" Patient Medical History

Office Phone

Pate of Last Exam

\

4. Do you feel pain to any of your teeth? ..................

5. Do you have any sores or lumps in or near your mouth?

6. Have you had any head, neck, or jaw injuries? ..........

7. Have you ever experienced any of the following problems

in your jaw?
Clicking ......
Pain (joint, ear, side of face) ......... ...... ... .
Difficulty in opening or closing......... ... oo
Difficulty in chewing

Oooon QoO00o0s
0000 oDoooooz

Ryt Yos No Yos No |
1. Are you under medical treatment now? . ... ... . [ [0 8. Are you allergic or have you had any
reactions to the following?
2 Have you ever been hospitalized for any surgical Local Anesthetics (e.g. NOVOCINe) ................. O O
operation or serious illness within the last S yeans?....... [ [] Penicillin or any other Antibiotics ... ... O O
If yes. pleasc cxplain Sulfa Drugs O O
3. Are you taking any medication(s). inclucing non- Barbiturates a0
O O SedaliVES ..o e s e a g
prescription medicine? .. - . ati a0
If yes. what mcdlcnuon(s) are you ukmg' TOUTIE: wormnemsmimmanims i Griism s s s O O
BEPITMY cosisvvwrreoposmus onn mussymmsssss s s
4. Doyou use tobaceo? ... . o ‘0 0 Any Metals (e.g. nickel, mercury, €1¢.) oo g E]]
. Latex Rubber..........ccoooviiiiiin O
5. Do yau use controlled substances? . ... . . [ O Ofier (please list) O O
6 Are you wearing contact lenses? ... O O 9 Women Only:
a) Are you pregnant or think you may be pregnant? O O
b) ALE YOU MULSINE? ..o O a
7 Do you have or have you had any of the following? ¢) Are you taking oral CONtraceplives? .............. O o
Yes No Yes No Yes No
High Blood Pressure ... ... ... O O iteart Disease ............... [ O cChestPains oo oo . O ]
Heart Attack ... .. ... O O Cardiac Pacemaker ... ... O O Easily Winded ... .. .. o0
Rheumatic Fever O O Heart Murmer.........ccccocooviieei, 00 Stwoke coooovovovieiaie i O o
Swollen Ankles ... o0 ADRIRE ocoooipaocomsgimmsn wpammes v ao Hay Fever / Allergies ... .. ... O 0
Fainting / Scizures ... .. ....... oo Frequently Tired ..... ... . ..., O ] Tuberculosis ..o, i
Asthmu .. e OO Anemia..ocooe oo ... ... [ 0] Radiation Therapy......... ........ o Qd
Low Blood Pressur( ............. (mEn Emphysema ........... ... OO Glavcoma . oo, O O
Epilepsy / Convulsion ... . .. .. OO cancer.oooovoii O O Recent Weight Loss................. o 0O
Leukemia ... oo . 3 O Arthritis .o O O Liver Disease.. ...... s i e o d
Diabetes .. ... ... . A O Joint Replacement or lmplam O O 1eart Trouble . ... ... O O
Kidney Diseases .........coivimivens (. Hepatitis / Jaundice ................ O 0O Respiratory Problems ... ... O O
AIDS or HIV Infection ... o0 Sexually Transmitted Disease [ (] Mitral valve Prolapse .............. O d
L Thyroid Problem ... ... ......... O O siomach Troubles / Ulcers ... O O other o O | )
( . . )
Patient Dental History
Name of Previous Dentist and Location Date of Last Exam
1. Do your gums bleed while brushing or flossing? ........ 8. Do you have frequent headaches? .................... .. YEQ]S
2. Are your teeth sensitive to hot or cold liquids/foods? 9. Do you clench or grind you teeth? O
3. Are your teeth sensitive to sweet or sour liquids/foods? 10. Do you bite your lips or cheeks frequently? 0

11. Have you ever had any difficult extractions
IR ARE PRSI i dion Baluiesi i ey S s By (|
12. Have you had any orthodontic treatment? ... ... O
13. Have you ever had any prolonged hlecdmg
following extractions? . ......... T O
14. DO you wear dentures or parlmls7 ........................ O
If yes, date of placement
15 Have you ever received oral hygiene instructions
regarding the care of your teeth and gums? ... ... O
16. Do you like your smile? ... |

00 00 oOoo0sz

(10

X

[ Authorization and Release

I certify that I have read and understand the above information to the best of my knowledge. The above questions have been

accurately answered

I understand that providing incorrect information can be dangerous to my health
release any information include the diagnosis and the records of any treatment or examination rendered (o me or my child during
the period of such Deatal care to third party payors and,or health pracutioners 1 authorize and request my insurance company to
pay directly to the dentist or dental group insurance beaefits otherwise payable to me.

my pay less than the actual bill for services. | agree to be responsible tor payment of all services rendered on my behalfl or my
dependents (including a monthly interest rate of 1.5% to a minimum of $1.00 and any collccuon charges that may be added).

I authorize the dentist to

I understand that my dental insurance carrier

ﬁ

L.’\'ignalure of patient (or parent il minor)

W)()Clor's Comments

A

Signaturc

Date




PATIENT INFORMATION

(PLEASE PRINT)
NAME BIRTHDATE HOME PHONE

FIRST MI LAST

ADDRESS CITY STATE Zp

CHECK APPROPRIATE BOX: O MINOR J SINGLE O MARRIED [J DIVORCED J WIDOWED J SEPARATED

PATIENT'S OR PARENT'S EMPLOYER WORK PHONE
BUSINESS ADDRESS CITY STATE ZIP
SPOUSE OR PARENTS NAME EMPLOYER WORK PHONE

IF PATIENT IS A STUDENT. NAME OF SCHOOL / COLLEGE ' CITY STATE

WHOM MAY WE THANK FOR REFERRING YOU?

PERSON TO CONTACT IN CASE OF AN EMERGENCY PHONE

RESPONSIBLE PARTY

RELATIONSHIP
NAME OF PERSON RESPONSIBLE FOR THIS ACCOUNT TO PATIENT
ADDRESS HOME PHONE
DRIVER'S LICENSE # BIRTHDATE FINANCIAL INSTITUTION
EMPLOYER WORK PHONE
IS THIS PERSON CURRENTLY A PATIENT IN OUR OFFICE? Q YES Q No )
INSURANCE INFORMATION
RELATIONSHIP
NAME OF INSURED TO PATIENT
BIRTHDATE SOCIAL SECURITY NUMBER DATE EMPLOYED
NAME OF EMPLOYER WORK PHONE
ADDRESS OF EMPLOYER CITY STATE zIp
INSURANCE COMPANY GROUP # UNION OR LOCAL #
INS. CO. ADDRESS CITY STATE ZIP

DO YOU HAVE ANY ADDITIONAL INSURANCE? 1 YES Q NO ___IF YES. COMPLETE THE FOLLOWING:

RELATIONSHIP
NAME OF INSURED TO PATIENT
BIRTHDATE __ SOCIAL SECURITY NUMBER _ o _DATE EMPLOYED __ -
NAME OF EMPLOYER _ WORK PHONE _
ADDRESS OFEMPLOYER ___ B 5 ;. S _ _STATE _ ZIp o
INSURANCECOMPANY _ GRQUP# _ UNIONORLOCAL#___

\ NS CO. ADDRESS __ CITY _ STATE _ZIP =




thseases & Nborrmaiities

DBDORBNBHAEOBEE

8 1?7

32 31 30 19 28 27 26 25{24 23 22 21 20 19

Date | Tooth Service Charge Paid Balance




