SEHIC/Palienl 1D #

Patiant MName _
* Last Name

First Mams

Iicidte Tnita

E-mail

Sex M [OF Age

Birthdate

[ Married [ Widowed
[ Separated [ Divorced
Occupation

[ single 1 Miimor
[ Partnered for Yaars

Patient Emplover/Schoal

Emaloyer/School Address

Emgaloyar/Schoal Phone |

Spouse's Name

Birthdata

Who is responsible for this account?

Retationship to Patient

Insurance Co.

Group #

Is patient covered by additional insurance? [Yes [No
Subscriber's Name

Birihdate 54

Relationship to Patient

Insurance Co.

Group ®

ASSIGNMENT AND RELEASE
| cartify that |, andor my doponcontis), have insurance coverage with

and assign diracily 10

Mama of Insurance Company(ies)

D all rourmnce benchits, if
any, othenwise peyabie 1o me for sendces rendered, | understand that | am
financiaty responsibie for 2ll changes whethar o nat paid by inswrance. | authornze
thi uga of my signature on all insurance submissions.

Thie above-namid dentist may use my health cane Information and may dsclose
such information to the above-ramed Insurance Campany(es) and their sgenis for
the purpose of cbitainang payment for services and cetarmining insurance benaflils
o the benefits payable for related services. This consent will end when my current
treatment plan is compéetad or one yoar from the date signed below.

554

Spouse's Employer

Sigrature of Pationt, Parent, Guandian or Persanal Representative

Whom may we thank for refeming you?

T

Pleasa rint nami o Pation), Parenl, GUArIAN of PRsandl HApresentbve

Y 3 XK
@ PHONE NUMBERS _

Helationship 1o Patzn

Home | J

Exl Cell Phone (

Spousea's Wark ( )

Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT (Specity someone who does not live In your household.)

Mame

Ralationship

Wiork Pnona |

Home Phone (

'DENTAL HISTORY _

L

Reason for today's visit

Former Demist

City/State

Dry mouth

Date of last dontal visit

Date of last dental X-rays

Place a mark on “yas" or "na” to indicate § you

have had any of the following:
Bad braath

Bleeding gums

Blisters on lips or mouth
Burning sensation on ongue

Grinding teeth

OYes [INo Gums swollen or lender
COl¥es [INo oy pain or tiredness
Cl¥es [INe  Lip or cheek biting

COes [INo  oose teeth or broken fillings

Chew on one sid2 ol mouth

Cigarette, pipa, or clgar smoking
Clicking or popging jaw

Fingamail biting
Food collection betwaan the teath

Foreign objects

Mouth breathing
Mouth pabn, brushing
Crihodontic reatment
Pain around oar
Periodontal treatment
Sensitivity fo cold
Sensitivity to haat
Sensitivity 1o sweets
Sansilivity when biting
Bores or growtha in your mouth
How often do you floss?
How aften do you brush?




 PHEALTH HISTORY T s B T S et S BT

Physician’s Name Date of last visil

Have you ever taken any of the group of drugs collectivaly referrad to a5 “fen-phen?” Thess inciude combinations of lonimin, Adipex, Fastin (brand
names of phenterrning), Pondimin (fonfluraminc) and Redux {dexfenfiuramine). [CYes [ Mo

Place & mark cn “yes" or “no” to indizate if you have had any of the following:

AIDSIHN [¥es [ONo Epilepsy [CYes [1MNo Respiralory Disease ez [JMNo
Anemia [O¥es [JNo Fainting or dizziness [CI¥es [JNo Rheumatic Fever O¥es [] Mo
Arthritis, Rheumatism [¥es [INo Glaucoma [¥es [JNo Scarlet Fever [Yes [INo
Arlificial Hearl Valves OYes [JNo Headaches [CI¥es [JNeo Shortness of Breath ¥es [] Mo
Artificial Joints [I¥es [IMo  Heart Murmur []¥es [JNo Sinus Trouble C¥es [INa
Asthma [O¥es [JNa Heart Problems [O¥es [JMe Skin Rash C¥es [JNo
Back Problems [IY¥es [INo Hepatitis Type [OYes [OMNo Special Diet Clves [ Na
Bleading abnarmally, with Herpas [O¥es [JMNa Stroke C¥es ] Na
exlraclions or surgery CYes [IMe  High Blood Pressura [CIYes CIMo  Swollen Feet or Ankies C¥es O No
Blood Disease CYes CNo jaundies [JYes [JNo Swollen Nack Glands ClYes [ No
Cancer ClYes [INe  jaw pain CJYes [IMe  Thyroid Probiems ClYes [INo
Chemical Dependency [Yes [IMNe  gidney Diseasa Cves [ONo Tonsilits ClYes [No
Chematherapy ClYes [IMo  |jver Disease ClYes [INo Tubercuiosis ClYes [No
Circulatory Problems [I¥es (1IN0 | ow Blood Prassura [CYes [MMNe Tumor or growth on head
Congenital Haart Lesians Clves [OMNe  pmital Valve Prolapse Cles [JNo or nack C¥es [ No
Cortisone Treaiments OYes N0  pprgus Problems CiYes [Imo  Vleer OYes [ONo
Cough, persistant ar bloody [Cv¥es [INo  pacemeker Oives [ne Venersal Disease ClYes [1No
Diabeies CYes 1Mo  psychiatric Care [IYes [IMe Weight Loss, unexplained ClYes [JNo
Fmphysama CYes CINo  Radistion Treatment CIYes [JNe

Do you wear contact lenses? Oves [No

Women:
Are you pregnant? [d¥es [ Mo  Due date Are you nursing? [JYes [JMo
Taking birth control pilts? [Oves [ONo
MEDICATIONS il 1 ___ALLERGIES
List any medicaticns you are currently taking and the correlating [C] Aspirin [] Local Anesthatic
Sagroce: [] Barbiturates (Skeeping pills) ] Penigillin
— [ Codeine [ Sula
[ lodine [ Otbwar
Pharmacy Mame_____ - [] Latex
Phane ( |

D UPDATES (1o be filled in at future appointments)

Has there been any change in your healll since your lest dental appeointment? [JYes [ He
For what conditions?

Are you taking any new medications? Il s, whal?
Patient’s Signatura Date
Coctor's Signature Date

T I I mmmmmmmmmmmmmmryryrrrrrrrrrrerereeere r  E  E E  E  EE EE EE EEE E E  E ER E E E E E E E R R R L L R e L L L]

Has thers been any change in your health since your lzst dental appointment? [JYes [ No
For what conditions?
Are you laking any new medications?______ If 5o, what?
Patient’s Signature Date
Doctor's Signature Date




