Dental Information

Do your gums bleed when you brush? Yes No |

Are your teeth sensitive to heat or coid?  Yes No Pressure Yes No Sweeis Yes No
Do you ciench or grind your teeth? Yes No

Do you have any fear of dental work? Yes No |

Date of last dental examination . What was done at the time?

How would yvou describe your current dental problem?

How do you feel about the appearance of your teeth?
Would you like to whiten your teeth?

Medical Information

1 A.re you havmg pain or d:scamf‘ort at thls t:me‘? .................................................................................................................................... Yes No
2. Have you been a patient in the hospital during the past two years?.. oo oinnnnneenen. R A S s S R A S Yes  No
3. Have you been under the care of a medical doctor durmg P AR T TG co o amagsunmmmmis. b o0its s e b L o P R e Yes  No
Physician’s Name Phone No. o g e b e
Address ' N j
4. Have you taken any medication or drugs during the past tWo YEaATST........ccceimiesemsenresmserasessssinrassnsnssrnessessessstsessessesnssrassen P Yes No
5. Areyounow iaking sny mediCation OF QIHEST. uwaassrmmnsrepmssssississmssnsssenssmmmensassamrssrussmnssasvimmonmsesrssmnsssuovsossennmssansisss 168 TG
If yes, please list:
6. Are you sensitive or allergic 1o any medication or anesthetics?.....ccvviiiienennnn, s ARR —— Ry s 188 Nb

if yes, please list:
7. Indicate which of the following you have had or have at present, Circle *yes” or “no” to each item.

Heatt DAl ... .o spamsansasian Yes No  Artificial Joints (hip, knee, efc.).......... Yes No Cold Sores/Fever Blisters.......... Yes No
Heart Disease or Attack........... Yes No Kidney Troublevicecsccerseeneneeen. Y88 No Allergy to LateXo.cooeoiicaennn.. Yes No
Angina Pectoris.......oeee S ' [ £ | (o TR——— R —— Yes No Hepatitis B (serum)................... Yes  No
Congenital Heart Failure......... Xes N0 LHADELES.....cccniinsanrimnoseniensssisisssiasion Yes No HILVPositive.....ceeeeeeaeeeeee. Yes No
Heart Murmur...c.ccciveecvreeeenennes. Y8 No Thyroid Problems....coviiiieeiieeeeeeee T8  NE  BALELS s st Yes No
High Blood Pressure.........c... Yes INO GlaUCOMA . vercciieirrconsorsesseermmsenanees Y88 NoO Venereal Discase..cocovvvceicvannne.. Y5 No
Arteriosclerosis.. ... Yes N0 COnCerlcerniiicensessinecseneneees. 188 No - Blood Transfusion......cceeeeee.... Yes No
Mifral ValVEProlapse ..., Y68 N0 EmpHYSEmR.. covmmnemrmppiunaess Y08 NO  HEROPHING ..o pppmoninoney, 168 ND
Artificial Heart Valve............ - YEs Na  Chronice Conph. . cusssnsmimesrsmsss Yes No Anemia................ ARE— < . ¢
Heart Pacemaker. oo eeceeennees. Yes NoO  TuberculosiS. e eeeceaerreeee Yes No  Sickle Cell Disease.cvceecvecereee. Y5 NO
FICArE SIHELIY..ccorimmimnmmmeis- YES  NO- ASIBIIA .. i eaaasas. 168 NO  Brotse Easily. . ccicsciiesms 658 NO
Rheumatic FeVer...covumernee YES N0 HaY FeVeureoomivreevaeiccenvrssssnscreeeneeeee ¥€5 NO - Liver Disease........... .Yes No
ATHRTIHS oo cvrscnmnnrmrnrmrnenneeneeeee. ¥ €8 NG Radiation Therapy...cccceeoeecceeercanennne Yes No Yellow Jaundlcf, resseassamsamsasneneen. ¥ES  NO
RheumatiSm..cceccicecniecerienennennes Y85 NO  Chemotherapy...ocooveeceeeicireccacnaens Yes No Epilepsy or Se:zures...._.....4.....;..... Yes WNo
Diug Addiction: .....coummmass Yes No  Hepatitis A (infectinus) ....................... Yes No Faiating or Dizzy Spells............ Yes  No
SHroKe.cveeeeerieeirrenen, W S Yes  NO  TUMOIS.eetieeerecmrnsieecsrsssremeeneeeenee. 185 NO Developmentally Disabled........ Yes  No
Cortisone Medicine..........e...... Yes No Phen—Phcn ........................................... Yes  No

8. When vou walk up stairs or take a walk, do you ever have to stop because of pain i your chest, shortness of breath or
DECAUSE YOI ATE YOIV LITBOT i aiiasinwininsrssmsioscriis smuessniinavisss s pissmssrss s reve s ansis i es e s ek s A s N sk s e sisissiasvss, 388 IO

9, Do you have or have you had any disease, cnnditian, or problem not listed? ....................................................................................... Yes No

[f yes, please list;

For Women Only:
Are you pregnant? Yes .. What month? Are you nursing? Yes No

[ understand the above information is necessary to provide me with safe and efficient dental care. I have answered all questions truthfully and to thc
best of my knowledge.

Patient Signature Date

. Consent .

1 Tha underssgned hereby authorizes doctor or qualified staff to take x-rays, stud}f models, photogmphs or any diagnostic aids
deemed appropriate to make a thorough diagnosis of the patient’s dental needs.
2. I also anthorize doctor to perform all recommended treatment mutually agreed upon by me and to use the appropriate medication

and therapy indicated for such treatment in connection with (patient) . 1 understand that usmg anesthetic agents
embodies a certain risk. I authorize and consent that doctor choose and empioy such assistance as deemed fit to provide
recommended treatiment.

3. I understand where approprlate credit bureau reports may be obtamed

4. [ understand that it is my responsibility to advise your office of any change in the information contained on this.form.
Patient Signature o ' | __Date
Parent or Responsible Party Relationship to Patient__




We are complimented that you have selected us to provide dental care for you and your family.
Whom may we thank for referring you to our office?

Patient Information S
Dafte Patient’s Name | | |

Las) First
Address _ | | | e
Street - City B State Zip
Home Phone No. { ) Marital Status___ =11 Phicswe MNo. b
Birthday / / Social-Security # - - Drivers License #
Employer Occupation L
Employer Address I | Work Phone No.( )
—

Is Patient a full time Student? Yes No School |

Name T Ry R e sy
Emergency Contact . . Phone( )

Parent’s/euardian’s name

Address

Sirest City State Zip
Birthday [ / Social Security # ~ - Drivers License # |

—

Employer Occupation | I
e e v —— e
Employer Address Work Phone { } |

— e Insurance Information . R

Primary Policy Holder Social Security # - . Birthday____ / /

Policy Holder’s Employer — - Phone# () e
Insurance Company _Group No.

Insurance Billing Address _ - _Phone# }

Is policy connected with yvour union? Yes No Name of Union____ Lacal No.

Do you have dual Coverage? Yes No It yes, please complete the following secondary insurance inf;'n';;ion.

Secondary Policy Holder — i Social Security # & - Birthday | / /

Policy Helder’s Employer

[nsurance Company

Insurance Billing Address

{s policy connected with your union? Yes No _Name of Union. ~ Local No

e oo Appointment Poliey
To maximize the guality of your Car€, we try to ireat oniy one patient at a time. We require 48 hour notice for any changes (o your scheduled
appointment, s; we h?ve an ﬂf;?pargunity to fill your appointment with someone else that needs treatment. Failure to give 48 hour notice may subject
you to a missed appotntment fee. Strictly as a courtesy to our patients, we confirm all appointments with ! ' ;

o m N o2 : enty of adv .
s oy pp pienty of advance nofice. Please respond to

Signatare____ 0

Payment 1s due on the day of your treatment. If you have an insurance contract we will bill YOur insurance as a courtesy. Estimatedco-payments are

_due on the day of your treatment. [f your insurance company denies any portion of your claim you will be responsibie for the balance, as the contract
s hetwe:zm you and your Insurance company. if there is a dispute between you and your insurance company you will be expected to pay }:c:ur balance
i full within ten days of notification. We will be glad to assist you in seeking reimbursement once your account is paid

Signature |

Please complete back page
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