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GROUP NO.

EMPLOYER NAME

INSURED'S NAME

DATE OF BIRTH I RELATIONSHIP TO PATIENI

INSURED'S I.D, NO.
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ACCOUNT TNFORMATTON 4

NAME

RELATIoNSHIPTO PATIENT I SOCIAL SECURITY NO.
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IS ANOTHER MEMBER OF YOUR FAMILY OR RELATIVE A PATIENT
AT OUR OFFICE?

NAME: RELATIONSHIP:

CIry STATE ZIP

PHONE NO.
YOU WERE REFERHED TO US BY
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EMPLOYER'S NAME PERSON TO CONTACT FOR EMERGENCY

ADDRESS CIry PHONE NUMBER

PHONE NO. FAXNO. ADDRESS
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NAME

CLOSEST RELATIVE NOT LIVING WITH YOU

OCCUPATION
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CONSENT FOR TREATMENT

'1. I hereby ouihorize doctor or designoted stoff to icke x-roys, study models, photogrophs,

ond other dicgnost ic oids deemed oppropriote by doctor to moke o thorough diognosis
.\f 1nl'lrna nf nniirrnt\ 's  dentol  needs.

2.  Upon such diognosis,  I  quihor ize docior to perform ol l  recommended trectment
muluol ly ogreed upon by me ond lo employ such ossisionce cs required to provide
proper ccre,

3. I cgree io the use of onesthetics, sedctives ond other medicction os necesscry, I fully
understand thci  using onesthet ic cgents embodies certoin r isks, I  understond thot I
con csk for o complete reci tol  of  cny possible compl icof ions,

I give consent to the doctor's or designoted sicff's use cnd disclosure of cny orcl,
wri l ten or eieclronic health records thot ore individucl ly ident i f icble os mine for the
purpose of corrying out my trectment, payrnent ond heolth core operctions. I
understond thot only the minimum omount of informct ion necessory lo provide qual i ty

core wi l l  be used or disclosed ond thot o not ice ful ly out l in ing ihe protecf ion of my
per$onol health informct ion is cvci loble,

I  cgree to be responsible for poyment of al l  services rendered on my beholf  or my
dependenis,  I  undefslcnd thot payment is due ai  the t ime of service unless other
orcngements hcve been mode, In the event poyments ore not received by agreed
upon dotes, I  undersfand ihct a 1-1 l2/"  lcfe charge ( l8o/.  APR) moy be sdded to my
occount.  l f  required, I  olso understcnd o check of my credif  his iory mcy be mode,

4,

Potienl's Signoture Witness

PcrentlResponsible Porty's Signcture

Date

Relationship to Pctient



1. Physician's Name Phone ( )
No

Describe

3. Are you cunently taking any medication, drugs, pills or herbal remedies, including regular dosages of aspirin? .....,..,,. Yes
lf yes, please list name and dosage

lf yes, did you take any of the following: (circle if yes) Fen-Phen Pondimen Redux 0ther

5. Have you ever taken bone loss prevention drugs such as Fosamax, Actonel, Boniva or other similar drugs? ..............,........................ Yes

7. lndicate which of the following you have had, or have at present. Circle "yes" or "no" to each item.

No

No

No

No
No

No

Heart (Surgery, Disease, Attack)... Yes
Chest Pain Yes
Congenital Heart Disease ........... Yes
Heart Murmur Yes
High/Low Blood Pressure ,........... Yes
MitralValve Prolapse Yes
Artificial Heafi Valve/Pacemaker ...,.,.., Yes
Rheumatic Fever. . . . . . . . . . . . . . . . . . . . . , . . . .  Yes
Arthritis/Rheumatism .......,........... Yes
Cortisone Medicine Yes
Swollen Ankles ,....,....., Yes
Stroke ............. Yes
Diet (Special/Restricted) Yes
ArtificialJoints (hip, knee, etc.) ,... Yes
Kidney Trouble Yes

Ulcers ............. Yes No
Diabetes Yes No
Thyr0idPr0blems., . . . . . . . . , , . . . . . . . . . . . .  Yes No
Glaucoma Yes No
Contaci lenses ............. Yes No
Emphysema Yes No
r/\hrnnin /anr rah Yes Novr i lvr  i lv  vvuvr r  . . . . . . . . , . . . , . . . . . ,

Tuberculosis Yes No
Asthma Yes No
HayFever/Allergy/Hives......,....... Yes No
latexSensit iv i ty. . . . . . . . . . . . . . . . . . . . . . . . . .  Yes No
Sinus Trouble Yes No
Radiation Therapy Yes No
Chomnthorenv YeS NO

Tumors .....,...... Yes No

Hepatitis A B C (circle) ... Yes No
Venereal Disease Yes No
A,l ,D.S./H.1.V.Posit ive.. . , . . . . . . . , . . . .  Yes No
Cold Sores/Fever Blisters .......... Yes No
BloodTransfusion., . . . . . . . . . . . . . . . , . . . .  Yes No
Hemophilia Yes No
Sickle Cell Disease Yes No
Bruise Easily Yes No
Liver Diseaseffellow Jaundice .. Yes No
Neurological Disorders Yes No
Epilepsy or Seizures Yes No
Fainting orDizzy Spells ............. Yes No
Nervous/Anxi0us....................,.. Yes No
Psychiatric/PsychologicalCare.. Yes No

No
No
No
No
No
No
No
No
No
No
No
No
No
No
No

8. Are you aware of having an allergic (or adverse) reaction to any substance or medication? ................... .,.,.................. Yes

lf yes, please list:
11. Women: Are you pregnant or think you could be pregnant? Yes _Months No Nursing? Yes No

I understand the above information is necessary to provide me with dental care in a safe and efficient manner. I have
answered all questions to the best of my knowledge. Should fufther information be needed, you have my permission to
ask the respective health care provider or agency, who may release such information to you. I will notify the doctor of
any change in my health or medication.

PatienVGuardian Sionature Date

No
No

No

Dentist Date
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DENTAT HISTORY

Velcome! So that ue rna! proaidt you with the best possible care
please czlnplete both sid.es of tbis rnedicalldental historyform.

All information is cornpletely confdzntial.

What is the reason for your visit today?

Date of Last DentalVisit
Whatwas done at vour lastdental visit?

Last Dental Cleaning Last Full Mouth X+ays

Previous Dentist's Name
Address State - Zip
Telephone

How often do you have dental examinations?
How often do you brush your teeth?
Have you ever used or are cunently using topical fluoride? Yes No

How often do you floss?

What other dental aids do you use? (lnterplak, toothpick, etc.)

Do you have any dental problems now? Yes No

lf yes, please describe:

Are any of your teeth sensitive to:
Hot or cold?

Sweets?
Biting or Chewing?

Have you noticed any mouth odors or bad tastes?
Do you frequently get cold sores, blisters or

anv other oral lesions? Yes No

Do your gums bleed or hufi?
Have your parents experienced gum disease

or tooth loss?
Have you noticed any loose teeth or change

in your bite?
Does food tend to become cauoht in between

yourteeth? Yes No
lf yes, where?

Do you:
Clench or grind your teeth while awake or asleep?

Bite your lips or cheeks regularly?
Hold foreign objects with your teeth?
(pencils, pipe, pins, nails, fingernails)

Mouth breathe while awake or asleeo?
Have tired jaws, especially in the morning?

Snore or have any other sleeping disorders?
Smoke/chew tobacco or use olher tobacco products?

Have you ever been told to take a pre-medication prior to dental treatment?
ls there anything else about having dental treatment that you would like us to know?

Have you ever had:
0rthodontic treatment?

OralSurgery?
Periodontal treatment?

Your teeth ground or the bite adjusted?
A bite plate or mouth guard?

A serious injury to the mouth or head?
lf so, please describe, including cause

Have you experienced:
Clicking or popping of the jaw?
Pain? fioint, ear, side of face)

Difficulty in opening or closing the mouth?
Difficulty in chewing on either side of the mouth?

Headaches, neckaches or shoulder aches?
Sore muscles (neck, shoulders)?

Are you satisfied with your teeth's appearance?
Would you like to keep all of your teeth all of your life?

Do you feel nervous about having dental treatment?
lf so, what is your biggest concern?

Have you ever had an upsetting dental experience? Yes No
lf yes, please describe

Yes No

Yes No

Yes No

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Yes No
Yes No
Yes No
Yes No

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Yes No
Yes No

Yes No

Yes No
Yes No

Yes No
Yes No
Yes No
Yes No
Yes No

Yes No
Yes No

lf yes, please describe

(Please complete other side)
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