The ¢

s oI a happy, healthy smile are immeas..rablc! Our goal i

» heln you reach and

maintain maximum oral health. Please fill out this form completely. '1.1e better we
communicate, the better we can care for you.

Today's Date:
Email Address:

N

LAST FIRST M MR MRS MS DR
| prefer fo be called: Q Male QO Female
Birthdate: ___ /_ /  Age: SS#
Home Address: .
ary STATE "
Q Single O Married QO Divorced O Widow . > 3 rated
Hm # ( ) P
Wk# () B P
Employer: o
Employer's Address:

How long thers" Occupation:

Where & when are best fimes fo reachyou? __
Whom may we thank for referring you?
Other family members seen by us:
Previous / Present Dentist:

Pl Grde
Last Visit |

His / Her Name:

Employer:

Wk () Ext: S #

Birthdate:  /  /  Driver's License #

In the event of an emergency, is there somee

who lives near you that . - should coi.
His / Her Name:
Piie
Voo ) Ext: Home# (___)

Primary
Dental Coverage: QO Yes O No
Insurance Co. Name:

Insurance Co. 5

Insure: -2 Co. Phone - - )
Groun# (Plan, Local . r Policy #):
wsured’s Name:

Relation:
Insured’s Birthdate: _ /  /Insured’s D #
Insured’s Employer:

- Do you have secondary Dental Coverage: Q1 Yes QO No

F this office accepts insurance, | un 414 1
A .
T A les
| S I T

Signature e

Do you have a personal physician? Q Yes Q No
Physician's Name:

Phone # (___ ) Date of last visit:
Are you currently under the care of a physician? QO Yes T No
Pl Explain: __

CONTINUED ON BACK




L.

.niyou are faking:

Please list ec.

Have you ever taken Fosc. . or any other bic shosphonate? QY OIN
Are you pregnant? O Yes [ No ‘

Do you have any metal plates, pins, screws or

=~ oloce  s?

QYes Q No

Have you ever had any o1 the 1ohowing diseases or medical problems?

Y N Abnormal Bleeding Y N Hepatitis
Y N Alcohol /Brug Abuse Y N Herpes/Fever Blisters
Y N Anemia Y N High Blood , ressure
Y N Arthritis Y N HIV:/AIDS
Y N Adificial Bone /Joints/Valves Y N. Hospitalized for Any:t
Y N Asthma Y N Kidney Prok!
Y N Blood Tronsfusion Y N Live™
Y N Cancer/Chemotherapy YN - -
Y N Colitis wlapse
Y N Congenital Heart Defect
Y N Diabetes Problems
Y N Difficulty Breathing T i
Y N Emphysema . e e VET
Y N Epilepsy {f N Seiz. .
Y N Fainfing ¢ Y N Shingles-
Y N Frequent Headaches Y N Sickle Cen
v Gloucomn Y N SinusPr-
Y N Hay Fever Y N Stroke
Y N Heart Attack ‘Y N Thyroid Problems
. N Heart Murmur Y N Toberculosis (TB)

! Heart Surgery Y N Uleers
Y N Hemophilia Y N Venereal Discose
Please| -y serious medical condition(s) that you have ever had:

1

VN . Y
y " /

1.ease | st any drugs/ma

Why & a

Doyoui juet u s before dentol treatment: QO Yes

"
YN n-
Y N Penicllin
Y N Tetracycline
are allergic fo:

Q No
Are you currently in pain? QYes QNo
Do your gums ever bleed? QYes QNo
Have you ever hat *Hifficult problem associated
with anv nrevious ? QYes QNo
Do vnu » woor hav, fou ever exp. .enced pain /
«omfort in your jaw joint (TMJ / TMDJ)? QYes QNo
Your current dental health is:  Q Good QO Faw O Poor
~ Do you like your smile? QYes QNo
Would you like whiter teeth? QYes QNo
Fresher breath? QYes QNo
How . uny times 1 week do you floss?
How-  ~aday doyou brush?
' o .. QSft OMed Q" A
" @ or use fobacco in an other "
0 b §
Doyou have! . n
Are you excessi tly fire . e
Have {!)U been told you « 1 breathi~, . ,
‘your sleep? Yes 7
Do you awaken fr vs 3
0... ng? ay Qab.

. vneerstana that the information faat | have giver today is correct to the best of my knowledge. | also understand that this
information will be held in the strictest confidence and it is my responsibility to inform this office of any changes in my medical
status. | authorize the dental staff to perform any necessary dental services that | may need during diagnosis and treatment with

my informed consent.

Signature

Our Office is HIPAA complidnt and committed to meeting

the CDC, and the ADA.

OFFICE USE ONLY
| verbr'hs reviawed the

D ~ ~,'s Comments:

wcal ,” dental informatic

N <nt ncmed h e .

Date

nunhd:

f-infection confrol mandated by OSHA,
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