Patient EmployenSchoaol

Occupation

EmployenSchool Addrass

EmployerSchoal Phone ( }

Spouse’s Name

Birthdata

S54

Spouse’s Emplayer —2id
Wiharm may we thank for relering you? _

Y

Ly

PATIENT INFORMATION DENTAL INSURANCE
Date Wheo s responsible for this account?
SEMHICPatient ID # = Relationship to Patient
Patient Marne 3 InguremaCo.. -~ 5 =
Last Namsa
Group #
First N 1
e ARCHES it Is paticnt coversd by addilional insurance? [ Yes [JMNo
Addrass
Subsgeriber's Name
E-miatl
Birlndate S5
City. e
Relationship to Patient
State i Zip =
Insurance Co.
Sex OM [OF Age
Group # =
Birthcdate
ASSIGNMENT AND RELEASE
[ Married [ Wi [ Singla [ Minaor I cartify thai |, andor my depandentis), have insurance coverage with
Ll Separated ] Divorend ] Parinered for years . and assign direcly to

Mama of Insurance Company|ios]

Dr. all insurance benedits, if
any, othemnsisa pavable to ma for sendcas rendered. | waderstarsd kal | am
financially responsile for all charges whather or nod pald by insurange. | autharize
thix use of my signature on all insurance submissions,

The above-named dentis! may use my health cane infarmation and may dsclose
such infomiatien o the above-named Insurance Company(ies) and their agents
pose of ootaining payment for sendcas and dalerining msurance benalils or
tha banedils payabls for refated senices. This consaml will end when my
cument treatmant plan s complaled o one yaar from the dale signad below.

=

Signatera of Patient, Parent, Guardan or Parsonal Regresaniative

Pleassa print name of Palienl, Parent, Guardan or Parsenal Regreserstive

Date Relalienshin 1o Pateni

e
PHONE NUMBERS ‘xi i

Homa | ) Work [ }

E:.'I Cell Phone ( i

use's Work ( i

Best time and place 1o reach you
IN CASE OF EMERGENCY, CONTACT (Specily someons who does nod live in your household,)

I WName Felationship
i' [ Home Phone | } Work Phons | |
|
| 1-_'_ -.-'_\\i
";Er‘ff DENTAL HISTORY
Reaszon for today's visit Burning sensalion on tongue [¥es [[JNo Mouth breathing Cl¥es [] Mo
Chew on ona side of mouth C¥es [JHNo  Mowlh paln, brushing O Yes [ Mo
= _ Cigarette, pipe, or cigar smoking [ Yes [1Mo  Orhodontic treatment [Jes ] Mo
Fonmer Dontiel — - Clicking or popping jaw [I¥es [JMo Pain arcund ear [IYes Mo
City/State Ciry maouth [CO¥es [JWo Perodontal treatment [CI¥es 1Mo
Fi il b Y =1 Hivity 1o cold Yes [N
Data of last dantal visit __Engeiman g J 0w L] bla - BONRINIL T ¢ 1'Yes. [1MNa
Food collection betwaen the teeth [ ¥es [Jio  Sensilivity to heat ¥es 1Mo
Date of last dental X-rays Foraign objects [IYes [I#o  Sensifivity 1o sweats Clyes [JMo
Place a mark on "yas™ or "no” to indicale if you Grinding teodh Cl¥es [JNo Sensitivity when biling CJ¥es [1Mo
have had any of the following: Gums swollen or fender [I¥es Mo Soresor growlhs in your mouth []Yes [ Mo
Bad breath 1 LM i i ]
? L1 Yes = gl I ER LU ST R Lives LINe o aften do you floss?
Bleeding gums [C1¥es Mo Liperchesak biting OYes OHo
Blisters en lips or mauth Oves CIMo  Loose testh or broken filings [I%es [JMo  How ofien do you brush?
e DTSRRI -~ QVYER - M 5 —8 200 Macical Ats Pregs® 1-800-308-21Ta
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HEALTH HISTORY

Physician's Mame

Crate of last visit

Have you ever taken any of the group of dregs eolleclivedy relermed to as “fen-phen® These include combinations of lenimin, Adipex, Fastin {brand

names of phenterminea), Pondimin {fenfluraming) and Redux (dexfenfluramine). [] Yes [ Na
Place a mark an “yes™ ar o™ 1o indicate if you have had any of the Tollowing:
AlDSHIV Ovas [ MNa Epilepsy [Yes [ONe Radiation Treatment CJYes COHo
Anemia O¥es [] Mo Fainting or dizziness ClYes [JNo Respiratory Disease ClYes [Clko
Arthritis, Rheumatizm [J¥es []Mo Glaucoma [OYes [JNo RAheumatic Fever (lYes [IMNo
Artificial Hean Valves [CO¥es [] Mo Headaches [dves [INo Secarled Faver [dYas [JNo
Artificial Joints OYes [lMo Hear Murmur Oves [ONo Shorness of Breath OYes [ie
Asthma O Yes [ Ma Hearl Problems O yes [ho Sinus Troubse Oves [hio
Back Problems O¥es [Mo Hepalitis Type O¥es [he Skin Fash OJYes [JMNo
Blecding abnormally, wilh OYes [ Mo Herpes O Yes [JNe Special Diet C1Y¥es [ Mo
extraclions or surgery High Biood Prassure [O¥es []No Stroke IYes CiNo
Blood Disease OYes [1MNo Jaurdice [OYes [INe Swallen Feel or Ankles Oyes ONe
Cancer Ll Yes []MNo Jaw Pain Cves [ Ma Swollen Neck Glands OYes o
Chemical Dependency [1Yes []MNo Kidney Disease O ¥es [ e Thyrald Problems COYes [ONo
Chemotharapy []¥as []MNo Liver Disease O ¥es [ Mo Tonsillitis CYes []No
F\'\ Circulatory Problems [0 ¥as [MNo Low Blood Pressure [¥es []Mo Tuberculosis [(¥es [ Mo
Conganital Heart Lesions [lYes [1No Mitral Valve Prolapse ¥es [ Mo Tumor or growlhon head or [ Yas [ Mo
Corisane Troatmants OYes CNo Harvous Problems []Y¥es [ Mo nik
III Cough, persistent or bloody ] Yes [ Mo Pacamaker [ ¥es [ Me Ulcer [[1¥es []HMa
I| Diabetes [CI¥es [INo Paychiatric Caro [I¥es []Mo Vanereal Disease [1¥es [Ne
Ji Emphysamsa [I¥es [Nao Waeighl Loss, unexplained 1 Yes
Dro you wear contact lenses? [ JYes || No
Waormen:
Are you pragnant? [ Yes [ Mo Due date Arg you nursing? [ Yes [ No
Taking birh controd pllls? [ ¥es [] Mo it
o ¥ i ¥
o P e o =}
St I MEDICATIONS \ Wi ALLERGIES |/
., LT |I I|
List any medications you are currantly taking and the cormelating diagnosis: [[] Agpirin [[1 Local Anesthetic III
|
o | Barhiturales [Skeeping pills) [_] Penicillin P
] Codeine Q [15ulia ii:-l-\"i_-h_‘
Pharmacy hName_ ERRES Wt~ o ] lodine . [[] Cither
Phome | } ] Latex w
|l
b |
S, |
';:—‘.‘:" u L
a ﬁ;" ¢ UPDATES (To be filled in at future appointments)
B
Hag there been any change In vour health since your last dental appointmant? [ Yes ] Mo
For what conditions? B ns P i
Are you taking any new medications? If 50, what?
Patient's Signature = Data
Doctor's Signature Date
Has there boen any change in your health since your las! dental appointment? T Yes MO
Far what conditions?
9 Are you taking any new madications? If 50, what?
Palient’s Signature r b - =y Cate
Doctor's Signatura Crate




