
Patientlnformatton (CONFIDENTIAL)

Thanh y ou for sele cttng ow dentnl healthanre tmm !
We will stnve to prmde you with the best possible dental

care. Tohelp us meet ollyour dentnlhealthcare needs, pbase

fll out thisform completely m inh.IJyouhave any questions

or need assistance , plcase ash us - we willbe happy to help.

Patient # 

-

5S#/5IN

Date

Phone

Address Ciry

Email Cell Phone

Name Birthdate

Business Address City

ChechAppropnate Box: DMinor tls,ngle lfMamed l)Divorced l)Widowed il Separated' 5taLe/ -- Full Part
LtTime tJ TimeIf Sndent,Ilame of SchooUCollege 

- 

City Prtw.

Patient or Parent/Gwrdinn's Empkner 

-

Sp owe or P ar ent / Guardnn' s N ame

Whom may we thanhJor refemngyou?

Employer WorhPhone

Person to contact in cae of emewnE Phone 

-

Address HomePhone

Emutl (ell Phone

Responsible Party
Rt'kttionshio
to Pa.tiL:,'tt 

t

f:s:,:_$r _

Name of Puson Responsible for thu Account

Address of Employer

Insurdnce Company

Cny

Gt'oup#

Ins. Co. Address CiLy

Howmuchisyourdeductible?-Howmuchhaveyauused?

D nv e r' s l-icense #-Birthda te L'inanciul Institrrtion-
EmplLryer WorhPhone 55#5rN

is thrs person curently a patient in otu'office? [J yes lJruo

For your cowenience , we offer the J-ollanng methods of payment. Please chech the optiottyou prefer. Prtyment in .full at mch appointment.

X I wlsh to discuss the ofue's pcrllment poliq.

Name of Insured to

Birthdate SS#iSiN Date Employed

Name of Employer UniLtn or WorhPhone

Ll Ccrslr l)Personal (heck Lretllt Curcl i,.iyr.SA i-l)N4asterCard

Insurance Informatton Ll Ductrv'er rer,rx

Max. annual

DOYOIJHAVEANYADDITIONALINSURANCE? fJYES IXO IF}"S COMPIETETHEFOIIOMNG

Name oJlnsured

Birthdate 55#/SIN

Name of Employer Union or Local#

Address of Employer

lnsurance Company

Lity

Group#

Ins. Co. Address City

Howmuchisyourduluctible?-Howmuchhaveyouused?
()ver Please

to

Date Emplayed

Max. annualbenefit

Woth Phonc-
Statet Zit/Prw.-P'C. 

-

PolicvrID#-
?+tii'___JPc _

Worh Phttne

fig,:l_$u _
PolicvtID#-
Ftgii_'lPc _



P ati ent Me di c al Hi s tory
Phvsician

If yes, what medication(s) are you tahing?

4. Have you ever tdhen Fen-Phat/Redux?

5. Have yott uer tahen fusamdx, Bonwa, Actonel or any cancer

mediutions containing bisphosphonates? .....

6. Do you use tobucco? ..............

7. Do you use controlled substances?......

8. Do you hat e or ha^te you had any of the Jollowing?
Yes No

High Blood Pressure.

Date of Ldst Exdm

9. Are you weaing contactlenses?
10. Areyour@c to orhawyuhd fry Mdists to heJdowing?

Local Anesthetics (e .g. Nwocuin) . . ... .. ....
Penicillin or any other Antibiotics
SulfaDrugs
Barbiturates
Salatives
Iodine . . .. . . . . . . .

Aspirin..........
Any Metals (e. g. nichel, mercury, etc.) . ... ..............
LatexRubbtr..
Otlrcr (please list)

1 1. Dt you fuue a ryrsistent coufit or tht att cleuing na
assciated wrth a'fuwwn illnrss (astingmore thun 3 werls)? . . . . .

12.WommOnly:
u) Areyou pregndnt or thinhyou may be pregnant? ........

h) Are you nursing?...........

Ot'Jice Phone
Yes No

T.Areyouundermedicaltreatmentnw?......................................... tr tr
2. Have you wer been hospitalized Jor any

surgial operdtion o, tiiout itliess wiihin the last 5 yenrs?.......... t] I

Yes Notrtr

If yes, please explatn
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3. Are you tahingany medication(s)

includi n g no n - p r es cnp tio n medi cin e? .......... tr u

ur

Heart Attach

Asthma

Heaft Disease..
Cardiac Pacemaher ....... ... ..... .:..
Heart Mutmur
An$na.............
F re que nt ly T i re d ...........................
Anemia
Emphysema....
Cunter.............
Arthritis...........

J oint Replacenrent or Implant......
Hqutitis t Jamdice .........

5 exually Transmitted Disease .....

Stomuch Troubles / Ulce rs ...........

Osteoporos*.....

tahin g or al contr acep tw e s ?

No

n Chest Pains.....

Easily
Strohe

Winded

Hay Fewr / A1lergies......................

Tubuculosis....
Radiut ion Therapy............
Glaucoma
Re c ent We i gh t Loss ..........................

Liyer Disease..

Heart Trouble..
Respiratory Problems
Mitral Yalve Prolapse

c) Areyou
Yes

Low Blood Pressu rc........................
Convulstons....Epilepsy /

Leuhemia
Diabetes..
Kitl n ey D i seu ses ............................. .

AIDS or HIV InJtction...

othr 

-

Patient Dental History
Name of Previou"s Dentist and Location

7. Do your gums bleed while brushing or Jlossing?
2. Are your teeth sensitive to hot or cold ltcluids/foods? ..

3. Areyour teeth sensitive to sweet or sourlitquids/t'oods? .............

4. Do you Jeel pain to any oJ your teeth?

5. Do you have any sores or lumps in or nedr your mouth? ......

6. Ha,'te you had any head, nech or jaw injuies?
7. Have you ever experienced any of the t'ollowing

problems in your jaw?
Cliching...........
Pain (Jint, ear, side sS face).
Dif culty
Dfficulty

in opening or closing

Authorizati on and Rele as e

Signuture patient minor.

in chewing.......

Date of Last Exam

8. Do you hatte frequent headaches?

9.Do you clench or grind your teeth?
10. Do you bLte your lips or cheehs frequently?
1 1 . Hatte you ever had any difficuh extrdctions

in the past?
12. Haw you ever had any

Jollow h g extr acti on s ? .

prolonged bleedtng

13. Have yor.L had any ofihodontic treatment?
14. Do you wear dentures or partials?

lfyes, date of placement
15. Have yotL ever receiyed oral hygiene instructions

regarding the care o.f your teeth and gums?

16. Do you lihe your smile? ..............

Dutt:

Yes NotrntrtrTtrNTNItrT
TtrtrtrDT[tr
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I crrtiJv that I have read anJ understand tht,tl.ove informution lo lhe hest ol my hnowleL)pt. Tht ahovt questions huve bet,n d..ur.rtely ctrtswtrecl.

c/iagnosis and the rccords of any treatitnt or d.onin(ttion rinderd Lo mr or mv child durine thc ocriod ol such t-tenial t'urt to third ,rarLu iir,rr'

.for p,tyntt'nt o/ ttll servicrs rtnlcreJ on my behuf or n"- deptntknts.

Doctor's Comrnents

Sigutute Date

u
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