
PATIENT NAME

-DATE-Primary reason for this dental appointment: I Examination E Er"rg"n.y f, Consultation

Do you have a specific dental problem? Describe
Do you have dental examinations on a routine basis? Last visit_
Do you think you have active decay or gum disease?
Do you brush and floss on a routine basis? Drscuss -

Do your gums ever bleed? Discuss

Please Circle

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Do you like your smile? Why?_
Does food catch between your teeth? Any loose teeth?
Do you want to keep your remaining teeth?
Doyoueverhaveclicking,poppingordiscomfortinthejawjoint?Doyoubruxorgrind?YesNo
HaveyourpaStexperienceSinadentalofficealwaySbeenpositive?YesNo
DoyousmokeorcheW?AnysoresorgroMhsinyourmouth?DiscussYesNo
Name of previous dentist (optional):

Date of last full mouth x-rays (16 small films or panoramic)

Are you under a physician's care now? Why? Who? 

- 

Phone- Yes No
Haveyoueverbeenhospitalizedorhadamajoroperation?DiscusSYesNo
HaveyoueVerhadaseriouSinjurytoyourheadorneck?DiscussYesNo
Areyoutakinganymedications,aspirin,VitaminS,herbals,pillSordrugs?What?YesNo
Are you on a special diet? Discuss Yes No
AreyouallergictoanymedicationSorSubStances?PleasecheckboxbelowYesNo
EAspirin EPenicillin Ecod"in. fRcrylic Iu"tat ELatexnubber Enailt Iot"t
Women (Please check): E PregnanVtrying to get pregnant I Nursing [ifafing oral contraceptives Discuss ---- Yes No

Do you now have or:have you ever had any of the following? Do you take any of these medicines? Piease check appropriate boxe,q.

'lf yes to any of the starred conditions. please cali prior to your appointment... premedication or changes in medication may be required.
Yes llo

HearlDisease/Surgery" E I ExcesstreBteco.lg - ,, Cnemoilrerapy : -

Ang'inaiChestPain tr ! tvetnemogrocreenl,e - 6"i.""-ir".'.'"i","* 
= 

-
HeartAttacldFailure E D Leukemra I : A;;;rv-n*L.it v tr i-:
Congenital Heart Disorder'E f Becent Bloou T.anslL> o, -- - 2"","L ,.V f _-
Mitral Valve Prolapse - 

= = 
Swetting cf Lirnbs _- ;;;;;. nctonet, Boniva a t,

Sca'let Fever L_..1 I I I r,nn t-\ico:cp : _ StcJnaci/lliest:nat Disease 1 I
Flheumahc Fever' tr D ei";,n,n-q Pioo ",niiit[i"in"art vrrr" - [ E sno,tn".i of Breath - i= !lYl",, 

= =Hearr Pace Maker' [ [ Freouent co.;on - 
Hecent wergnl Loss l! !

Pulmonaryshunt' E X Hay'Feve. 
- 

- - FreqLer]lurarrhea J I
r"Gr.lero"ilF,u*rr" n n siliri,oror" - : liaberes - ! I
LoiveloodPressure n Ii"tn."-"-- = IExcessiveThirst tl I
Bacterial Endocarditis* n tr gloodvSortr. - : Ftypcglycemia f tl
UnexplainedFever tr D impnvsema - fr 'L.rv*rDsease n tr
Bruise EasilylBlood Disease D E Tuberculosrs - rl Hepatitis A (lnlectiaus) *I i

'/s: itir

Anemia
Coronary Stent"

n I Cancer :: f] HepatitisBor0
E tr X-nayTredtnenrs,qaiatrcl'.- - Prolease ,nhibitor

Have you ever had any other serious illness not checked above? Discuss

Do you wish to talk to the dentist privately about any problem?

PATIENT SIGNATURE (PARENT OR GUARDIAN)

v,es .iJC

rl fl
rl i_l

Night Sweats
Yellow Jaundice
Kidney Problems
Benal Dialysis
Thyroid Disease
Parathyroid Disease
Arthritis/Gout
Rheurnatism
Pain in Jaw Joints
Cortisone Medicine
Artificial Joint "
Sexually Transmitted Disease
AIDS
HIV Positive
Genital Herpes
Drug Addiction/Alcoholism
Tattoos/Body Piercing
Sleep Apnea

Yes No

I f-'l Cold Sores
f .' Fever Bllsters
n [_l iierpes
: r Stroke
I I Convuisions
t- [] Epilepsy or Seizures
:, l Fainting or Djzziness
L. fl Glaucoma
I J tumoi's or GroMhs
[: fl Nervc.usness
I [] Psychiakic Care
I a Alzheimer's Disease
I [] Aliergies (i\,ledicines)
|: n Allergies (Pollen i Dust)
X n Hives or Rash
i- ll Need Premedication?

--- | r tver iaken ten-phen"-
i--l E Coclrlear imp{ants?

I'ic
rl
:--.]

:
I
il-
!
t)

:l
t
L--l

_-i
il
a
:-
i.l
-

No

YeS

tr
n
n
n
n
u
n
n
I
tr
n
rl
u
n
D
tr
n
n

Yes

Yes No

Date _

Reviewed By Doctor BP Pulse

History Review and Significant Findings

I have read my MEDICAL HISTOBY dated and confirm t&i it aciequaieiy states past and present conditions

PATIEh]T'S SIGNATURE BP PULSE TiEVIEWED SY

None I
lrJone |-.

None tr
None I
None fl
None n
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I]ATF EXCEPIIO,\lS

2001, 2004, 2005, 2006, 2007, 2008 DENTAL AND MEDICAL HISTORIES . UPDATES

Dental

Medical

Medical



(This information is necessary for our files and will be considered CONFiDENTIAL)

Etient's Name Aoe Patrent's Birthdav

li patient is a minor,

Residence Address

LAST

; give name of parent or legal guardian Relationship

For how long? 

- 

tr Own D Rent

Patient is: I Married
STFEE'

! Single tr Divorced I Separated tr
CITY

Widowed - Minor CELL
Driver's License No. Social Security No Bes. Phone (

Bank Account No. How long?

Employed by How long? Occupation-
Business Address Bus. Phone ( )

[spouse's Nar

I 
rmproyeo oy

I Business Adr

CITY ZIP

Driver's License No. 

- 

Soc. Sec. No.Spouse's Name

How long? Occupation

Business Address Bus. Phone (

Relationship .

Res. Phone (

f r.t,tame of nearest relative not living with you

Complete Address

Purpose of Appointment

ls this office visit for Emergency Dental Care? tr Yes r r.ro Ftr[Llltr"in,

School Children Attend Whom may we thank for referring you?

F'NANCIAL INFORMATION

Person responsible for this account Relationship

Address
STREET CITY

PAYMENI D Cash on day of treatment D Visa No.
TELEPHONE

PERFERENCE OF

n State Aid No f Mastercard No.

Name oi insurance company (primary insurance)

INSURED PERSON'S NAME AIRTHDAY HELATIONSHIP SOCIAL SECURITY NO,

OF GROUP NO PLAN NO NAME OF UNION

Name of insurance company (secondary insurance)

PUN NO NAME OF UNION

rERi{s & corvDrrtoils
As a condition of treatment by this office, I understand financial arrangements must be made in advance. The practice depends upon reimbursemeni

from the patients for the costs incurred in their care and financial responsibility on the part of each patient must be determined before treatment.
All emergency dental services, or any dental service performed without prior financial arrangements, must be paid {or in cash at the time services

are performed.
I understand that dental services furnished to me are charged directly to me and that I am personally responsible for payment of all dental services.

ll I carry insurance, I understand that lhis otfice will help prepare my insurance torms to assist in making collections from insurance companies and
will credit such collections to my account. However, this dental office cannot render services on the assumption that charges will be paid by an insurance
company.

A service charge ol 11/zo/o per month (180/o per annum) (but in no event more than the maximum rate permissible under state law) will be charged
on the unpaid principal balance on all accounts not paid within 60 days of treatment date.

I understand that the fee estimate listed for thls dental case can only be extended for a period of six months lrom the date of the patient's examination.
ln consideration of the professional services rendered to me or at my request, by the Doctor and/or his staff, I agree to pay, therefore, the reasonable

value of said services to said Doctor, or his assignee, at the time said services are rendered, or within five (5) days ol billing if credit shall be extended.
I further agree that the reasonable value of said services shall be billed unless obiected to by me, in writing, within the time for payment thereof. Addi-
tionally, I agree that a waiver for any breach of any term or condition hereunder shall not constitute a waiver of any further term or condition. I further
agree that in the event that either this office or I institute any legal proceedings with respect to amounts owed by me for services rendered, the prevailing
party in such proceedings shall be entitled to recover all costs incurred including reasonable attorney's fees.

I grant my permission to you, or your assigns, to telephone me at home or at my work to discuss matters related to this form.
I have read the above conditions of treatment and agree to their content.

Signed: Date:

PATIENT INFORMATION

Date _

Name of

Former

BIRTHDAY RELATIONSHIP SOCIAL SECURITY NO,

NAME OF GBOUP DENTAL PLAN


