
,- Thanhyouforselectingourdentalhealthcareteam!
-f We wIIl stnve to irwide vou wit{ the best possible dental care./ To help us meet all your dental hedlthcare needs, pliase fill out this Jorm

completely in inh. tJ you have any questions or need "tirirrrtrff,;lfrfir"r*#i;

P I {c'NFIDENTIAI}

?etiefit#
,55#SIN !ifri+!! rrrrii

Dste
Bifthlate
City

HomePhone-F!#_WAddress
CellPhone

Clwk Apprrynnk frox 3 Minnr
IJ Sailent,Narne of SchnollCallege

[lsingte JaarnA JDivorced
City

Jwdowed JsePara{h' 
Jwll" nPri#,

P otient or P awttlGuardian\ Employ er WarkFlwne
fuafel
Prw. 

-
Buiness AMrYss City
Spoux or P arentJ Guordian\ N ame

Whnn may w e thanh Jor refemng y ou?

Employer WorhPhonz

Pgrsonto contactin case of emergmcy Phone

Relatianship
to P*lienl
HomePhane
CdIPhone

Dnver\License# Birthdnte Financiallnstitutian-
Enrployer WorhPhone

Is tlas person cuwently apatiatm aur ffice? E yes n wo
For yow cowenience,we offer the followingmahods of payment. Please chechthe ryfionyoupreJer. Paymentinfult *eor.h agpomtunart.

ilCasl ZPersonalChech CreditCard IylSa JMasterCard ltwishtodiscuss thnofuetpaymmtpolicy.

htstranrc lnformnttovt
Navne of Insured

Name of Employer
Address af Employer
Insurante Compayry
Ins. Co. Address

How maeh is y wr deductible?

Relationshio
to Patient '

Binhdate 5S#/SrN DateEmployed
Union or Locql # WorhPhone

State/Prw.- Zio/
PC

Graup#
City

City
PoIicy/ID #-
F'#V/__W

How muchhave youused? Matc. anrunlbenefr,:t

Responsible Party
Name aJ PersonResponsible for ths Account

Address

DO YAU HAVEANYADDITIONAL INSTAAAICE? nYes []l+o IF vE COMPTETE TllE FSLLO$rING:

Natnc af hrsured
Birthdate DateEmplsyed

Name af Employer Union ar I*cat#
City

WorhPhonettfj?'-W.
Address of Employer
Insuran*Company Graup
Ins. Co. Address City

PoIicv/ID #Statdl ZinlProv.-PC.-
How muchha'tetwusefl?.

AverPlease'
How much is y m.tr deduaibleT

sS#/SIN

Max. annunlbenxfit



P atient M e dical History
Physiciqn

1. Arey,n+wder mc&caltrcntmsttnou? ......,.....,.......'........................ H
2. Hrv e y ou tv w been Lw ryrtdizd Jor wry

strgio,loryetiffiar
IJ yes' plcase rylatu

3, Are y ou talting xry mrdlrntirn(l
indudingnon-yrwcnptionms&drc7
lf yx, whrc mdncaaon(s) are y w taktng? -....-.......-.---.---.--

Office Phone

srrious illness lvi ftin thelar;t 5 vears?..,...,.... n
10. Are y ou w earmg contatt lffisr;s?
1 1. Arc y au allagpc n ar hn'e y ailwd my rcactimts h the finwing?

Local Arwsthetics (e.g. Novocain)
Pewcilknor any other Atttibtotics
Sutfaarugs......
Barbiatrotes
Sedativ,.s..........
lodine...............
Aspirin.............
*ty Ua* A.g. nichel, merarryetc.) .........,.................. j:

I-stuRubber
Other (pleaselist) 

-

1 2. Do y m hn e a yrcstent cough or thrux cleanng not
associft edwithafu wwtdlwss{lmtingrnare&m3weeWV.....

13.WommOnly:
a) Are y ou iregnant or tlwk y ou may be prcgnant? .....
b) Are y ouiuising? ....................................... -.
c) Are you takingoral contrdceptives? ......,.....

Date o! Last Exam

ChestParns
Easily Winded
Strohe ............
Hay F ev er /,\llergies ......................
Tuberculosis
Radiation Therapy
Glaucoma
Receilt Waght Loss .........................
Liver Disease
HeartTrouble
Respnatory Problems
MitralValve Prolapse
Other

No
LJ

il
Yes Nouu
nnnnil[unulf,uTNnnnn

nnunTN
Yes NofnnnnnNTurnn

-tl t_lf-LllrNTunnlnfun

NT
[il
Iu

4. Have y aa w er tnkst F *r-?hmlRe&M
5. IIave y w wer taI<at F mwrw, Boniwa. Artanel or any cawn

m<licntianscwtamingblrsphoplwulrr,?......................
6. H*e yut tnken\lisgr6, Rrsfrs, CidJis tr InWa

m tle last b hffiurs? ..........,.............
7. Do yw use tabatco? ........................
8. Do yoa use wr*alld substmrcs?

9. Da y tu hwe ar Imve y ou had any $ *te folbwing?

High Blaad Pressilrc .....................
Heart Attach
Rhzumatic F atn ..............
Sw atlen Anhles .... ;,.........,.............
F ainting / S eiatres ........................
A*thms
I-a:yu Blood Pressure ......................
Epilepsy / Conyulsions
Leulvmn
Diabaes
Kidney Diseases
AIDS'orHN Infearon
Thyrud ?rablan ............. "....,.......

TNunInilu
Yes NonnurNTnnfnnnIfufnnnIunuunn

HeaftAsease
Cardnc P acemaher ...................,..
HeartMurmur
Angina
F requently Tired ............ "..............
Anemia
Ernphysemt
Cancer ..........,
Arthntis

J oint Replacement or Implant ......
Hepatifls / Jaundice
Sxually Transmitted Disease ......
Stomach Troubles / \Acers ...........

Yes NoTNTNTNuruuNTnn!Tnfrurulnntr
Patient Dental Histoty
Name af Prwiaas Dentisf stdLocatian

l. Da y aar gams bletd while brushing or JIos sing?...,...,.......,.......
2. Areyour *rth sensitiye tahat or coldliryidslfaods?..
3. Are y awr teah sarsitw e ta sw eet or sour h4tiNJoo ds? ............
1. D o y ou f enl pain to wry af y our teeth?...........,........
5. Da y au hav e aty sorcs or Wrps in or near y ow mouth? .........
6 ^ Hav e y ou had any head nectz or jwv igunzs? .........,...............
7 - llmte you ever acpertenced any of the following

problems in your jaw?" 
Ckching-...,..-,..,.,..,......
Pain Q&nt, ea6 stfu afface)

, Dfficalty n opating or closing,,..,..,
Difficnlty in ehevrm1 ............. -

15. Have you arcr recetyed oralhyglare instructtons
regardingthe care of your rcah and gums? ......

16. Do yoalihe yow smile? ......................

Authonrctton 6nd Rele as e
I certlfu th*t I have read" and understaad the above lnformation to the best of rny knowledge. The aboye questions have been arcurately answered..
I understand. that providinginearrect inJarmatron canbe ilangerous to my health. I authorizt the dentist to release any information including the
diagnosis and the records of any trestment or examtnation rendered to me or my child during the period of such Dental care to third party payors

- andlar health practitloners. I authonze and reqtett my fu$urdnce comp^ny to pay directly ta the dentist or dental group insurance benefits
o-thetwise payqble ta me, I anderstand. thnt W dettal insurance carrier may poy less than the actual bill for servlces. I agree to be responsible
Jar payment of all sewices rendered on my behalf or my dependents.
X

Doctor's Comments

Signatu Date

Date af Last Esam
Yes No
[[ffTTuInnlf

NTnnnnln

8. Do y ou hav e frequart headaches?......
9. Do you clatch or gnndyour teeth? ...............,..:....!..,..,....
1 0. D o y ou bite y our hps or che ehs Jrequently T ..,................
11.IIarc you everhad any dfficult extractions

in the past?
12. Hwe you ever had any prolongedbleeding

Jallowingextractions? ............ .......... ...
73. Hmte youhad any orthodontic treatment?.......
74. Do youwear dentures or partials? .....

In

Yes Nofnnt]Tt al!U

nntrn!tr
TNnI

If yes, date of plrcemerlt

Signatwe of patient br parentlguardtan rf winor)
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