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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 any questions

or need assistance, please ask us - we will be happy to help.
.» .» e Ome Patient #

¢

: . SS#ISIN
Patient Informatlon (CONFIDENTIAL) Date
Name Birthdate Home Phone
State/ Zip/
Address City 2 L Prov PQ
Email Cell Phone
Check Appropriate Box: O] Minor [ Single CMarried [ Divorced  [IWidowed [ Sqaar&ncd/ *
; State: Fi Part
If Student, Name of School/College City . Prov. ] T;‘me ] T(ilr'ne
Work Phone
State/ Zl}g
City Prov. P:
Employer Work Phone
Person to Contact in Case of Emergency Phone
Y p y Relationship
Name of Person Responsible for this Account to Patient
Address Home Phone
Email Cell Phone
Driver's License # Birthdate Financial Institution

Employer Work Phone SS#/SIN
Is this Person Currently a Patient in our Office? [ ves Ll o

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

b L cash L Personal Check Credit Card [1visa [ MasterCard 1 1 wish to discuss the office's payment policy.
> Insurance Information o
o - Relationship
Name of Insured ; to Patient
) Birthdate SS#/SIN Date Employed
A Name of Employer UnionorLocal#____ Work Phone
State/ Zip
Addvress of Employer City Prov. EC.
Insurance Comparry Group # Policy/ID # :
=, State/ Zip/
City Prov. P
How Much is your Deductible? How Much Have You Used? Max. Annual Benefit
DO YOU HAVE ANY ADDITIONAL INSURANCE? [ Yes [ No IF YES, COMPLETE THE FOLLOWING:
Relationship
\ Name of Insured to Patient
; : Birthdate SS#/SIN Date Employed
£ Name of Employer Unionorlocal# ________ Work Phone
: State/ Zi%
City Prov. PiEs
Group # Policy/ID #
Y State/ Zqé[
Ins. Co. Address City Prov. P
How Much is your Deductible? How Much Have You Used?___________ Max. Annual Benefit

N Over Please



3530089000

Date of Last Fxam
9. Are you allergic to or have you hadmnymc&mwﬂleﬁ;

“No

Q@@@Q@*?

= 1. Are you under medical treatment now? ﬁ
2 2 Have Local Anesthetics (c. g Novocain). |
% yau ever been hospitalized .
: surgical operation or serious m:wfgsr within the last 5 years?... ClTE ngi:ig:"u or any other Antibiotics %
Ij please explain Stk T : |
s, e A1 - W Barbiwuwrates ... ....‘......................,.f.“...._.».'.'.......‘......4....... | |
3 Arcyou tﬁ'” g‘my tion(s) e Sedatives ..o &2l e
including non-prescription medicine? [ Aosd;"; st = .
If yes, what medication(: taking? ) o , B~ 5
iy < i Any Metals (e.g nickel, METEUTY, BUG. Y oo v iame et B RS
3w Latex Rubber.... - O 0O =
4. Have you evermhmFm;Hlmmzdm? .............. el A R Other (please list)_ 1l :
5. D0 YU Se LOALCO™ .. erirrsmroerreromtoene [ 0] 10-Doyou have a persisient @aughor throat clearing ot Py
= associated with h\mvntﬂm(lastmg 3w¢dm ?
6. Doyouusecomoﬂadsubsuuwzs? ..... 0 | 11. Wonien C;"b » S mm : EI _
7. Are you wearing contact lenses?. 2 g a) Are you pregnant or think you may btpftgmnt?m 1
b) Are younUISING?......ccc.coco s puonsbrasrmsianinis s ebangssn s i
8. Do you "ﬂ\’f or have you had any Oﬂ;tefo!!vwﬁts? o) Are you mkwg,om! COMETACEPRIVESP. . et sirursyeineisos - L
es No . i (-
High Blmdesm&..m SRSORTRERC i [ M B T Y o 7O . o D D Chest Pains '~ B EiS
s L) . Chriding Pacemaker............oe. . ] [ Easily Winded ..o W
5 E B Heart Mumur .......................... E}I E Stroke B O %‘
' i P SR Hay Fever / Allergies ....... i E T2
O O Frequently Tired oo E O Tuberculosis......ommmmim B v SN
O O Anemia.. ] 8 Radiation THerapy .......comme 1 O
O D‘ Emphym O Glaucoma s i =
Bl C1  Gancervncemnts O O  Recent Weight Loss ... vl <
o BRI R s L O B ‘tverDheases i i
: , ; ) _Ialmkeplacanmmrlmphm ....... O O  Heart Trouble . - :
KidRey DISCaSES . mersiiasivatisassitie =e] Hepatitis / Jaundice .......ccvconeeon-c. 1] Respiratory Pmb]cms = B( R
AIDS or HIV Infection .............. O [0  Sexually Transmitted Disease ... O O Migal Valve Prolapse ..........co.. | . -
Thyroid Problem ... O O  Stomach Troubles / Ulcers.......... C O oer - = O R AR
Patient Dental History SR g R
Name of Previous Deudst and Loca:itm Date of Last Exam_ :} '-‘
e RN Yes No gy Yes No ‘:;i ‘
1. Do your gums’ blmdwh!k bm‘shing:ar lossing? ..ot i I 8. Do you have frequent headaches? ... S R o
2. Are your teeth sensitive to hot or cold lqmdsd’oods? . & 0O - 9 Doyoucenchor ZrNd YOUN LOEHHT .-c..corioresimeppmammsesisivss [ B R AR
3. Are your teeth sensitive to sweet orsowlmds(foods? ............ O [ 10 Doyoubite your lips or cheeks frequently? ..., L1 RS ~ =
- 4. Do you feel pain to any of your teeth? g Havrymncvcrhadanydljﬁadwaraam R, A
5. Do you have any sores or lumps in or near your mouth? ....... [ | in the past? .. ; E 3
6. Have you had any head, neck or jaw injuries? ... IR El 12 Huveyaucverhndmymlmgﬂdbleedms A SN
7. Have you ever experienced any of the following Jollowing extractions? ......... NI | LR
pmblaminypurjaw? 13. Have you had any orthodentic treatment?...... e e b s o @ P
i SO P X Do you wear dentures or partials?...., R — Cl= B b
Pain Goin; ear, side of face) ... o If yes, date of placement s S
: Difficulty in opening or closing ........ - O O 15 Have you ever received oral hygiene instructions . i
- Difficulty in chewing El=i regarding the care of ymwtmhandgums?m Mo B ‘E @
> 16. Do you like your smile?..... ) s
Authorization and Release X
lcertibwhatlhavemadandunderstanddwdmvchfmmwlhebcst?‘f wiledge. The above ‘have been accurately answered. L0
understand that providing incorrect information can be dangerous (o my eai:h. I authorize the dentist to rdmcmy information including the el
s e Gl L g S o LR i g il ek s b D i T
otherwise p@able to me. I understand that m msurance carricr miy pgy@l'mmag the actual bill for mcﬂoggm to be. : “

2

forpaymmqfaﬂsa-viccsmndemdmmyn

% - f \ By 3
Signature of patient (or parent/guardian ifmiiwri!

arp)ydcpaldm . ) ~

Doctor’s Comments

: ;‘)

Signature
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E!'a.f;-\l'lg 5‘1)" !‘d\ ‘ |‘ N
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