Thank you for selecting our dental healthcare team!
We will strive to provide you with the best possible dental care.
To help us meet all your dental healthcare needs, please fill out

this form completely in ink. If you have any questions or need Patient =
assistance, please ask us - we will be happy to help. SS#/SIN
A o ) B Date.
LGS ETBS A, JJ PI0654I07s  (CONFIDENTIAL) Patients Sex  [JF 1M
Name Birthdate Home Phone ___
State/ Zip/
Address City Prov. L.
Email Cell Phone

Do you prefer to receive calls at your: _Home U Work [ Cell Phone
Check Appropriate Box: [1Minor [1Single [IMarried [IDivorced [ Widowed [ Separated

If Student, Name of School/College City 553@6 ! L] 1;—111‘1% U %%te
Patient or Parent/Guardians Employer Work Phone i
) . State/ Zip/
Business Address City Pro. PC.
Spouse or Parent/Guardians Name Employer Work Phone
Whom May We Thank for Referring You?.
Person to Contact in Case of Emergency Phone
Resbonsible Puarky
Name of Person Responsible for this Account ltch llglctzlt?gislu
Address Home Phone
Email Cell Phone
Driver’s License# Birthdate_____ Financial Institution
Employer Work Phone SS#/SIN

Is this Person Currently a Patient in our Office? [Yes  [INo
For your convenience, we offer the following methods of payment. Please check the option you prefer: Payment in full at each appointment.”

Ul Cash I Personal Check Credit Card [ VISA [IMasterCard L1 wish to discuss the offices payment policy.
Lnsirenee | /’yaf/ AN
N ; Relationship
Name of Insured to Patient
Birthdate _____ SSE/SIN Date Employed
f Employer ‘ Unionorlocal¥___ Work Phone
State/ Zip/
City Prov. P.pC ;
G Policy,
oupe Sad 7l
City Prov 'C.

Max. Annual Benefit.

IF YES, COMPLETE THE FOLLOWING:

Relatlonsth
Patient SN

Date Employed
Work Phone
State/ Zip/
Prov. P% .
_ Policy/ID#______
Statd/ '




Physician Ofﬁce Phone Date of Last Exam
Yes No Yes No
L. Are you under medical (reatment NOW? ..c.ccvovcsssissses O U 104 YOU WEArNG CONLACE [ENSES? ..covvveveeeeveeecmmmmmrrrrsiesisisssres 0 O
2. Have you ever been hospitalized for an 11. Are you allergic to or have you had any reactions to the following?
surgical operation or serious illness within the last 5 years? —....... R Local Anesthetics (.g. NOVOCAIN) .....cccccoveeeemmeicrsssniirisissn 0 g
If yes, please explain Penicillin or any other ARUDIOHES ..c..vvveeervvvnnrivinnsiirensinnnns 0 O
SulfaDIUZS wsssunmmsssmssmassiss mEamiim s U O
3. Are you taking any medication(s) Barbiturates ... -0 O
includin non-presmptlon TEAICINE?  oeeeeeeeevceeeesir s O Qg SEAALIVES oo 0 O
If yes, what medication(s) are you taking? loditie. ... OO
ASPITIN oo -0 g
4. Have you ever taken Fen-Phen/Redux? ........cccccoooovmunicrrecevvncenns a0 Any Metals (e.g. nickel, mercury, etc.) .............. g og
5. Have you ever taken Fosarnax Bonl\la Actonel or any cancer LALEX RUDDET ... L_J l_.l
medications containing blsphosphonares? ................................... OO Other : T
12. Do you have a persistent cough or throat clearing not
o S8 hourss o O s 0 O socaalvihalmowm s Gsingmore an Sweds? ... [ O
I e = = 13. Wormen Onl
* 7.D0 YOUUSE TOBACCO? oot 0 O o) Areyan p)rlegnant o thinli yon oy Be pregrant? o o
8. Do you use controlled SUDSLANCES?  ......cc..uevvvveimerrivissnseiisseeriinnans U d b) ATE YOU HUTSIG? .orveesmseeeeosesssosercsosn 0O O
9. Do you have or have you had any of the following? ¢) Are you taking oral contraceptives? ... 0 O
Yes No Yes No Yes No
High Blood Pressure ... L O Heart Disease .o.oeovevreoroe g g Chest PaINs .......cocoeveeveonrencineenns U O
Heart Attack (] [ Cadiac Pacemaker L0 O Easily Winded .. 0 O
Rheumatic Fever L] [ Heart Murmur ........... N i g | SEIORE oo O O
Swollen AnRIes ..............coueceeunnes O O Anging ... I Ry Hay Fever / Allergies .............coo..... U o
Fainting / Seizures ... Ll [ Frequently Tired .... L0 0O Tuberculosis .ussusssvsses g o
ASHING ..ooovovoreriesseeenenesesvvienninsanns 5 et 0 o Radiation Therapy ... a0
Low Blood Pressure ... O [ Emphysema N Glaucoma ............... 0 d
Epilepsy / Convulsions . -~ O 0O Cancer 0 O Recent Weight Loss 0 d
LEUREMIA covvo s [E] L ERS AIIAHS oo g O Liver DiSease ................ O 0O
Diabetes . [ [ Joint Replacement or Implant ......... 0 O Heart Trouble ......ovnevencrrnccann. 0 g
FIAREVIIISES o-.os-covsiesssinseriivsss [0 O Hepatitis/ Jaundice .....ooocovcc.... 0 4 Respiratory Problenis ................... [;l [
AIDS or HIV Infection .. . O O  Sewally Transmitted Disease ....... ] [ Mitral Valve Prolapse ................. O 0
Thyroid Problem ..............ccccccoevvunc. (] [ Stomach Troubles/ Ulcers ... O O Other L) L
TR ¥
Potient Dental Elstory
Name of Previous Dentist and Location Date of Last Exam
Yes No Yes No
1. Do your gums bleed while brushing or flossing? ......................... [J [0 8 Doyouhave frequent headaches?.........cccooocovcoioviccrvvrernnn O O
2. Are your teeth sensitive to hot or cold liquids/foods? ................... [J [ 9 Doyoucenchor grind your teeth? ......ooceerecerueee 0 d
3. Are your teeth sensitive to sweet or sour liquids/foods? .............. 1 [0 10 Doyou bite your lips or cheeks frequently?....................... a O
4. Do you feel pain to any of your teeth?..... [] [  11.Haveyou ever had any difficult extractions
5. Do you have any sores or lwnpsmornearyourmouth? (] Sl in the past? O O
~ 6. Have you had any head, neck of jaw iUries? oo e o e e 12-Have you ever had any prolonged bleeding ¢
7. Have you ever experienced any of the following Jollowing extraEtions? o i s st ] O
problems in your ]aw? 13. Have you had any orthodontic treatment?..... o
Chcking ... (DR O O 14. Do you wear dentures or partials? ................coocccerronnnces O O
Pain (joint, ear Slde offace) (=) RS ) If yes, date of placement
leﬁcuhy in opening or closmg Y e 5 o o i | 15. Have you ever received oral hygiene instructions
Hlﬁiadty in chgwmg e - st ] regarding the care of your teeth and gums?....................... e 5
16. Do you like your smile? .... 0 O
Aibor IO, EJJZ Kelegse

o Payment is due in full at the time of treatment unless prior arrangements have been approved.

T This office accepts insurance, I understand that I am responsible for payment of services rendered and also responsible for paying any co-payment and
deductibles that my insurance does not cover: I hereby authorize payment directly to the Dental Office of the group insurance benefits otherwise payable
to me. I understand that I am responsible for all costs of dental treatment. I hereby authorize release of any information, including the diagnosis and

- records of treatment or examination rendered to my insurance company.
| Iundersiand that the information that I have given today is correct to the best of my knowledge. I also understand that this information will be held in
the strictest confidence and it is my responsibility to inform this office of any changes in my medical status. I authorize the dental staff to perform any
necessary dental services that I may need during diagnosis and treatment, with my informed consent.

1/ E 0
\/ /7 Signature of patient (or parent/guardian if minor) Date N N

OFFICE SUPPLIES 1.800.637.1140 064-4864/17016




