
Spouse'sWork ( J Best time ar,o 813ce tJ reach you _

IN CASE OF EMERGENCY, CONTACT 'Specify someone who does not live In your r,ousehOld.)

L(OME

Burning sensation on tongue =Yes = No Mouth breathing CJ Yes :::J No
Chew on one Side of mouth = Yes = No Mouth pain, brushing DYes ONo

Cigarette. pipe or cigar smoking ::::J Yes = No Orthodontic treatment eYes DNa

Clicking or popping Jaw := Yes ::::J No Pain around ear eYes C]No

Dry mouth i-' Yes = No Periodontal treatment ::::Yes :J No
Fingernail blt!n;J = Yes = No SensitiVity to cold CJ Yes r:J No
Food collection between the teeth :=Yes = No Sensitivity to heat eYes = No

Foreign Objects = Yes = No Sensitivity to sweets eYes :J No
Grinding teeth = Yes = No SensitiVity wnen biting CJ Yes :J No
Gums swolienJr tender = Yes - rJo SOies C;" ~rOW1hs :~ \/our mouth eYes No

-
Jaw parn or tiredness = Yes - t\'C- \-t,:)"" Oiler JO yOG f:oss'7
Lio or cheek biting = Yes - ;~C-
Loose teeth or broken fillings = Yes - No HJI-'i of1en do JOU :)fush?-

Relationshipto Patient

SS# _

Cel! Phone ( .' _Ext

Date

Relationship _

Work Phone i J _

DEN TAL INS V RA N ( E

Please orinl name of Patiert Parert Guardian or PersonalRepresentative

Subscrrber's Name _

Signature of Pat'ent. Parent Guardian or PersonalRepresentative

Relationship to Patient _

!nSJrance Co _

Insurance Co

_____________________ and assign directiy to
Name of Insurance CompanY(les)

'Nho s responSlb,e for this account') _

Group II _

ASSIGNMENT AND RELEASE
i certify that I. andior my dependent1sl have 'nsurance coverage with

Birthdate . -----

Relationship to Patient _

Group ::

Is patient covered by additional Insurance? =' Yes = No

Dr _ _ _, , __ ~~_=_~ all insurance benefits, if
3'Y otherwise ~ayabi" 10 me for services rendered. I understandthat i am financially
'8SPcnslble for all charges whether or not paid by Insurance. ! authorize the use of
""y signature on all insurance submiSSions

Ihe above-named doctor mav use mv health care infonmationand may disclose
such Information to the above>acc.ed :nsurance Company(res)and their agents for
the pur~ose ::1c'ota:nlng oayment fer serv]ces and determJning insurance benefIts or
the benefits payable for related se'/lces. This consent Will end when my current
treatment pian IS completed or one year from the date signedbelow,

= Minor

Work I

Zip _

:= Single

== Partnered ;or yea'sCJ Divorced

[J Widowed

W E

PHONE NVMBERS

City _

State_______ _ .. _

Date ___

E-mail _

Patient _

Sex c:::M u F Age

Birthdate _

PATI ENT I N FORMATION

SS/HIC/Patient 10 # __ ._ _ _ . _

Address . _ . .. __ ___

Occupation

Patient Employer/School _

Employer/School Address

DENTAL HI)TORY

Employer/School Phone I

Birthdate _ _

SSII

Home (__ l

Spouse's Employer . _. _

Whom may we thank for referring you? _

[] Married

[] Separated

Spouse's Name _

Name ---------------------------

Date of last dental viSit ~_ _ _

Home Phone I

City/State _

Date of last dental X-rays _

Former Oentist____ _ _

Reason for toda{s visit _

Place a mark on 'yes" or "no" to Indicate if YOI~
have had any of the follOWing'

Bad breath ::::J Yes No

Bleeding gums = Yes = No
Blisters on lips or mouth = Yes = No



For what conditions? _

Are you taking any new medications? If so, what? _

'~'e.s ,~-Jc

- Yes
~

No- -~
res ~ No- -
Yes - No-
- Yes

- No- -
- Yes -, No-- Yes ---, No-= Yes CJ No
- Yes i"' No- -
Yes - No- -
- Yes " No-
= Yes - No'----"= Yes

~. No-
:::::]Yes -' No

::J Yes '1 No

= Yes
~ No

- Yes -~ No-

C Local Anesthetic

C Penicillin

C Sulfa

:= Other _

Date _

Date _

Are you nurSing? = Yes := No

== Aspirin

= Latex

ALLERGIES

== Codeine
:::::]Iodine

:= Barbiturates (Sleeping pills)

If so, what? _

Due date _

v PDAT E) (To be filled in at future appointments)

Are you taking any new medications? _

HEALTH Hl~TORY

Phone (__ ) _

Doctor's Signature Date _

Patient's Signature Date _

Pharmacy r~ame _

Ust any medications you are currently taking and the correlating
diagnosis:

Do you wear contact lenses? := Yes , No

Women:
Are you pregnant? CJ Yes :J No
Taking birth control pills? = Yes == No

Anemia = Yes No Fainting or diZZiness = Yes N0 Rheumatic Fever

Arthritis, Rheumatism :='Yes No Glaucoma Yes No Scarlet Fever

Artificial Hea" Valves Yes No Headaches '.,.res No Shortness of Breath

Artificial Joints = Yes = No Heart Murmur Yes ~,Jo Sinus Trouble

Asthma =ves r~c Heart problems Yes No Skin Rash

Back Problems = Yes No HepatitiS Tyoe = Yes No SpeCial Diet

Bleeding abnormally, with eYes No Herpes = Yes No Stroke
extractions or surgery High Blood Pressure C:::Yes c:::: No Swollen Feet or Ankles

Blood Disease c::: Yes = No Jaundice ves = No Swollen Neck Glands
Canoer c::: Yes = No Jaw Pain = Yes No ThyrOid Problems
Chemical Dependency c::: Yes = No Kidney Disease = Yes No Tonsillitis
Chemotherapy :::JYes No liver Disease = Yes No TuberCUlosis
Circulatory Problems ::::;Yes = No Low Blood Pressure = Yes No Tumor or growth on head or
Congenital Heart Lesions :=Yes := No Mitral Valve Prolapse Yes No neck

Cortisone Treatments DYes o No Nervous Problems = Yes := No Ulcer

Cough, persistent or bloody eYes = No Pacemaker Yes = No
Venereal Disease

Diabetes C:Yes = No Psychiatric Care = Yes = No
Weight Loss. unexplained

Emphysema :=Yes c::: No Radiation Treatment Yes No

Physician's Name _ Date of last /Isit ~ _

Have you ever taken any of the group of drugs collectively referred to as "fer-Dher~' These IrcI'Jde combinations of lonlmin, Adipex. Fastin (brand
names of phentermine), Pondimin (fenlluramine) and Redux (dexfenfluramlnei - Yes:=' No

Place a mark on "yes" or "no" to indicate if vou have had an\ of the fOllow1n9
AIDSIHIV = Yes ~jo :::;J,epsy 'Ies '\': ResP!ratoc, Disease

Patient's Signature _

For what condftions? _

Has there been any change in your health since your last dental appointment? == Yes == No

Has there been any change in your health since your last dental apporntment?= Yes == No

Doctor's Signature _

---------------------------------------------------------------------------------------------------------------------------------------
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