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| PATIENT INFORMATION '

Welcome to our oﬁ" cel . To assist us in servmg you, please complete the followzng conf dentzal form ' it ;
The mformatzon provzded is zmportant to your dental health K

- |[EmailAddress_

Patient's name-

Preferredname S .' L - ‘Birth. date o

Spouse's name -

BILLING AND INSURANCE INFORMATION

If mmor parents names: Preferred phone ‘ Work phone : ‘
Mallmg address ' _ : City : S State g Zip;

Spouse ] employer '

Emergency Contact Name and Phone Number :
QI'Not covered by dental i 1nsurance

EIUnmamed

: Dental Insurance Co . L’ Group # -

Insurance ID #

R Covered by spouse ’s 1nsurance‘7 'D yes QAo

o Spouse s dental i msurance company

Your Social Securlty# Ee

' Group number

Spouse s blrthday 3

iE Socialeecurlty #

* Insurance ID # _

**********x*******x************************x*******************************‘f':l“

MEDICAL HEALTH HISTORY

Do you have or have you ‘had any “of the followmg" .
(Please check any that apply)

-Cancer or tumor .
Heart allment or angma _
Heart murmur, mitral valve prolapse heart defect
Rheumatic fever ¢ 'or theumatic heart dlsease
“Artificial joint or valve ;
High or-low blood pressure L
-Pacemaker: :
Tuberculosis or other lung problems :
Kidney drsease o
Hepatitis or other llver dlsease
Alcoholism - - o ,

- Blood transfus1on

-‘Diabetes” : :

: Neurologlc condltlon
‘Epilepsy, seizures, or fainting spells
Emotional condition -
Arthritis: :
Herpes or cold sores ,

 AIDS or HIV pos1t1ve ; v
Mlgrame headaches or frequent headaches
Anemia or blood disorders :

Hayfever or sinus trouble -
Allergies or hives:
Asthma

E Do you smoke or. use chewrng tobacco?

0000000 D‘D’,DDZ o UZ‘D'ID*D cooooo [jD'D

Abnormal bleedmg after extractlons surgery, or trauma : ' Women

Elyes Qano -

Are you allergtc to or have you reacted adversely to any of the
followmg" - :
Q. Latex materlals
O - Penicillin or other ant1b1otlcs
. O Local anesthetlcs ("Novocam")
‘@ Codeine or other narcotrcs

0 - Sulfa drugs : '

‘0 Barbiturates, sedatlves, or sleepmg pllls
Q- Asplrm g :

a Other

Are you taking any of the followmg‘7 S ‘v L

0 Aspirin - :

a Antlcoagulants (blood thmners)
‘0 “Antibiotics or sulfa drugs = .
a- High blood pressure medicine

0 'Antidepressants or tranquilizers

© Q' Insulin, Orinase, or other dlabetes drug
a N1troglycer1n ' : c

- @ Cortisone or other sterords ~
a Osteoporos1s (bone densrty) medlcme
Q. Other: _ o

a May be pregnant R U
" Expected dellvery date: .-
; EI Takmg hormones or contraceptrves :

; *****************************************************************w*******

PLEASE COMPLETE BOTH SIDES | e




Name of yonr'physician: » - RN . ..Phone #

Do you have any disease, condition; or problem not listed above? T

Please add anything velse you‘Wc)uld like us to know a'b‘out;.'

Please indicate any serious illnessés or operations.

AUTHORIZATION

I have revieWed ‘t'he information on this questidnnaire, and it is accurate to;the best of my knowledge. 1 understand that thi_s "
information will be used by the dentist to help determine appropriate and healthful dental treatment. If there is any change.in my

-

medical status, I will inform the dentist. \
I authorlze the insurance company indicated on thlS form to pay the dentist all insurance benefits otherw1se payable to me for
© services rendered I authorlze the use of this 51gnature on all insurance submrssmns

I authorrze the dentist to release all mformatlon necessary to secure the payment of benefits. I understand that I am ﬁnanmally

respon51ble for all the charges whether or not paid by insurance.. - v =

Signature of patient (or parent) s ’ , Date

Payment is due in full at time of treatment, unless prior arrangements have been approved.




