o

The benefits of a happy, healthy
smile are immeasurable! Our goal is to
help you reach and maintain maximum

ABOUT YOU

Today'sDote:
E-micil Address:
Namae: e
[ REg L] NE MRS N5 DR
| prefer to be called: 1 Male ] Female
Bihdate: /S /  Age: 554
Home Address:
APLTCOHEC &
[+1] STATE IF
TiSingle [T Moried Divorced [ Widowed 1 Separaed
Hm #: | ] _ Poger / Cell &
Wk ) Ext: __ DL&
Employer:
Employer's Address:
How long there? Oceupation:
Where & when are bect fimes to reach you?
Whom may we Thank for rcferring you?
Oiher family members seen by us:
Previq;is_*ifl‘_;sﬁenf Dentisk:
Last Visit Date:

His / Her Mame:

Employer:

Wh #: 5 -t
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L
L3
oral health. Please fill out this 4
form completely. The better we com- ! "
municate, the better we can care for you.
: b

INSURANCE COVERAGE

Primary
Dental Coveraige: [ Yes [ Mo
Insurance Co. Mome:
Insurance Co. Address:
Insuranca Co. Phone #: | )
Group # [Plon, Locel or Policy &)
Insured's Nama: Relafion:

Insured's Birthdate: /S nsured's D #:
Insured's Employer:

Secondary
Dental Coverage: [ Yes [T Mo

Insurance Co. Mome:

Insuronce Co. Address:

Insurance Co. Phane #: | )

Group # {Plon; Local or Policy #): =
Insured's Mame: Relafion:

Insured's Birhdate:  / /  Insured's ID #:

Insured's Employer:

Birthdote: __ /  / Driver's License #

( Person Responsible for Accounk:
Wi #: | J Ext:  Hmi#:| ]
Billing Address:
Relotion: A

Employer: DL &

In the event of an emergency, is there someone
who lives near you that we should contact?
His / Her Nome: Redation:
Who#: | 1 He #: { ]

Do you have a personal physician?
Physician's Name:
Phons #: | | Date of last visit:
Are you currently under the care of o physicion?

EYes TMo

Flease exploin:




DentaL HisTORY

Your current physical health is: [0 Good T Falr [T Poer Why have you come fo the dentist fodoy?
Are you taking any praseription/ 2
over-the-counter or herbal supplement drugs? OYes [Ne
Plese list each one: = K
Do you require antibiotics before dental freatment? OYes Mo
Are rwwrrﬂﬁn pain? [ fes [ Mo Do your gums ever Blead? T Yes [ Mo
H ever baken Fasarmas, e any other bi honat=? @ Yes [ Ho
e rrosema er e o i Have you ever had g serieus / difficult problem associated
Have you ever faken Phen-fen? B Yes [N with ary previous dentol work? [ Yes D Ne
For Women: Are you using o prescribed method of birh contral? T Yes [ Mo Do you now or have you ever experienced pain | -
e P Ve Mo Week & discomfart in your jaw jeint (TWJ / TMD]? EYes BN [
- = Your current dental health is: = Good [ Fair [ Poor
Are you nursing? 1 Yos Na
S S P R R L N A Do you like your smile? [ Yes E Mo
g : i, i R Wauld you like whiter teeth? [ Yes (1Mo Fresher breath? [ Yes T Mo
Have you ever had any of the following diseases or medical problems? .
¥ N Abnormal Bleeding ¥ N Hepatitis How many fimes o week do you floss? a day do you brush?
¥R Nk g Ao o :;ﬁ:ﬁ;&:‘ Type of brisies? [ Soft I Mediom [ Herd |
Y N Adhrifis ¥ ON o OHN*/AIDS Do you smoke o use fobacco in any other form? [ Yes CINe
¥ W Arficiol Banes [ Joinks  Vabves ¥ M Hospilalized for Any Reasan
Y N Asghma Y N Kidney Problems
¥ M Blosd Transfusion Y M Liver Disease
Y M Concer /Chematherapy ¥ N Llow Blood Pressure )
Y N Colis Y N Mol Vobe Prolapse - :
Y N Congenibl Hoart Defuct ¥ K s _ understand that the information that | have
Y N Dideh Y N Psychiatic Problems given Tuduly is correct fo the best of my
Y M Diffieulry Breathing Y N Rodition Trectment  knowledge. | also understand that this information
!N Enphyseno Y N Rheumatic / Scorlet Fever will be held in the strictest confidence and it is my
s 5 Y :j iz msﬁnnfihitlw fo 1m‘+i:rrn lhish nﬁlce nlvf an :hung;.s in my
Y ainting U M 3nngles ) medical stofus. | authorize the dental staft to perform any
. m Ef“’"“md“&"’s . H i;:f;‘iﬁ:?””""“ necessary dental services that | may need during diagnosis
¥ N Hay Fever Y N Stroke and treatment with my informed consent.
¥ M Heart Attack ¥ N “I:id Problems
Y MW Heart Murmur Y M Tuberoulosis (TB| Signature Date
Y W Heart Surgery T M Uleers - i
Y W Hemeghilia Y N Venereol Dissnse tment unless prior
Flease lish any serious medical conditions| that you hove ever had: pproved
Are you allergic to any of the following? I this office aecepls insurance, | undersiand that | am respansible far
Y N Asid N Eyheonyd ¢ N Me payment af services rencered ond alsc responsible for paying any s
YN hspirin mcin s deduckbles thet my insuronce does :
Y N Codsine N Jeweky ¥ N Peniclin o b i
Y N Ilharw Anesthefics | .N Latix | ¥ M Tetracyeline — =
Plecse [t amy uﬁerdn:gs,l'mdends that you are allergie fo: Our office is HIPAA Compliant and committed to meeting or exceading the
standards of infection control mandated by OSHA, the CDC and the ADA.
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OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY

| verbally reviewsd the medical / dental infarmation abave with the patient named herein.  Initials: __ Date:
Dactor's Comments:
MEDICAL HISTORY UPDATE
1. Date: Comments: Signature:
2, Date: Commens: Signature:
3. Date: Comments: Signature:
FORM 80051482 CLASSIC WELCOME warw.informsanding.com 2 Z‘DE\”?‘ Elfﬂl'ms 18007224684
h o e i

N

e : = 3 . s . - =



