ Bithdate_________/_______/_______ Relationship to Patient e
Residence Street 7 T Apt# cty 7 7 Tgae " 7Zp
Mailing Address e~ -~ - - ey s g m e g
How long atthisaddress . . . _ _HomePh#( _ ) . . Work Pha#t(_ _) ...  _ _  Fax#(_ _) . _
Previous Address (if less than 3 years) e [ o
Employer . . _ . _ _ _ _ _ _ _ _ _ _ . _Occupation . _ e o No.Years Employed
Employer Address . _ _ _ _ _ _ _ _ _ . , L L [
Spouse's Name _ ._ _ _ _ _ _ _ _ e e B
Soc.Sec.# - _ - _ _  Birthdate ool WorkPh#(_ ) _ _ Fax#{__).__ _ . _ _ _
Employer . _ _ _ __ _ _ _Occupation _ _ _ _ _ _ _ _ ___. ._ _ o — . No Years Employed . .= __ _
Employer Address . _ _ S N L

Insurance Information
Insured’s Name . _ ___ e ———Insured'sSS¥_ _ . InsuredsDOB_________ _ID¥_
Insurance Company _ _. .. . . _ e Grouwp#_
Insurance Co. Address e o e PRy
Insured’s Employer . e - . R e PRE( )
Do you have dual coverage? Yes _ No _ If yes: Please complete the following secondary insurance information.
Insured’s Name_ _ . B, . __MInsured's8S#_._  Insured’s DOB — ID# L
insurance Company . __ _ _ e ———— e e Grouwp#® . _
Insurance Co. Address S e e PhE() .
Insured's Employer S ——— o T R Y
Dental Information

Do your gums bleed when you brush?  Yes . No
Are your teeth sensitive to heat or cold? Yes_..No . Pressure Yes _No - - Sweets Yes — No -
Do you grind or clench your teeth? Yes No _
Do you have any fear of dental work?  Yes _ No
Date of lastdental visit_____._ ... _ ___ _ What was done at the time? _ ___ _ el
Fermer Dentist Name Lo . U .. .. City — — -
How would you describe your current dental problem? - e o e
How do you feel about the appearance of your teeth? _ - — [ [ e
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Medical Information

1. Are you having pain or disCOMIOr At thiS TIME? .. ...t s et bbb et st s o st e bbb bbb 0n YES NO
2. Have you been a patient in the hospital during the last two years? . YES NO
3. Are you now taking any MediCAtION OF AIUGS?..............cc.oeeeievvirsseeecssiesserssresssesssssess st sssssesassesesssssassessess e sesses st sresres e cres et sbesrsstsss s asssnsbasssssessssnssans YES NO

If yes, please list:
4. A. Have you taken any medication or drugs dunng the last two- years’? ................................................................................................................... YES NO

B. Have you ever taken bisphosphonate medications for Osteoperosis or other bone loss related issues?... ..YES NO
5. Have you been under the care of a medical doctor during the last tWo Years?............insnsnssn e .YES NO
Physician's Name . Ph. # ( )
Address .
6. Are you sensitive or allergic to any medication or ANEStNEHCS? .........cccccveeiereeresies e sssisssesresresss s sasasrssrasssnsessssssssossessesronssssssesessercionscees TES O
If yes, please list:
7. Indicate which of the following you have had or have at the present. Circle “yes or no” to each item.
Heart Failure ... YES NO Osteoporosis YES NO Hepatitis i, YES NO
Heart Disease or Attack YES NO Kidney Trouble YES NO If yes, which strain? (circle} A B C
Angina Pectoris ................. YES NO UICEIS ........crveeeeeeeeeertesesseresresernsssarssssnsreenes YES NO Venereal Disease.................... YES NO
Congenital Heart Disease YES ~ NO DIGbetes ...........coooemeeveeeerreeesesens s sesranns NO ALDS. e TES NO
Heart Murmur..................YES  NO Thyroid F’roblems . NO H.LV. Positive................ ..YES NO
High Blood Pressure NO GlaUCOMA ..ot NO Cold Sores/Fever Blisters ...... YES NO
Arteriosclerosis ................ NO CaNCET ..ot reees NO Blood Transfusion.................... YES NO
Mitral Valve Prolapse NO Emphysema ... NO Hemophilia........... .. YES NO

Artificial Heart Valve ......... NO Chronic Cough. NO Anemia............... ..YES NO
Heart Pacemaker ., NO Tuberculosis ... NO Sickle Cell Disease ...YES NO
Heart Surgery...... NO ASINMA.......oics et esens NO Bruise Easily........................ YES  NO
Rheumatic Fever NO Hay Fever ... NO Liver Disease.............ccccvureeinene YES NO
Arthritis ..o NO Allergies or Hives... NO Yeilow Jaundice...... .. YES NO
Rheumatism ...................... NO Sinus Trouble ._...... NO Epilepsy or Seizures, .. YES NO
Cortisone Medicine......... YES  NO Radiation Therapy.. . NO Fainting or Dizzy Spells.......... NO
Drug Addiction ................. YES  NO Chemotherapy...........cvereeinrererneennes NO Nervousness, ..........cooeeerirnnees NO
Stroke ., o ..YES NO Developmentally Disabled .............ccccou... YES NO TUMOTS......cooerrerceee e NO
Allergy to Latex YES NO Allergy to Metal (jewelry, etc.) . ... YES NO Artificial Joints (hip, knee, etc.) YES  NO
If yes, date __

8. When you walk up stairs or take a walk, do you ever have to stop because of pain in your chest, y
shortness of breath, or DECAUSE YOU @re VEry BT . ....oeoeseeeeeseessesemserssresresess et essmssessessisssass st asssssssssssass s T 20 NO
9. DO your ANKIES SWEII AUING the GAY? ... ... oo eeeeeeesessessssssss e ssssssseerosesss s ossss s 48484 £ 8RRt R kR R st YES NO
10. Do you use more than two pillows to sleep" s . YES NO
11. Have you lost or gained more than ten pounds in the past year" SO SOOI RUOPUUPROVON =5 SN 1 |0
12. Do you ever wake up from sleep and feel short f DIEaAINT, | ...ttt sars e bess st rr s sn e YES NO
13. AT YOU ON @ SPECIAI QBT . ..o ccreseeser st e e ere e see s sss s s as s bbbt a0ttt reeee .. YES NO
14. Do you have or have you had any disease, condition, or problem not listed?, . .. YES NO

If yes, please list: . .
15, DO YOU SMOKEZ. ..o s eeeeeeseeeee e s e ee oo st e eiee st as s s ss st ettt s s s st see s be s bee st st en e st sn st st asas st sens s ess s srsssssrssinsnssnsrnssnrenssrenenncreees | B MO
FOR WOMEN ONLY:

Are you pregnant? Yes ... What month? -. No Are you nursing? Yes No Are you taking birth control pills? Yes No _

| understand the above information is necessary to provide me with dental care in a safe and efficient manner. | have answered all questions truthfully
and to the best of my knowledge.
Patient/Guardian Signature = Date o ) R

Print Name

CONSENT:

1. The undersigned hereby authorizes doctor to order x-rays, study models, photographs, or any other diagnostic aids deemed appropriate by doctor to
make a thorough diagnosis of the patient's dental needs.

2. | authorize doctor to perform ali recommended treatment mutually agreed upon by me and to use the appropriate medication and therapy
indicated for the patient's treatment. | understand that using anesthetic agents embodies a certain risk. Furthermore, | authorize and consent that
doctor choose and employ such assistance as deemed fit to provide recommended treatment.

3. | understand that all responsibility for payment for dental services provided in this office for myself or my dependents is mine, due and payable at the
time services are rendered unless other arrangements have been made. In the event payments are not received by the agreed upon dates, |
understand that a 1 - 1/2% finance charge (18% APR) may be added to my account, in addition to any collection charges.

4. | understand that where appropriate, credit bureau reports may be obtained.

5. | understand that it is my responsibility to advise your office of any changes in the information obtained on this form.

6. | authorize the use of my social security number &/or insurance identification number to file my dental claim.

Patient . } Date Witness .
Print Name _

Guardlan/Responsmle Party if minor Relationship to Patient

Print Name — o L Date

OFFICE USE: Reviewed by Dr. Date




