The benefits of a happy, healthy smile are immeasurable! Our goal is to help you
reach and maintain maximum oral health. Please fill out this form completely.
The better we communicate, the better we can care for you.

Fo.  E-Mail Address:

Primary Insurance
Dental Coverage? L] Yes [ No

h‘-; N Insurance Co. Name:
" Name:
i = tet w weown w88 Insurance Co. Address:
4 g | prefer to be called: _ Male [! Female Insurance Ce. Phone #: | :
" Birthdote: A / Age: SS#: Group # (Plon, Locol or Policy #):
B Home Addresst Insured's Name: Relation:
& sl Insured's Birthdote: __ / Insured's ID &
v = w v Insured’s Employer:
Pt [ Single [ Maorried Divorced [ | Widowed [} Separated Employer's Address:
o Hm#: | ) Pager / Cell #:
Secondary Insurance
Wk #: | | Ext: DL # =8 2
Empl Dental Coveroge? ! Yes || No
o it Insuronce Co. Nome:
Employer's Address: @8 Insuronce Co. Address:
How long there? ____ Occupation: B8  Insuronce Co. Phone #: | :
" '8'
~ Where & when are best times fo reach you? i”" Group # (Plan, Local or Policy #):
Whom may we Thank for referring you? %;j Insured’s Nome: Relation:
J":!' Other fomil'y members seen by us: y § Insured's Birthdate; / / Insared’s ID #:
"% Previous / Present Dentist &; loairerts Erployr;
Ploore Ol &' Employer's Address:
Last Visit Date: ‘L".
, Neighbor or Relative not living with you.
f/ His / Her Name: Redation:
bod | Wk #: | ] Hm #: | ]
Address:
His / Her Name: - -
o e %
Employer: .
= Wk#:| | Ext SS #:
Birthdate: ___/ / DL #:
z £ PR | Voc
Person Responsible for Account: Do you have a persondl physician? HYes DN
Wi'e l Ba . Physician’s Neme:
£ Z sk Phone &: | ) Date of last visit:
Billing Address: Are you currently under the care of @ physicion? OYes ONo
Relationship: S # Please explain:
Employer: DL #: a > TR e
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MEDICAL HISTORY. - CONTINUED. e ﬁlm

1 Do you smoke or use tobacco in any other form? OYes ONo =2
S Have you hod any metal rods, pins or implants? ElYes CINo o
8 A you ot s oeiigion f oo he-couler o Badbol % Do you require antibiotics before dental treatment? OYes ENo
.1 supplemental drugs? OYes ONo B A you currently in pain? OYes LCINo
5| Please st each one: " Have you ever hod a serious/ difficult problem
R ] ST Kl (S RS I [ b associated with any previous dental work? LlYes L[INo
s e yois over okma Pl Pt ] Yes ,Q Have you ever had gum treatment? ”ch "TNe

~ For Women: A o o prcd b of b e [¥es
S8 Are you pregnonf? LiYes LiNo Week #:
45 Are you nursing? [Yes TINo

discomfort in your jaw joint (TMJ / TMD)? [] Yes [ No

.‘ Your current dental health is 1 Geod  [IFoir [ Poor :
':(.1 Do you bke your smile? CY [IN  Doyour gumseverbleed? (1Y [IN |

Have you ever had any of the following diseases or medical problems
Y N Abnoemaol Y N H / Fever Blisters How many times o week do you floss? a day do you brush? :
P ¥ Ny Boc Frisece «"ﬁ Tpeofbrisess [Sot  [DMedivm [ Hord :
N oes oo [ Vabes ¢ N peripreor Aoy Reosen (1 How long do you use o oothbrush before replocing if "
\Y( n w _ Y N Mw - Are your feeth sensitive to heat, cold, or anything else? f
Y N Concer/ v : tow ki Hoveyoulostanyteeth? [lYes [INo Ifyes, why?
Y N Coliis h Y N Nthan;dqm f" RN NV :
Y N Congenitol Hea Y N Oseoporosis Disecse = '
Y N Dicbetes ! Y N Pocemaker P =2 Iundwmdbouhemformotonlhml vodaynsoonedmhebesrof £
Y N Difficulty Breathing Y N Psychiaiic Problems 1my|mow|edgelo|sounderstondboﬂhnsn£nmhon the siridest |
Y N Y N Rodiation Treatment e conhdmcomdlhsnympumballt/bdumﬂusoﬂiwdmyd\mgesmm i
Y N Epi Y N Rheumatic / Scorlet Fover " medical stolus. i
SS5 Y N Fainting Spalls Y N Seizures VA
& Y N Frequent Heodoches Y N Shingles sl :
Y N Glowxoma Y N Sikle Cell Discose / Troits © | Signature Date 4
b Y N fbym Y N mﬁoblum 73“:' :
§ Y N Heon L N ok ] Payment is due in full ot the time of treatment
‘?‘5 z :: Hﬂzsmm v : is (TB) e unless prior orrangements have been approved.
S Y N Hemophiia Y N Ukens If this office occepts insurance, Imderstondlho!lomrespons:blebrpovaﬂ 9
7\’)% ¥ 'N. apoits N Vencreal Discase - of services rendered and also responsible onycopcymenlond i
.| Please list any serious medical condition(s) thot you have ever hod: . dedudtibles that msuroncedoesnotcoverlheﬁy
e > dred}yrorhebentdOfﬁoeoHng muroncebemﬁrsodmw:sopuyoble

to me. | understand that | am responsible for all costs of dentel treatment. | <
authorize release of any information, including the diognosis and :
records of freatment or examinafion rendered, fo my insurance company.

3
t(’:

5 Y N Aspirin Y N Erythromycin Y N Tetrocycline g
2% Y N Codeine Y N Lotex Y N Other :
5 Y N Dentol Anesthetics Y N Penicillin Y .
" Please list any other drugs/materials that you are ollergic to 8 Signakure Date "
i o) 4 Our office is HIPAA Compliant and is committed to meet?gc or exceeding the
}, ‘ slondards of mle:honconrrol mndo'odbyOSHA ond?hoADA ‘

: Iwbdbmwndhme&od/dmhdd«mdmobmevnﬁhpobmlmmdh«mn Inifials: Dote:

MEDICAL HISTORY UPDATE
I have recd my medicol history doted ond confirmed thot it stotes past ond present medical conditions. :
S Signalu Date

{gj | hove recd my medical history doled _ ond confirmed that it states past ond present medicol conditions. slgno o

5 ignot Date

f;‘l e rood my mdicl ikory died___ and corfimed Hhot  sckes psk cre precect e condions: g
&8 Signature Date :
3“ I e i R ' !
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