
Wileome
We are pleased to welcome you to our practice. Plcase take a few minutes to fill out
this fornm as completcly as you can. If you have qucstions well bc glad to help you.

We look forward to working with you in maintaining your dental hcalth.

Patient Information

Name Soc.Sec. #.
Last Nane First Name Initial

Address

City

Cell Phone

Sex OM OF Age

Patient Employed by.

Business Address

Business Email

Whom may we thank for referring you?

Notify in case ofemergency

Cell Phone

Email

State Zi Home Phone.

Email

Birhdate OSingle O Married O Widowed OSeparated O Divorced

Occupation

BusinessPhone

IHome Phone

BusinessPhone

Primary Insurance

Person Responsible for Account
First Name

Soc. Sec. #

llome Phone

Zip
Email

Occupation

Business Phone

Last Name Initial

BirthdateRelation to Patient

Address (if different from patient)

City.

Cell Phone

Person ResponsibleEmployedby.

Business Address

Business Email

Insurance Company

Insurance Email

Contract #

Name of other dependents under this plan

State

Phone

Group Subscriber#

Additional Insurance

Is patient covered by additional insurance?

Subscriber Name

Address (if different from patient)

City

Cell Phone

Subscriber Employed by

Business Email

Insurance Company

Insurance Email

Contract#

Name of other dependents under this plan

O Yes O No

Relation to Patient Birthdate__

_Soc.Sec.#

llome Phone.

Enail.

Business Phone.

State Zip

Phone

Group Subscriber #.

Please complete both sides.



Dental History
Are you in dental discomlort today?.What would you like us to do today?

Former Dentist

Dentist's Email

Date of last dental care

Check () sesor no if youhavehadproblemswitlhanyofthefollowing:
OYON Badbreath
OYON Bleedinggums
OYON Clickingorpoppingjavw
Ilow ofen do you brush?

How do you feel about the appearance of your teeth?

Ilave you ever experienced an adverse reaction during or in conjunction with a medical or dental procedure?

Other information about your dental health or previous treatment

Address.

Phone

Date of last x-rays

OYONFood collectionbetweenteeth
OYONGrinding orclenchingteedh
OYONLoose teethorbrokenfillings

OY ONPeriodontal treatment
OYON Sensitivityto cold
OYONSensitivityto hot

Flos?

OY ONSensitivity toSweets
OYONSensitivity when biting
OYON Soresorgrowths inmouth

OY ON

Medical History

Physician's name

Date of last sisit

If yes, describe

Phone

ave you hadanyseriousillnessesoroperations? OY ON

Ifyes, describe
If yes, give approximate dates

Are youcurrentlyunder plysiciancare? OY
OY ON
OY

ON
Have you ever had a blood transfusion?

Have you ever taken Fen-Phen/Redux?

lHave you ever used a bisphosphonate medication? Brand names include Fosamax, Actonel, Atelsia, Didronel and Boniva. OY ON

Nursing? QY ON Taking birth control pils? OY ONWomen:Areyoupregnant? OY ON
Check () yesor nowhetheryouhavehadanyof thefollowing:
OY ON AIDSAIIVPositise
OY ON Anaplhylasis
OYON Anemia
OY ON Arthritis,Rheumatism
OY ON Artificial heartvalves
OY ON Artificial joints
OY ON Asthma
OY ON Atopic(allergyprone)
OY ON Backproblems
OY ON Blooddisease
OY ON Cancer
OY ON Chemicaldependency
OYON Chemotherapy
OY ON Circulatoryproblems
OYON Cortisonetreatments

OY ON Shingles
OY ON Shortnessofbreath
OY ON Skin rsh
OY ON SpinaBifida
OY ON Stroke
OY ON Surgical implant
OY ON Swellingoffeet

OY ON Jawpain
OY ON Kidneydiseaseor

OY ON Cough,persistent
OY ON Cough up blood
OY ON Diabetes
OY ON Epilepsy
OY ON Fainting
OY ON Foodallergies
OY ON Glaucoma
OY ON leadaches
OY ON Heartmurmur
OY ON Heartproblens
Describe
OY ON lemophili/

malfunction
OY ON Liverdisease
OY ON Materialallergies

(latex, wool, metal,
chemicals)

OY ON Mitralvalveprolapse
OY ON Nenousproblens
OYON Pacemaker/

or ankles
OY ON Thyroiddiseaseor

malfunction
leartsurgery

OY ON Psychiatriccare
OY ON Rpidweightgủn or los
OY ON Radiationtreatment
OY ON Respiratorydisease
OY ON RlheumaticScarletfver

OY ON Tobaccohabit
OY ON Tonsillitis
OY ON Tuberculosis
OY ON Ulcer/Colitis
OY ON Venerealdisease

Abnormal bleeding

OY ON lerpes
OY ON lepatitis
OY ON llighbloodpressure

Is patient currently taking any medications? If yes, list all: Does patient have drug allergies? If yes, list all:

Authorization
I have reiewed the information on this questionnaire, and it is accurale to the best of my knowledge. I understand hat this 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 authorize the insurance company indicated on this form to pay to the dentist all insurance benefits otherwise payable to me for services rendered.
I authorize the use of this signature on all insurance submissions.

I authorize the dentist to release all information necessary to secure the payment of benefits. I understand that I am financially responsible for all charges
whether or not paidby insurance.

Signature Date

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