NAME: MARRIED __ SINGLE __ MINOR __MALE ___ FEMALE

MAILING ADDRESS:

STREET ADDRESS:

BIRTHDATE: TELEPHONE: /WORK: /CELL:
PLACE OF EMPLOYMENT (OR SCHOOL): GRADE: _______ SS#

DENTAL INS. CO.: GROUP# POLICYHOLDER
POLICYHOLDER EMPLOYER: POLICYHOLDER SS# BIRTHDATE

Has any member of your family ever been treated in our office? ___ YES __ NO - IF YES, WHOM?

Whom may we thank for referring you to our office?

FAMILY INFORMATION
HUSBAND OR FATHER (if minor) WIFE OR MOTHER (if minor)
LAST FIRST M LAST FIRST M
ADDRESS | ADDRESS
TELEPHONE TELEPHONE
BIRTHDATE SS# BIRTHDATE SS#
EMPLOYER TELEPHONE EMPLOYER TELEPHONE

PERSON TO CONTACT IN CASE OF EMERGENCY (Outside of Immediate Family/Household):

NAME: TELEPHONE: RELATIONSHIP:

PERSON RESPONSIBLE FOR ACCOUNT AND RELATIONSHIP:

METHOD OF PAYMENT:
CASH + CHECK e+« CREDIT CARD TYPE NUMBER EXP DATE

DOES RESPONSIBLE PARTY HAVE AN ACCOUNT ESTABLISHED WITH OUR OFFICE?

INSURANCE AUTHORIZATION

| hereby authorize this office to act as an agent in obtaining third party payment. Such payment, where applicable by law, will be paid directly to the
Dental Office against my account. | understand that | am responsible for all costs of dental treatment regardless of insurance reimbursement or
consideration. This authorization is valid until | notify the office otherwise.

NAME DATE

| hereby authorize the dental office to administer such medications and perform such diagnostic and therapeutic procedures as may be necessary
for proper dental care. | grant the release of my dental/medical histories and other information about my dental treatment in third party payors and/or
other health professionals. | agree for images of my smile and/or existing pathology corrections to be used for patient education and/or promotional
purposes. | understand there are/will be service fees (18% annually) applied to any unpaid balances after 59 days. In case of default of payment, |
understand | will be responsible for all legal and/or collections costs incurred in effect with the collection of my account. | understand and agree that
the office can obtain my credit report to aid in collection recovery and/or account management. The information on this page is correct to the best of
my knowledge. This authorization is valid unless | notify the office in written form otherwise.

SIGNATURE OF RESPONSIBLE PARTY REQUIRED FOR ANY TREATMENT

NAME DATE




PATIENT NAME DATE

DENTAL HISTORY PLEASE CIRCLE
Do you have a specific dental problem? Describe YES NO
Would you like to change your smile? Discuss/Specify YES NO
Do you brush and floss on a regular basis? Discuss YES NQ
Have your past dental experiences always been positive? Discuss YES NO
Do you smoke or chew tobacco? y = NO
Name of previous dentist (optional). YES NO
MEDICAL HISTORY

Who is your medical physician?

Are you under a physician's care now? YES NO Who? Why?

Have you ever been hospitalized or had a major operation or injury? YES NO Describe

Do you have an ongoing problem with breath malodor? YES NO

Are you taking any medications, pills or drugs? YES NO What?

Do you or have you taken appetite suppressants in the last 3 months? YES NO If yes, what? How

long?
Are you on a special diet? YES NO Discuss

Are you allergic to any medication? YES NO Pleasecircle ASPIRIN CODEINE ACRYLIC METAL LATEX RUBBER OTHER

WOMEN (PLEASE CIRCLE) Are you - PREGNANT or TRYING TO CONCEIVE

wpy - ial iti  oF !
*If ves to any of the starred conditions, please call prio
Heart Trouble/Disease Bruise Easily

*Heart Murmur
Irregular Heart Beat
Angina/Chest Paid
Heart Attach/Failure
Congenital Heart Disorder
*Mitral Valve Prolapse
*Scarlet Fever
*Rheumatic Fever
*Artifical Heart Valve
*Heart Pace Maker
*Heart Surgery

High Blood Pressure
Low Blood Pressure
Blood Disease

Have you ever had any other serious iliness not indicated above?

Anemia

Excessive Bleeding
Sickle Cell Disease
Hemophilia (Bleeding Prob.)
Leukemia

Blood Transfusion
Swelling of Limbs
Lung Disease
Breathing Problems
Shortness of Breath
Frequent Cough
Hay Fever

Asthma

Sinus Trouble

0 your appointment...Pre

Emphysema
Tuberculosis

Cancer

Radiation Treatment
Chemotherapy
Stomach/Intestinal Disease
Ulcers

Recent Weight Loss
Frequent Diarrhea
Diabetes

Excessive Thirst
Hypoglycemia
Hepatitis A (Infectious)
Hepatitis B (Serum)
Hepatitis C

adlication ma

NURSING

be required:

Yellow Jaundice
Kidney Problems
Renal Dialysis

Thyroid Disease
Parathyroid Disease
Liver Disease
Arthritis/Gout
Rheumatism

Pain in Jaw Joints
*Organ Transplantation
*Artificial Joint Replacement
Venereal Disease
AIDS

HIV Positive

Genital Herpes

TAKING ORAL CONTRACEPTIVES

Cold Sores

Fever Blisters
Herpes

Stroke

Convulsions
Epilepsy or Seizures
Fainting/Dizziness
Glaucoma

Tumors
Nervousness
Psychiatric Care
Alzheimer's Dementia
Hives

Sleep Disorders
Cortisone Medication

| have no medical problems. PLEASE INITIAL

To the best of my knowledge all of the preceding answers are correct. If | have any changes in my health status or it my medication
changes, | agree to inform the Dentist and/or Staff at the next appointment without fail.

Patient Signature (Parent or Guardian, if minor)
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INITIAL BP

History reviewed and Significant findings

Reviewed by Doctor Date

MEDICAL UPDATES
| have read my medical history and updates. | confirm below that it adequately states past and present conditions.

DATE EXCEPTIONS NO CHANGES PATIENT OR GUARDIAN SIGNATURE REVIEWED BY

i




