The beneiits of a2 happy, healthy oral health. Please fill out this form
smile are immeasurable! Our goal is to ; completely. The better we communicate,
help you reach and maintain maximum the better we can care for you.

Today’s Date: " Primary Dental Insurance
E-mail Address:

Insurance Co. Name:

Name:

Insurance Co. Address:

| prefer to be called:
Birthdate: _ s/ Age:

Home Address:

Insurance Co. Phone #: ( )

Group # (Plan, Local or Policy #):

Insured’s Name: Relation:

— — I ! b . L Ty

[Single [IMaried _JDhorcad _JWi Insured’s Birthdate: ___/ / Insured’s ID #:
Insured's Employer:

Hm z: ( .
Wk #: ( = L = ! Secondary Dental Insurance
Employer: i

Insurance Co. Name:

Employer’s Address:

Insurance Co. Address:

How long there?
il Insurance Co. Phone #:

Where when s e b | Group # (Plan, Local or Policy #):

Whom may we Thank for referring vou?

' Insured’s Name: - ___ Relation:
Insured’s Birthdate: __ /  / Insured’s ID #:
Insured's Employer:

Other tamilv members seen
Previous / Present Dentist:
Last Visit Date:

e} Fier K Do you have a personal physician? [_]Yes [_]No

Physician’s Name:
Phone #: ( ) Last Visit Date:

Employer:

Wk #: ( )

Are you currently under the care of a physician? ] Yes ] No
Birthdate: __/ : Please Explain:

Person Responsible for Account: In the event of an emergency, is there someone who

Wkt ) Bt Hmi : lives near you that we should contact?

Billing Address: His / Her Name: ~_Relation:

| Relation:

Wk #: ( ) Hm #:( )

Employer:

CONTINUED ON BACK




Your current phxsacal heahh i  _1Good _{Fair _ /4 Why have you come to the dentist today?

herbal supplement drug es ! Has your doctor told you that you require
Please list each one: antibiotics before dental treatment? Yes JNo

Have vou ever :alk_en Fosamax, or anv oiher  Are you currently in pain? Yes I No
bisphosphonate? : :

Have you ever had a serious / difficult problem associated
with any previous dental work? dYes I No

. _ " Do you or have you ever experienced pain / discomfort in
For_Women: Are you using a prescribed method of = your jaw joint (TMJ / TMD)? OYes JNo

birth control? ' : ¢, G

e Your current dental health is: [_] Good [_] Fair [ Poor

Are you pregnant? ] Yes ] No Week = . ks —
| T E Do you like vour smile? [dYes _1No

el : Do your gums ever bleed? [JYes _INo
Have you ever had any of the following diseases or medical problems? | How many times a week do you floss?

Abnormal Bleeding Y
Alcohol / Drug Abuse Y
Anemia
Arthritis

Have you been told that vou snore or hold vour brea
while sleeping or wake up gasping for |

How many times a day do you brush?
Type of bristles? JHard []Medium [_]Som

o =

understand that the information that
I have given today is correct to the best of
my knowledge. I also understand that this
information will be held in the strictest of
confidence and it is my responsibility to inform
this office of any changes in my medical status.
| authorize the dental staff to perform any necessary
dental services that | may need during diagnosis and
m treatment with my informed consent.
Hay Fever
Heart Attack
Heart Murmur
Heart Surgery
Hemaophilia
Hepatitis

Signature
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Please list any medical condition(s) that vou have ever had:

Thank you for filling out this form
completely. It will enable us to help

7 you more effectively. If you have a
Y. Gadetrie ¥ N jsnky/Manle ¥ N e / question at any time, please ask us. We are
¥ N Dental Anesthetics Y N Latex Y N Other happy to heip

Are you allergic to any of the following?
Y N Aspirin Y N Envthromvcin Y N Penic

Please list any other drugs/materials that vou are zllergic to:

I verbally reviewed the medical / dental information above with the patient named herein. Initials:

Doctor’'s comments:

MEDICAL HISTORY UPDATE
1. Date: Comments: Signature:
2. Date: Signature:
3. Date: Comments: Signature:
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