We Love Your Smile! €& We Love Your Smile! ¢ We Love Your Smile!

DENTAL INSURANCE
YWho is rasponsibée for this accoum?

SSHIC/Patanmt ID W 3 : Felationship 1o Patient

Patient Name " Insurance Co.
Last Nama ==
Group #

First Namtar = |5 palienl covered by addiional Insurance? [JYes [MNo
Address = Subscriber's Name
E-mall —  Birthdale 558
City " Relationship 1o Patiant
Stato ~  Insurance Co.
Sex (M [JF Age _ =: = Group #
Brthdats ~ ASSIGNMENT AND RELEASE :
= = I certity thal |, amdier my dependent(s), have insurance coveraga with 8
(] Married CWidowed [ Single [] Minor Y = 92 .
e S s iy LTS and assign directy 1o
[ Saparatad [ Divorcad [] Partnered for _______ years = Hame of nsunnce Gompanyfios)
Patient Empioyer/Scheol B o ol insurance benebts,

it any, otherwise payable to ma for services rendared. | understand that | am

; : financially responsible for all changes whether or net paid by nsurance. | suthoniza i
Employer/Schoal Address 1he uze of my signetwe on all insurance submissions.

The above-named dentist may use my health care inkrmation and may disciose |8
sueh Information to tha sbove-named Insurasoe Company(ios) and thes agents for B
= 1he purpose of oblaning payrant for senvices and detarmining insurance benefits £
Employer/School Fhone { 1 or the bunefits piyatle lor related services. This consent will and whan my curent  SEEREE
7 32 treatrmont plen is completed of one yebi fromn thie dalo Signad Balow.
Spouse's Name

Birthdate — Signaiure of Patant, Faren]. Guardian o Persanal Representaiive
558 ==

Spouse’s Employer :
Whom may wa thank for referring you? £ : Dale Fietatonship 1o Patiem

Plaase print nama of Patient, Farenl. Guardian or Personal Representaing

DENTAL HISTORY

Reason for today's visit Buming sensation on tongue [ Yes [ Mo Mouth breathing [ O No
Chew on one side of mouth [IYes [INo Mouth pain, brushing OYes [JNo
_ Cigarette, pipe, or cigar smoking [ Yes [ Mo  Orthodontic treatment CYes [JMNo
Formar Dentist_ Clicking or popping jaw ClYes [INo Painarcund ear OYes CONo
City/State Dry mouth CYes [IhNo Periodontal troatment (e [JNo

Iy Fingernail biting [CYes [Iho Sensitivity to cold [Yes
DS o Ihe ) cra sl Food collaction between the teeth [ Yes [No  Sensitivity to heat ] Yes
Date of last dental X-rays Foreign objects OYes []No Sensitivity o swests OYes [INo
Place a mark on "yes” or “no” 1o indicate fyou  Grinding teeth TlYes [JNo Sensitivity when biting CYes [INo
have had any of the following: Gums swollen or tender CYes [JNo Sores or growths in your mouth [Yes [ No
Bad braath E'ﬁaﬁ O MNe  Jaw pain or tiredness ONS o often do you floss?
Biseding gums CYes COMe Lip or cheek biting O Ne
Biisters on lps or mouth [CYes [JNo Loose teeth or broken fillings [(INo  How oftan do you brush?




HEALTH HISTORY

Physician's Name Date of last visit

Havea you ever taken any of the group of drugs collectively referred 1o as “fen-phen?” These include combinations of lonimin, Adipex, Fastin (brand
names of phentermine), Pondimin (lenfluramine) and Radux (dextenfluraming), []Yes [INo

Place a mark on “yes™ or "no” lo indicala il you have had any of the following:

AIDSMHIV CYes [INo Epilepsy [I¥es [No ' CYes [JMNo
Anemia CiYes ONao Fainting or dizziness O¥es [No Clves Mo
Arthritie, Rhoumatism [IYes []MNo Glaueoma OYes [JMo C(OYes []MNo
Artificial Heart Valves ClYes [INo Hoadaches [¥es [INo C]Yes []MNo
Artificial Jaints CJYes []MNo Heart Murmur O¥Yes [MNo ClYes [MNo
Asthma [lYes [1No Heart Problems [¥es [JNo ClYes []No
Back Problems Cives CINo HopattisType __ [Yes [INo [Yes []No
Bleeding abnormally, with CiYes [JMo Herpes CO¥Yes [ Mo [IYes [ Mo
extractions or surgery High Blood Pressure [(Yes [JNo CYes [JNo
Blood Disease Oves [N Jaundice [IYes [IMNo Tives []No
Cancer OYes [INo Jaw Pain O¥Yes CINo ; ClYes []No
Chemical Dependency ClYes [lNo Kicney Disease [IYes [1Mo CiYes [INo
Chemotherapy CYes CNo Liver Disease CYes [INo [Yes []No
Circulatory Problems OYes [JNo Low Blood Pressurs [I¥es [INo C¥es CINo
Gangenital Hearl Lesions COves [ No Mitral Valve Prolagse [CIYes [No

Cortisona Treatments Cves [JNo Marvous Problems CYes [INo ClYes []No
Cough, persistent orbloody  [1¥es [INO  pocemaker Cives [INo LYes [1No
Diabetes OYes [CINo Psychiatric Care [O¥es [No CYes [INo
Emphysema ClYes [INo Radiation Treatmenl COYes CONo

Do you wear conlact lenses? [JYes [ No

Women:
Are you pregnant? [J¥ezs  [JNo Are you nursing? [1¥es [ No
Taking birth control pilis? (] Yes ] No

MEDICATIONS ALLERGIES

Lit any medications you are currently takeng and the gorrelating diagnosis: [ Aspirin [ Local Anesthalic
[} Barbiturates {Sleeping pills) ] Panicillin

[] Codeine ] Sufta
[ loding ] Other

[ Latax

PHONE NUMBERS

Home | ) Work | i Ext

Spouse's Work ) Best time and place to reach you
IN CASE OF EMERGENCY, CONTACT (Specily someaone who does not liva in your household.)

MNama Ralationship
Home Phone ( Work Phaone (

UPDATE (To be filled in at future appointment)
Has there been any change in your healih since your last dental appointment? [JYes [ No

For what conditions?

Are you taking any new medications? I so, what?
Patient's Signature
Doctor's Signature
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