Date

So/HICG/Patient (D #

Helationship to Patient

WELCOME

DENTAL INSUVRANCE

Who is responsible for this account?

Pationt Insurance Co, i
Address Group #
City s patient covered by additional insurance? [lYes []MNo
— Zip subscribars Mame .
Blrthdate o oH
E-mail
s s Relationship to Patiant
bex LM F  Age
Insurance Co.
Birthdate
Group #
[ Marrlad [ Widowed ] Single [] Minor ASSIGNMENT AND RELEASE
i | ceruty that |, and/icr my dependant(s), have insurance coverage with
e [ Separated i Divorced [] Partnered for yoears
i, X _ and asslgn directly to
fi - : Mame of Insurance Company(ias)
o Qesupation
: _ . 3 all ingurance benetits, If
s Patient Employer/School apy, otherwise pavabla ta ma for sarvices rendared. | undarstand that | am financially
B responsinle for @l charges whether ¢or not pald by Insurance. | authanze the use of
b _r Employer/school Address my aignature on all insurance submiasions.
"T;ﬁ - The above-ramed dactar may usa my health care Information and may disclosa
Y such infgrmation 1o the above-named Insurance Company(les) ang their agents fer
O 4 Employer/Sehool Phone ( ) the purpose of obtaining payment for sarvices and determining insurance bensfits or
I the benefits payable for ~elated services. This consant will @nd when my current
- g Spouse’s Name __ treatment plan is completed or ong year from the date signed below.
m | Birthdate
a@ i Signatura of Patient, Parent, Guardiar or Parsonal Repressntalive
il 5o
Spouse's Employer Please print neme of Patient, Parent, Guardian cr Personal Representative
Al Whom may we thank for referring you? ) B .
B Date Relationshlp 1o Patient
Home i | A Warl ( Ext Cell Phone { )
&,
ﬂf 3 Spouse's Work | 2 Best time and place to reach you
# IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your housahold.)
; h e Name - Ralationship -
: Home Fhone ( ) _ Work Phone {
1 M
.E e R —— BN N _BLE PR T T T TR T -
J

3 DENTAL HISTORY

P . Heason for today's visit

nnq_-,,‘i.
- v-.ll Farmer Dentist
M | City/State

T Jr—

MRl Date of last dental visit

- Date of last dental X-rays
' -'.1:|,:!'::-I

AR Place a mark on “yasg” or “no” to indicate if you
NN have had any of the following:
k¥ Bad breath (lYes [ Mo
: Blaeding gums Cl¥es [ No
2 Blisters on lips or mouth [1Yes [ No

i "l l'*hl
e

'
dor

Burning sensation on tongue
Chew on ona side of mouth

Cigarette, pipe, or cigar smoking
licking or popping jaw

Dry mouth

Fingernail biting
Focd collection between the testh
Foreign objects

Grinding testh

Gums swollen or tender

Jaw pain or tiredness

Lip or cheek biting

Loose teeth or broken fllings

[vas [[| No
CIYes [ Mo
CYes 1Mo
[[1Yes [ ] Mo
[IYes [ JNo
[(Yes [ | No
[JYWes [ JNo
[TYas [ | Mo
(] Yes [ No
[]Yes [] No
[1Yas [] No
CJYes [ MNo
[OYeas [J No

Mouth breathing

Mouth pain, brushing
Qrthadontic treatment

Pain around ear

Perigdontal treatrment
Sensitivity to cold

Sensitivity to heat

Sensitivity to sweets

Sensitivity when biting

Sora2s or growths in your mouth

How often do you floss?

How often do you brush?

_lYes [ No
[1Yes [ No
[Yes [ No
L]lYes [ No
[dYes [ No
LYes [ ] No
{1Yes 1Mo
Yes [ Mo
[JYes [ No
[]Yes [ No




HEALTH HISTORY

Fhysiclan's Name

Date of last visit

Have you ever taken any of the group of drugs collectively referred to as “fan-phen?” These include cormbinations af lonimin, Adipey, Fastin (brand

names of phenterming), Pandimin {fenfluraming) and Redux (dexfenfluraming), ] Yag ] No
Place a mark gn “yag” or "ng” to indicate It you have had any of tha following:
""t, AIDSMHIV [(IYes [ No Epilepsy _1Yas [ Neo Respiratory Disease TlYes [ No
'*;pﬁ;-_-,ﬁ" Anemia L |Yes [ No Fainting or dizziness L]Yes [_]No Rheumatic Fever [ lYes [ | Mo
et Arthritis, Rheurmetism CYes JNo Glaucoma (OYes [CINo Scarlet Fever [JYes [INo
. Artificial Heart Valves 1¥es [ | Mo Headaches [J¥Yes []No Shartness of Breath T1Yes [] No
__ * ~ Artificial Joints TYes [ No Haari Murmur [(Yes []No Sinus Trouble lYes []No
&Y Asthma IYee JNo Heart Problems [IYes [ MNo Skin Rash ClYes [ Mo
;_f_?.;':’ji Back Problems 1Yes [ Mo Hepatitis Type [Yes [ No Spacial Diat JYes [Ng
| “ﬁf"' i Bleeding abnormally, with “lYes ] MNo Herpes [IYes [ Mo Stroke ]¥Yes []No
A extractions or surgery High Blood Pressure [)Yes [ No Swollen Feeat or Anklos T1Yes []No
s '~ blood Disease (Yas [No Jaundice ves [ Neo Swollen Neck Glands —1Yes [ No
"y, Cancer Yes [1No Jaw Pain OYes []No Thyroid Problems TYes [JNo
| Uhemical Dependancy Yes []No Kicney Digease (JYes I No Tonsillitis J¥es [JNg
' Chemotherapy IYes [INo Liver Disease (JYes [ No Tuberculosls (JYes [ Ne
Circulatory Problems _ves []No Low Blood Pressure [(JYes []MNo Tumor or growth on head or (JYes [ No
Congenital Heart Lesions “JYes [ ] Mo Mitral Valve Prolapse MYes [1No neck
t, | Leorisone lreatmerts I Yes []No Nervous Problems [JYes [JNo Ulcer [1Yes [JNo
:"_-ifr,f*{ Cough, persistent or bloody ] Yes [ No Pacemaker (lYes []No Venereal Disease “1Yae [] No
*. Diabates Yes [ Mo Psychiatric Care [(JYes [ Mo Weight Loss, unexplainégd _IYes [ No
R Emphysema L1Yas [ No Radiation Treatment [ Yes [ No
Do you wear contact lenses? []Yes []No
g, Women:
Are you preghant? [JYes [ No Due date _ Are you nursing? _JYes [ No
| - Taking birth control pills? [ Yes [ Mo
’T’H* List any medications you are currently taking and the correlating [] Aspirin [ Local Anesthetic
e diagnosis:
- L] Barbiturates (Sleeping pills) [ Penicillin
; ] Codeina [ Sulfa
b .-"-'_'_ | — :
&y Pharmacy Name _| lodine L] Other
“#E Phone () T Latex
g
Lo UPDATES (10 e filed in at future appointments)
Y
h Has there been any change in your health since your last dental appointment? [ Yes [ No
4 | For what conditions?
i
ﬂ-&«r:* Are you taking any new medications? It s0, what?
()
| Patlent's Signature = Date
: Doctor's Signature Date .
4 Has there been any change in your hesith since your last dental appointment? ] Yas [} No
*;;q"’ : For what conditions? . _ i
by |
| ©. | Are you taking any new medications’ If g, what? o e
1 Patient's Signature . Date
Doater's Signatyura o Ciate
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