ABOUT YOU

Group # [Plan, lﬁcul or Policy #):

\ ”,heama, l'!’em‘ﬁn out this

l\SL RANCE a:q.,
Primary
Dental Coverage: [] Yes [] No

Insurance Co. Name:

Insurance Co. Address:

Insurance Co. Phone #: ( )

Insured’s Name: Relation:

Insured’s Birthdate: / /  Insured’s S5 #:

Insured’s Employer:

" Today’s Date:

E-moail Address:

Name:
il LAST FIRST M MR MRS Ms DR
| 1 prefer to be called: (] Male [ Female

Birthdate: _ / /  Age: SS #:

Home Address: e

- STATE

] Single [ Mumed [ Divorced ] Widowed DSeparated
| Hm# () Pager / Cell #:

Wk #: ( ) Ext: DL#

Employer:

Emplo}e?s Address:

How long there? Occupation:

Where & when are best imes fo reach you?

Whom may we Thank for referring you?

Other family members seen by us:

Prewqﬁuﬂs“ é&resent Dentist:

ot Vi Do ___

His / Her Name:

VAV ‘. aw.:-,_

= f‘~.5 ot =

Employer:
Wk #: ( ) Ext:__ SS#:

Bn'thduie Dnver’s

haense #

Secondary
Dental Coverage: [ Yes [] No

Insurance Co. Name:

Insurance Co. Address:

Insurance Co. Phone #: ( )

Group # (Plan, Local or Policy #):

Insured’s Name: Relation:

Insured's Birthdate: _ /  /  Insured’s S5 #:

Insured’s Employer:

Inﬂwmniohnammgmy is there someone

who lives near you that we should contact?

His / Her Name:
Wh #: ( )

Physician’s Name:

Do you have a personal physician? Yes No

Phone #: ( )
Are you currently under the care of a physician?
Please plu

Date of last visik:

~  CONTINUED ON BACK

[ Yes E No
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Your current physical healthiss [ Good [ Fair B Poor [* Wy M yow come o e conlle |
Are you faking any prescription / -
| over-the-counter or herbal supplement drugs? [0 Yes [ No .
|| Please list each one: Do you require antibiotics before dental treatment? DYes ENo [
i3 Are you currently in pain? & Yes @ No Do your gums ever bleed? [ Yes £ No
Huveyouevertuken?hen-l‘en? [Also known as Redux or Pondimin] E Yes [ No Hmwuwmu serious / difﬁcultproblem assocaled .
| so, when? : ' with any previous dental work? @Yes ENo |
For Women: Are you taking birth control pills? [ Yes [] No Do you now or have you ever experienced pain / ’
B gt [ 1Yes "I No Week #: discomfort in your jaw joint (TMJ / TMD)? mYes @No |
Areyounursing?  [JYes  [JNo Your current dental healthis: T1Good [ Fair [ Poor
S5 e ‘ Do you like your smile? mYes @ENo
L Have you.ever had any of the following diseases or medical problems? Would you like whiter feeth? [ Yes CINo  Fresher breath? D Yes @ No
| Y N Abnormal Bleeding Y N Hepatitis How many times a week do you floss? do you brush? |
| Y N. Alohol / Drug Abuse Y N Herpes / Fever Blisters ny e . ke I
B v N Anemia Y N High Blood Pressure Type of bristles? OSoft  CIMedium O Hard |
Y N Arthritis Y N Hv+/ADS i ?
| Y N Adificol Bones / Joints /Valves Y N Hospitalized for Any Reason D you sesnk o s obores n sy olb forn! e Hie
| Y N Asthma Y N Kidney Problems Por T S
| Y N Blood Transfusion Y N Liver Disease R X
| Y N Cancer /Chemotherapy Y N l.o_wBIood Pressure
- B%- g"" — L@ gmﬁl‘r’e Prolapse _understand that the information that | have
B v N Dobes Pelag Y N Psychiairic Problems given today is correct to the best of my
| Y N Diffculty Breathing Y N Radiation Treatment ' knowledge. | also understand that this information
i Y E Emphysema Y : g!:eumoli:/ScarleiFever will be I!'uiell:l in |hfe strlﬁteslﬂconfidence and it is my
8 Y N Epi Y izures responsibility to inform this offi nges i
| Y N Fainting Spells Y N Shingles 3‘ I ly | authorize th dlce t}f any cha gfes e
Y N Koot hes Y N Sickle Cell Dissase / Trait medical status. | authorize the dental staft fo perform any
Y N a’z“um]h"d‘" Y N Sinus Problems necessary dental services that | may need during diagnosis
Y N HayFever Y N Siroke and treatment with my informed consent.
Y N Heart Attack Y N Thyroid Problems
Y N Heart Murmur Y N Tuberculosis (TB) Signature Date
| Y N Heart Surgery Y N Ukers
| Y N Hemophilia Y N Venereal Disease Payment is due in full at the time of treatment unless prior
‘ Please list any serious medical condition(s) that you have ever had: arrangements have been a pp rv. ;
1 Are you allergic to any of the following? If this °fﬁ:: accepts i"’"df;:;ef l:::?efﬂﬂnd ﬂwb'l; g responsible for |
. . payment of services ren and also responsil paying any co- |
¥ : Acﬁ'::e ¥ ﬁ thdr;mm ¥ : m[i:lin payment and deductibles that my insurance does not cover. '
Y N Pentul Anesthetics Y .N Latex . Y N Tetracycline Signature Date
Please list any other dmgs/m"uls I'hutyou are allergic fo: Our office is HIPAA Compliant and committed to meeting or exceeding the
) standards of infection control mandated by OSHA, the CDC and the ADA.
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I verbally reviewed the medical / dental information above with the patient named herein.  Initials: Date:
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