- TO THE PATIENT: PLEASE COMPLETELY FILL OUT SECTIONS 1, 2 & 3, SIGN AND DATE WHERE INDICATED.

Date:
Name: [[1 Married [] Single [T] Minor [] Mate (] Female
Last First M
Birth Date: / / SSi# - - Drivers License Number;
Address:
Straet Apt # City Stalo Zip
E-Mail Address Phone — Home:
Phaone — Work: Ext. Time to Call: Cell:
Place of Employment Occupation/Position
If Full time Student. School Name: Grade
Medical Insurance Company: ID# Group #
Dental Insurance Company: ID# Group# _____ .
Has any member of your family been treated in our office? [dYes [INo Local #
Whom may we thank for referring you to our office?
Insured Information

OFather OHusband Omother Owife

Last First M Last First M

Street Cily State  Zip Street City State  Zip

Home # Work # Home # Work #

Birth Date (Mo/Day/Year) SS# Birth Date (Mo/Day/Year) SS#

Employer Drivers License # Employer Drivers License #

Dental Insurance Co. Group # Dental Insurance Co. Group #

Emergency Information Responsible Party
Qutside of Immediate Family/Household Responsible party currently is 8 patient of record al this office [J Yes [J No
Name Method of Payment:
Address Patients will be expected to pay for services when treatment is
- = rendered.

City/State/Z) Visa/MasterCard are accepted.
Telephone # [11 wish to discuss interest free financing with Care Credit

If you have insurance, we will help you to determine the coverage you have available. We ask that you assign your insurance
benefits to us. Professional care is provided fo you, our patient, and not to an insurance company. Thus, the insurance company is
responsible to the patient and the palient is responsible to the doctor. We will help in every way we can in filing your claim and in handling
insurance questions from our office on your behalf. However, insurance balances 60 days and over are due in full from the patient.

| hereby authorize payment direclly 1o the dental office of the group insurance benefils otherwise payable to me. | understand that |
am responsible for all costs of dental treatment. | hereby authorize the dental office to administer such medications and perform such
diagnostic and therapeutic procedures as may be necessary for proper dental care. The information on this page and the dental/medical
histories are cormrect lo the best of my knowledge. | grant the right to the dentist to release my dental/medical histories and other information
about my dental treatment to third party payers and/or other health professionals. | realize a responsible adult (parent or guardian) must
ramain in the office while treating a minar.

Initials: Date:

[J Adult Patient [JFather [JHusband [JMother [JWife [ Guardian



SECTION 2

<
=
o

es

Medical History

Are your under a physician's care now? Why? Who?
Date of last physical exam

O

Have you ever been hospitalized or had an operalion? Describe

Have you ever had a serious injury o your head or neck? Describe o
Are you taking any medications, pills or drugs? (Include illegalirecreational drugs) What?

Are you on a special diet? Describe

OO0 Ooc O
00 Ooog

Are you allergic to any medicalions or substances? Please check box for allergic reaction below
[ Aspirin [] Penicillin [J Codeine (] Acrylic (] Metal [ ] Latex Rubber [ ] Other
Women (Please check): [_] Pregnant/trying to get pregnant [_] Nursing (] Taking oral contraceptives
Describe i

Do you have or have you ever had any of the following:

(*If yes to any of the * starred conditions, please call prior to your appointment...premedicatons may be required)
Yes No Yes No Yes No Yes No
Hean Trouble/Disease  [] [J | Bruse Easily 1 [J | Emphysema O 0O |} velowJaundice 00
Hear Mumur® 0 [0 | Anemia ] [ | Tuberculosis O 4d Kidney Problems OO
Iregular Heart Beat O [0 [ Excessive Bleeding O g Cancer 0 g Renal Dialysis 0
Angina/Chest Pain [ [] | Skkle Cell Disease 7 [ P Radiation Therapy O o Thyroid Disease O 0O
Heart Altack/Failure ] (] | Hemophita (Bleeding Problems) [7] [ | Chemotherapy a o Parathyroid Disease [ [
Congenital Heart Disorcer [ [ | Leukemia 0) [ | Stomachintestinal Disease 1 (1 | agnipssGout 00
Mitral Valve Prolapse®  [] [J | Recent Blood Transfusion ] [ Lcers ) 0 o Rheumatism O O
Scarlet Fever* O 0O | swelingof Limbs @ [ | Peenheoitioss O O | psnndawdons 0O O
Rheumatic Fever* 0 O | LlungDisease Qg Frlequent Gt g d Blood Thinners O g

X _ Diabetes L1 El s o

Artificial Heart Valve [0 [ | Breathing Problems a0 Excessive Thirs! 0O 0O Adificial Joints* [
Heart Pace Maker” O O | shortness of Breath i Himoriyeenia o Aa Venereal Disease OO
Hear Surgery* [0 [OJ | Frequent Cough 3 O | LiverDisease 0 0 ADS* 0o
High Blood Pressure [0 [0 | HayFever dad Hepatiis A& C {infeciious) [ [ HiV Positive |
Low Biood Pressure O [0 |{ Sinus Troube O O | Hepatts B (Serum) 0O 0O Herpes (Cold Sore) [ O
Blocod Disease O [ }Asthma | Hepalitis C 0O 0 Drug AddictiovUse (] [
Alcohal Use/Abuse O [0 | FeverBlsters OO Stroke 0O 0O Genital Herpes O O
Depression O O | ADDADHD 04 Seizure O O Snoring / Sleep Apnea [ []
Have you ever had any other serious illness not checked above? Describe R R E
00

Do you wish to talk to the dentist privately about any problem?
To the best of my knowledge, all the preceding ansvers are corect 11 have any changes in my health status o il my medicines change, | shall mionn the dentist
and stalf at the nex! appointment withoul {ail | will inform the docter promplly ef any medications iegal or illegal, prescrption or non-prescaplion that | am taking.

In Accordance with the Health Insuranze Portanility and Accauntability Act of 1986 ("HIPAA™), a NOTICE that describes how medical information abcul you rray be
used and cisclosed and how you can get access lo Lhis information is posted in the RECEPTION room. Should | desire to have a printed ccpy of this NOTICE, |
will check the following box and notify the RECEPTIONIST: ] I DO WANT A COPY OF ‘NOTICE' ] 1 DO NOT WANT A COPY OF ‘NOTICE'

Date:

(] Adult Patient [] Father [) Husband [] Mother [ Wife [] Guardian

Reviewed by Doctor Date BP

History review and significant findings -

Medical History Update
Dale Comments Signature







