PATIENT INFORMATION CONFIDENTIAL

(PLEASE PRINT) RAIE
NAME BIRTHDATE ______ HOME PHONE
FIRST M LAST
ADDRESS Iy STATE 2P
E-MAIL CELL PHONE 55#
cHeck APPROPRIATE BOX: L] minor [ sincte [ marrieo [ oivorceo [ wipowen [ separaten
PATIENT’S OR
PARENT/GUARDIAN'S EMPLOYER WORK PHONE
BUSINESS ADDRESS Iy STATE ZIP
SPOUSE OR
PARENT/GUARDIAN’S NAME EMPLOYER WORK PHONE
IF PATIENT IS A STUDENT, NAME OF SCHOOL /COLLEGE cITy STATE

WHOM MAY WE THANK FOR REFERRING YOU?

PERSON TO CONTACT IN CASE OF AN EMERGENCY PHONE

RESPONSIBLE PARTY
RELATIONSHIP

NAME OF PERSON RESPONSIBLE FOR THIS ACCOUNT TO PATIENT
ADDRESS HOME PHONE
E-MAIL CELL PHONE ss#
BIRTHDATE
EMPLOYER WORK PHONE
IS THIS PERSON CURRENTLY A PATIENT IN OUR OFFICE? [ s O no

INSURANCE INFORMATION

RELATIONSHIP

NAME OF SUBSCRIBER TO PATIENT
BIRTHDATE SS#
NAME OF EMPLOYER WORK PHONE

NAME OF INSURANCE COMPANY

INSURANCE COMP. ADDRESS CITy STATE ZIP

PATIENT INS, ID # GROUP #

DO YOU HAVE ANY ADDITIONAL INSURANCE? D YES D NO IF YES, COMPLETE THE FOLLOWING:

RELATIONSHIP

NAME OF SUBSCRIBER TO PATIENT
BIRTHDATE SS#
NAME OF EMPLOYER WORK PHONE

NAME OF INSURANCE COMPANY

INSURANCE COMP, ADDRESS CITY STATE ZIP

PATIENT INS. ID # GROUP #

IF THERE IS COVERAGE BY MORE THAN 1 PLAN,
WHICH 1S PRIMARY FOR THIS PATIENT?




PATIENT MEDICAL HISTORY

PHYSICIAN OFFICE PHONE DATE OF LAST EXAM
YES NO 7. ARE YOU ALLERGIC TO OR HAVE YOU HAD ANY REACTIONS TO
THE FOLLOWING?
1. ARE YOU UNDER MEDICAL TREATMENT NOow? [ (O YES NO YES NO YES NO
2. HAVE YOU EVER BEEN HOSPITALIZED FOR ANY QQ mep il O O earemurates O L AspiRiN
SURGICAL OPERATION OR SERIOUS ILLNESs: 1 (3 oo &G ) oo
3. ARE YOU TAKING ANY MEDICATION(S) a o A b R ES ATy
N ING NON-P IPTION MEDICINE?
:F S:;J ?.vuir MEDIgi‘Srcl:;N(SS\RE YOU TAKING? QLS stuLea DRUGS 0100
3 : J O OTHER ALLERCIES
4. DO YOU SMOKE OR CHEW TOBACCO? QO O |8 WOMENONLY: YES NO
o o A} ARE YOU PREGNANT OR THINK YOU MAY BE PREGNANT: O [
5. DO YOU USE ALCOHOL? B) ARE YOU NURSING? |
6. DO YOU HAVE ANY HISTORY OF DRUG ABUSE? (D [ C) ARE YOU TAKING BIRTH CONTROL PILLS? a 0
9. DO YOU HAVE OR HAVE YOU HAD ANY OF THE FOLLOWING? MEDICAL HISTORY
UPDATE
YES NO YES NO YES NO
Q O HIGH BLOOD PRESSURE [ O HEART DISEASE O O CHEST PAINS
2 O HEART ATTACK O O CARDIAC PACEMAKER Q O sTEnTS
J ) RHEUMATIC FEVER 0 O HEART MURMUR 3 O sTROKE
3 0 SWOLLEN ANKLES 0 O ANGINA 0 0 HAY FEVER / ALLERGIES
2 O FAINTING / SEIZURES [ 0) FREQUENTLY TIRED 3 O TUBERCULOSIS
0 O ASTHMA 3 O ANEMIA 0 O RADIATION THERAPY
O O Low BLOOD PRESSURE [ 01 EMPHYSEMA Q O GLAUCOMA
3 O epiersy /convuLsions O 0 CANCER 3 O UVER DISEASE
O O LEUKEMIA QO O ARTHRITIS 3 O RESPIRATORY PROBLEMS
0 O DIABETES O [ JOINT REPLACEMENT / IMPLANT [ O OTHER
O O KIDNEY DISEASES 0 0 HEPATITIS / JAUNDICE
O O AIDs OR HIV INFECTION T [ SEXUALLY TRANSMITTED DISEASE
2 O THYROID PROBLEMS 0 0 STOMACH TROUBLES /
ULCERS / COLITIS
FOR NEW PATIENTS ONLY
YES NO YES NO
1. DO YOUR GUMS BLEED WHILE BRUSHING OR FLOSSING? Qo 8. DO YOU HAVE FREQUENT HEADACHES? aQ
2. ARE YOUR TEETH SENSITIVE TO HOT/COLD LiQuipsFoons: O O 9. DO YOU CLENCH OR GRIND YOUR TEETH!? QaQ
3. ARE YOUR TEETH SENSITIVE TO SWEET/SOUR LIQUIDS/FOODS? aa 10. DO YOU BITE YOUR LIPS OR CHEEKS FREQUENTLY? Qg
4. DO YOU FEEL PAIN TO ANY OF YOUR TEETH? QQ .4 AVE YOU EVER HAD ANY DIFFICULT
5. DO YOU HAVE ANY SORES/LUMPS IN OR NEAR YOUR MOUTH? aaQ EXTRACTIONS IN THE PAST? a o
6. HAVE YOU HAD ANY HEAD, NECK OR JAW INJURIES? Q Q 2. HAVE YOU HAD ANY. ORTHODONTIC WORK? oo
7. HAVE YOU EVER EXPERIENCED ANY OF THE FOLLOWING
13. HAVE YOU EVER HAD PROLONGED BLEEDING
PROBLEMS INYOUR JAW? FOLLOWING EXTRACTIONS? Q
ASERRING & Q O HAVE YOU EVER HAD INSTRUCTION ON THE
B) PAIN (JOINT, EAR, SIDE OF FACE)? Qg CORRECT METHOD OF BRUSHING YOUR TEETH: O O
©) DIFFICULTY IN OPENING OR CLOSING? Q O 15 HAVE YOU EVER HAD INSTRUCTIONS ON THE
D) DIFFICULTY IN CHEWING? ao CARE OF YOUR GUMS? oo

1 ASSIGN INSURANCE BENEFITS AND ACCEP
REGARDLESS OF INSURANCE COVERAGE.

-

| have received a copy of this office’s Notice of Privacy Practices.

(Please Print Name)

RESPONSIBILITY FOR ALL CHARGES INCURRED

(Signature)

(Date)




