-'| Today’s Date: / L File #:___
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Prlmary Dental Insurance
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| What You Prefer To Be Called: Q2 Mele O Femlo || CO- Name:

|Binthdate: £/ Age: ss#: | Address:

| Maillng Address: :

g Sy STAE =g Phone #: ( )

*{ Home Phone #: ( ) Insured’s ID#:

* | Work Phone #: ( ) Ext: Group # (Plan, Local, or Policy #)2__
% Cell Phone #: ( ) Insured’s Name;

*} E-mail Address: | Relation: Dateof Birth:___/ [
| Referred By: Insured’s Employer:

*| Employer: Howlong? | secondary Dental Insurance

| Employer’s Address: " | Co. Name:

i oy STATE : zF [
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| Spouse’s Name:

| Do you have children? QYes QNo Howmany?

- | Group # (Plan, Local, or Pollcy #):
| Insured’s Name:

" Relation: Dateof Birth:__ /  /
Insured's Employer:
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Who Is your Medlcal Doctor?: - ...~}
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Initlale  righte and keneflts direstly to the provider for |

services rendered. | fully understand | am solely responsi-
ble for any balance not pald by my Insurance company

(if offered at this office).
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_DENTAL INFORMATION]

Reason for today’s visi: O Exam O Emergency O Consultation  Are you in pein? D No Qi Yes How Long?
Please indicate & any of the following problems: S

O Discomfort, clicking or popping in jaw (1 Lost/Broken Filling(s) - Q Steined teeth QO BrokenlChlbpad tooth S
3 Blisters/Sores in or around the mouth [ Testh grinding Q Locking Jaw [ Sensitive tooth, teeth orgums |~ '

Red, swollen or bleeding gums Ringing in Ears QO Bad breath 0O Active Decay/Cavity(ies)
Q Other:
| Do you require pre-medication? 0 Yes QNo 0 Don'tknow Have you ever been treated for Gum Disease?0Y QN
Previous Dentist: : ( )
Name Address i Phone#
Last Dental exam: i L Last Dental X-rays: / L Last Dental Cleaning: / i

Have yBu had problems with previous dental treatment? If so, explain:
Times a day you brush?___  Times a week you floss?____ Type of tooth brush bristies? Q Soft O Medium Q Hard |
Rate your Smile ffom41_10:_____ Would you like whiter teeth? QY QN Have you had orthodontic treatment? QY ON |. 5,

{ Things you would change about your smile?
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6 MEDICAL HIST(

| What medications are you taking? [ Nerve pitis Q Pain Killers (inoluding aspirin) Q Musclorelaxers [ Stimulants |
" |GiBlood Thinners @ Tranqullizers Qi insulin [ Meds for Ostesporosis [ Vitamine/Supploments
Other(s), pleass list:
Have you ever taken: Bisphosphonates (ex. Aredia/Fosamax) O YesQ No Phen-fen/Redux O Yes Q No
" | Do you have or have you had any of the following diseases, medical conditions or procedures?

~ ] Y N Heart Murmur Y & Heart Attack/Stroke Y N Heart Surg/Pacsmaker Y N Heart Dissase/Angina * ¥ N-&hingles
.| Y N Lung Disease Y N Thyrold Problems Y N Congenital Heart Defect Y N Cancer/Tumor(s)/Growth(s) Y N Hepatitis P
1 ¥ N Liver Problemis ¥ N Seizures/Epiiepsy ¥ [ Aviificiai rieari Valves . ¥ W Chemotherapy/Rediaiun V& Glausomy - oo
'} Y N Blood Disease ¥ N Vensreal Diseass Y N Mitral Velve Prolapee Y N X-ray or Cobalt Treatment YN AstinitisiQout |-
Y N Kidney Problems Y N Cosmetic Surgery Y N Q.1 ProblemafUlcers Y N Frequent Thirst/Urination YN Leukamia
VY N Scarlet Fever Y N Dizziness/Fainting ¥ N Emphysema/Asthma Y N Blesding Problems/Anemia Y N Chest Palns
-} 'Y N Tubaerculosis TB Y N Cold/Fever Blisters Y N Diabstes/Hypoglycemia Y N Highfl.ow Blood Pressure Y N Bruise Easlly

/| YNHIV&/AIDS/ARC Y I Blood Transfuslon ¥ N Peychiatric Preblems. ¥ N Artificlal BonssiJolnts/implants Y N Allergles
.| YN Rheumatio Fever Y N AlcoholDrugAbuse Y N Back/Nack Problems - Y N Severe/Frequent Hsadaches Y N Nervousness
- | ¥ N Slnus Problems Y N Eating Disorder ¥ N Resplratory Problems’ Y N Jaw Problems TMJ/TMD Y N Sigap Apnea

Please list any other surgeries or medical conditions you have or ever had:

Are you allergic to any of the following? QiLatex Q Penicillin / Amoxiclin - O Tetracycline O Asplrin  Q Codelne
|9 Dental Anesthetics O Foods: Q Others:

Do you use tobacco? @ No Q Yes/How used? How much? How long?

Please rate your general heafthfrom 1-10: Do you wear contact lenses? 0 Yes T No B
For women: Are you taking Birth Control piils? & Yes QNo Are you taking hormonal replacement? QYes QNo | - =i
Are you Pregnant? 01 No O Yes/How long?______Aro yauvnurshg"?‘l':l\’l;l N _How many children have you had? LR

. fGWelnvrteyoutodlscussw!thusanyque&onsragardlngoursewloe&ThebestDental health services are base |
: on a friendly, mutual understanding bstwsen provider and patient. .
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financlal arrangements have besn made, you will be respansible for logal fess, collection agenoy fess, interest -
chargesmdanyomere)menseslnourredlneoﬂecﬂngyourawount cono L oMM L -
11 authorize the staff to perform any necessary services needed during dlagnosis and treatment. | also “—rEm —tEm—.
authorize the provider to release any information required to process insurance clalms. L nTEe e
& 1 understand the above Information and guarantes this form was completed comecty to the best of my knowledge ... . - Gemment
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