3 oral health. Please fill out this form
Our goal is to completely. The better we mmunicate,
tain maximum the better we can care for you. [

About You

Todaoy's Date: ) . E-mail Address:

MName: e - | prefer to be called: d Male O Female
L M M Mg Dv

Bithdate: __ S/ o Social Security #: < Single O Maorried O Divorged O Widowed O Seporated

Home Address:

& e

Home Phone #: [_ Wk Phone #: [ ) Ext: Driver's License #:

Where & when are best fimes to reach you? Whaom may we thank for referring you?_

Other family members seen by us:
Employer: o o - ) How long thered Crecupation:

Employer's Address:

Meighbor or Relative not living with you

 Relotion: Work Phone #: | ] Home Phone #: |

Spouse Information
His / Her Mome: Bithdate: __ /7 J Sociol Security #:

Employer: _ _  Work Phone #: | ] Eu: Diriver’s License #:

Insurance Information

Primary Insurance Dentol Coverage? O Yes O No  Orthodonfic Coveroge? O Yes O No  Medical Coverage? O Yes O Mo

Insurance Co. Maome: Phone #: | | Group # (Plon, Locol or Policy #):

Insurance Co. Address: —_—

City

Insured's Mame: _ Inswred’s Social Security #: _ Insured’s Birthdate: _ /  / Relation:

Insured's Employer: Employer’s Address: e
Sireet/ PO Boa

Secondary Insurance Dentol Coverage? O Yes Mo Orhodontic Coveroge? O Yes D Mo Medicol Coverage? 1 Yes O No

Insurance Co. Nome: _ Phone #: [ | __ Group # (Plon, Local or Policy #):

Insurance Co. Address:
4 St
Insured’s Mame: _ Insured’s Sociol Security #: _ Inswed's Bidhdote: _ /S / Relation:

Insured’s Employer: _ Employer's Address:
Soreat POy Bow

 CONTINUED-ON BACK * * ~



Dental History

Why have you come to the dentist today? Hove you ever hod periodontal disease? J Yes
SEeSe Are your teeth sensifive o heat, cold, or anything else? _

Are you currently in poing Do you have mability in your teeth? d Yes

Do you require antibiotics befare dental treatment? Do you still have wisdom testh?  Yes

Your current dental health is: ) Good  J Fair U Poor Previcus [ Present Dentist: Last Visit Date:

Hove you been told that you snore or held your breath (Flecte Lircle)
while sleaping or woke up gosping for breath? dYes O Na Would you like frecher breath? O Yes O Mo Whiter teeth? 1 Yas

Do you floss daily? O Yes O Mo Brush daily? JYes Mo Are you happy with the way your smile looks? J Yes
Type of bristles on your toethbrushi O Hoed O Medium O Soft If not, whaot would you change?
Do your gums ever bleed? 1 Yes O Mo Ever ichf  dYes QMo

Medical History

Do you have o personal physicion® dYes Mo Are you currendly under the care of o physicion® o Yes

Physician"s Marme: Please explain:

Address: Do you smoke or use tobecco in any other form$ o Yes

Hove you ever token Fosomox or any other bisphosphonate? L Yes

[= Seate For Women: Ase you toking birh contral pills? A Yes

Phone #: [__) Duate of lost visit; Are you pregnont? OUnsure O Yes

Your current physical health is: D Good dFoir O Poor | Week #: Are you nursing? o Yes

Do you or have you experienced the following?

Calitis ¥ N Hay Fever Y M Liver Discose

Congenital Heart Defect Headoches Low Blood Pressure

Diabetes Heart Attack Lupus

Difficulty Breathing

Dirug Abuse

Emphysema

Epilepsy

Ever Hospitalized

Fainting Spells

Fever Blisters

Shingles
Sickle Cell Diseose

Sinus Problems

Abnormol Bleeding
Alcohol Abuse
Angmio

Asrthritis

Artificial Bones/Joints
Artificial Vahes
Asthma

Blood Tronsfusion
Cancer

Heart Murmur Mitral Valve Prolopse Steroid Therapy
Stroke

Thyraid Problems

Heart Surgery Pacemaker

Hemophilio Persistent Cough
Psypchiairic Treatment
Rodiation Treatment
Bheumatic Fever

Scorled Fawver

Tonsillitis
Tuberculosis (TB)

Ulcers

Hepatitis

Herpes

High Blood Pressure
HIV /A0S

Kidney Problems
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Chemaotherapy Venereal Diseose
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Chicken Pox N Gloycoma Seizures
Please list any serious medical condition(s] thot you hove experienced:

Are you taking any prescripfion/over the counter drugs? dYes Mo I yes, please list each one:

Are you allergic to any of the following?
Y M Aspirin Y N Codeine ¥ M Enghromycin Y N Lotex ¥ M Sedatives Y N Tetrocychine
Y M Barbituraes ¥ N Dentol Anesthatics | ¥ N Jewelry [ Metals Y M Peniilin ¥ N Sulfo Drugs ¥ M Cther

Please list anything cddifional tha! couses ollergic recchions:
9 :

Owur office is HIPAA compliont ond is commited to meeting or exceeding the stondords of infection contral mandated by OSHA, the CDC and the ADA.

Authorization
I affiem that the informetion | hove given is corect to the best of my knowledge, end that it is my responsibility to inform this office of any changes in my medicel
status. | autharize the dental staff 1o perform the necessery services | moy need, | assign the Doctor all insurance benefits. | understand thet | am respansible for
poyment of services rendered, any deductible, and co-payment that my insurance doses nat cover.
| have received o copy of this offices Nofice of Privocy Practices.
Signoture Date

Medical History Update

1 b read my medical history dated oed confirmed that it siotes post and preseast medicol condificn
Signature Date

| herve raod my medical hissory doted eed confirmed that it iates past and present medical condition

Sagnature Dote

]
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