The benefits of a happy, healthy sm ach and maintain optimal oral health.
Please fill out this form ely. i We col er we can care for yoll.

ABOUT YOU _ INSURANCE

Primary Insurance
Dental Coverage? [l Yes LINo

Insurance Co. Name:

Today’s Date:

E-mail Address:

Name: — — — Insurance Co. Address:
I prefer to be called: 1 Male [ Femdle o = =
Birthdate: _ Age: 55z "= Insurance Co. Phone #: | )
T T Group # (Plan, Local or Policy #):
P Insured’s Name: Relation:
= S 2 Insured’s Birthdate:  / / Insured’s ID #:
OSingle OMarried [Partnered [Divorced/Separated [Widowed Insured’s Employer:
Hm #: | | Cell & Employer’s Address:
Wk () Ext: DL #: = = =
Employer: Secondary Insurance
) Dental Coverage? [ Yes [ No
Employer’s Address: Vi . N
= v = Insurance Co. Address:
How long there? Occupation: = = =
Where & when are best times to reach you? g  Insurance Co. Phone #| )
Whom may we Thank for referring you? Group # (Plan, Local or Policy #):
Other family members seen by us: Insured’s Name: Relation:
Insured's Birthdate: / Insured's ID #:

Previous / Present Dentfist:

{Plamss Corrdal

Insured's Employer:

Employer's Address:

Person Responsible for Account:

'_ _SPOUSE INFORMATION

S

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

If this office accepts insurance, | understand that | am responsible for payment

His / Her Nome:

of services rendered and dalso responsible for paying any co-payment and

Employer: deductibles that my insurance does not cover. | hereby authorize payment

directly to the Dental Office of the group insurance benefifs otherwise payable

Wk #: |
Birthdate:

Ext:
DL #

SS #:

to me. | understand that | am responsible for all costs of dental treatment. | here-
by authorize release of any information, including the diagnosis and records of

Relative or Friend not living with you. freatment or examination rendered, to my insurance company.
His / Her Name:

Wk #: (

Relafion:

Hm &: | Signature Date

CONTINUED ON BACK



'DENTAL HISTORY.

Do you have a pe{soncl physiciun? [l Yes [ No Why_HﬂVE you come fo the dentist ‘}Odl‘.‘ly?
Physician’s Name:
Phone #: | _ Date of last visit: Avre you currently in pain2 g Yes [ No
Your current physical health ist | Good _ Fair [ Poor Do you require anfibiotics before dental freaiment? O Yes ENo
Avre you currently under the care of a physician2 [ Yes [l No Your current dental health is: "1 Good LI Fair [ Poor
Pl i ~ Have you ever had a serious/ difficult problem - = =
D:G;:ue:: ::: Sy S v BN associated with any previous dental work? 1 Yes [l No |
C 2 s Ll No = = = =
= Doyouflossdaily?2 [ Yes [l No Brushdally?  [lYes LINo

H hod tal reds, pins or implants? OYes ON = - : =

ave you (‘:| any me r' .s, pins or implants = 3 = o Type of bristles on your toothbrush? UHard [ Medium [ Soft |
Avre you taking any prescription / over-the-counter drugs2 L1 Yes L] No Have you ever had gum trectment® Dves ONo [
Please list each cne: | . o 1 o .

S = = | Doyourgumseverbleed2 [lYes [INo Evertich? Ll Yes LI No
Have you ever taken Phen-Fen? (Ao knoun ot ReduxoePondimn) ] Yes (1 No  |© . : = i
" s || Have you ever had periodontal disease? [ Yes ] No

when?

. — = Do you now or have you ever experienced pain / - = ]
Have you ever taken Fosamax, or any other bisphosphom!e? Ll Yes LI No iscomfort in your jow joint (TMJ / TMD)2 [1Yes [l No [
For Women: Are you using a prescribed method of bich confrol2 ] Yes 1 No 88 Are your teeth sensitive fo heat, cold, or anything else? =

Areyou pregnant? | Yes LI No Wask #: Do you have any loose teefh? CYes ONo [
Are you nursing? [ Yes [ No | Do you still have wisdom teeth? [l Yes [ No
g W ke fresher breath? [ Yes [ i 2 [0 Yes [l
= Have you ever had any of the following diseases or medical problems == e ) Yes LI No Whier fecth i b B Ho L
¥ N Abnormal Bleeding / Hemophilia ¥ N / Fever Blisers = Are you happy with the way your smile looks? [IYes LI No
E E ﬁ!!?:m J Drog Abuse ¥ s g;% Blood Pressure If not, what would you change?
Y N Anemia Y N Hospitalized for Any Reason
Y N Arhritis Y N Kidney Problems
Y N Arfiﬁr:ic} Bones / Joints / Valves Y N Liver Disegse
Y N Agdm G Y N low Blood Pressure | understand that the information thot | have given foday is correct to the best of
i : B: Tr{}nsj f'mi 3 ‘T, s m Valee Proks my knowledge. | also understand that this information will be held in the strictest
Y N Colifc Py Y N Pc;c&mufera e confidence and it is my responsibility to inform this office of any changes in my
Y N Congenitol Heart Defoct Y N Psychiafric Problems medical status. | authorize the dental stoff o perform any necessary dental services
Y N Diobetes Y N Rodiation Treatment that | may need during diagnosis and freafment, with my informed consent.
Y N Difficulty Breathing Y N Rheumafic / Scarst Fever
Y N Emphyse Y N Scizures :
Y N Epiepsy Y N Shingles Signature Date
Y N Foinfing Spells Y N Sickle Cell Disease / Traits - =
Y N Frequent Heodaches ¥ N Sinus Problems = 23]
Y N Glouoma Y N Sioke :
¥ N RS ¥ I s . OFFICE USE ONLY OFFICE USE ONLY _
v N Heart Murmur Y N Ukes _ g I
Y N Hepafiis ¥ N Venersol Diseose I verbally reviewed the medical / dental information with the patient named herein.
Please list any serious medical condition(s) that you have ever had:
Inifials: Date:
Are you allergic to any of the following? Dachors Comments
Y N Aspirin Y N Erythromycin Y N Penicllin
Y N Cedeine Y N Jewelry/Metals Y N Sulfur
Y N Dental Anesthetics Y N Llotex ¥ N Tetragycline

Please list any ofher drugs/materials that you are dllergic fo:

Our office is HIPAA compliant and is committed to meeting or exceeding the standards of infection control mandated by OSHA, the CDC and the ADA.

MEDICAL HISTORY UPDATE
Has there been any change in your health status since your last visif? Y N = o =
I Yes, please explain.
Dentist Signature Dat=
Has there been any change in your health status since your last visit2 Y N e Sgoane Da=
If Yes, please explain.
Denfist Signoture Date

GLOWING WELCOME FORM # 500A V7 anvwinlousisonlae com 22000 Paforms 1-800722-4884




