Thank you for selectin, ;l; our dental healthcare team!

We will strive to provide you with the best possible dental care.
To help us meet all your dental healthcare needs, please fill out this form
completely in ink. If you have any questions or need assistance, please ask us -
we will begmppy to help.
Patient #
. . SS#/SIN.
Patient Information (coNFIDENTIAL) Date
Name Birthdate ?ﬁ"&e Phone =
Address City Prov. PI%
Email Cell Phone
Chech Apprapriate Box: [1Minor [ Single ClMarvied O Divorced Owidowed [ Separatzcgj - .
If Student, Name of School/College City e Tame [l Time
Patient or Parent/Guardian's Employer Work Phone
, , State/ Zi%
Business Address City Prov. PL.
Spouse or Parent/Guardian's Name Employer Work Phone
Whom May We Thank for Referving You?
Person to Contact in Case of Emergency Phone
esponsible Party —
Name of Person Responsible for this Account to Patiznt
Address Haorne Phone
Email Cell Phone
Drriver’s License # Birthdate Financial Institution
Employer. Work Phone SS#H/SIN

Is this Person Curvently a Patient in our Office? [ ves [ No
For your convenience, we offer the following methods of payment. Please check the option you prefer. Payment in full at each appointment.

Ucash . OPersonal Check Credit Card [visA [ MasterCard [ 1 wish to discuss the office's payment policy.
Insurance Information -
. Relatipnship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer Unionorlocal#___ Work Phone
State/ Zip/
Address of Employer City Prov. L.
Insurance Comparny Group # Policy/TD # _
Ins. Co. Address City %:g? P
How Much is your Deduciible? HowMuchHaveYouUsed? ____ Max Annual Benefit
DO YOU HAVE ANY ADDITIONAL INSURANCE? [JYes [ No IF YES, COMFPLETE THE FOLLOWING:
Relationship
Name of Insured to Patient
Birthdate SSH/SIN. Date Employed
Name of Employer Unionorlocal# ________ Work Phone
i : P, Vo
Address of Employer City oV "C.
Insurance Company Group # Policy/ID #
| o pa
Ins, Co. Address : City ov. G-
How Much is your Deductible? How Much Have You Used?_______ Mo Annual Benefit

Over Please



Patient Medical History

Physician Ofice Phone Date of Last Exam
Yes No allergi . A
1. Are you under medical treatment Row?........censvssssn O a . Areyou toor have you had any to the ol '
2 H been haspitalized Local Anesthetics (e.g, Novocain)
mgramﬂpg;wﬁﬁmwhﬁm iﬂuﬁ:mm the last 5 years?.... [1 [ F:j_““""‘ or any other Antibiotics E
R Sedatives .......... |
3A takding any medi ,
ir:iﬁg nm-p;w m{:i}m? ........................................... O 0O ﬂ’:ﬂ E
f yes, what medication(s) are you taking? —— MMk eg mchci, FIEFCUrY, €lt. J',... s E
4. Have you ever taken Fen-PhenRedux?.............convvvncsne. 13 L N g]hn' fpim;lt:m!kﬂ] - 0O 0O
5. Do you use (oBacco ... s O 0O ussi?mdud‘:ha m;m‘:’;m?:"irt ﬂmn?mh} OO
6. Do you use controlled subStances?.................oooovocovoerrre O O 11 Women Only:
7. Are you wearing contact enSes?..............or s 3 L :;::: ;;': ';?'“‘rﬂs\l‘::; or think you m)'bf msrmt’ ------ § B
8. Do you have or have you had any of the ollowing? cJM}wmkmgmicwwmpmﬁﬂ O
Yes Mo Yes Mo ’ Yes Mo
High Blood Pressure .................. a o O O ChestPains oo O O
Hea@rt ARGCR ..o ovoevsneresesns g o L1 O Easily Winded ...coooncns 0o g
Rheumatic FOer ... O O  Heart Murmur .. O O  stwoke oo O g
Swollen Ankles 0] O  Angina.. o 1] [0 Hay Fever  Allergies 0o
Fainting / Setzures .......... O o Freqt.rm!l_‘y Tired oo O O Tuberculosis....oooons O O
Asthma........ O O Anemia .o e O Radiation Therapy .............c..... 0o
Epilepsy / Con mIs-mrts ...... E E Camcer ... E E Recent Weight Lnss .............. Et E
Leubemia ... Aﬂ!tr'uis Liver DHSEOSE .ooooovovoveerseeerce
DRabees ..o O O Jjoine Rzptacmnnlarlmpi’mu v L O Heart Trouble ..o O O
Kidniey DISeases .................... O O Hepatitis/ jaundice .................... O O  Respiratory Problems................. O O
AIDS or HWInfamm ........ L O Seqally Transmitted Disease ... 1 [0 Micral Valve Prolapse.............. 1 [
Thyroid Problem ... O O  stomach Troubles/ Ulcers.......... [ [ Other O 0O
Patient Denta! H:stury
Name of Previows Dentist and Location Date of Last Exam
Ye
1. Do your gums bleed while brushing or flossing? ......ooovoceeve. ] 8. Do you have frequent headaches? ...,
2. Are your teeth sensitive to hot or cold liquids/foods? ... 9. Do you clench or grind your teeth? ...,
3. Are your teeth sensitive to sweet or sour Hauidefoods? ............. 10. Do you bite your lips or cheels frequently? ................

4. Do you feel pain to any of your teeth? ...
5. Dio you have any sores or lumps [nurnmrymrmdﬁ?
6. Have you had any head, neck or jaw injuries? ...

Yes
0
O
0O
11. Hw:_wum had any difficult extractions
12 Hmtymnwhudmypmbngadbludlng O
0
O

0000 0O0oOoo
0000 0booooz

00 000 O ooosg

7. Have vou ever experienced any of the following Jollowing extractions? ... s
probimlslnymrjaw’ 13. Have you had any orthodontic treatment 7,

Clicking ..... e e 14. Do you wear dentures or partials?. ...

Pain (joint, ear, sndequnce} ...................................................... If yes, date of placement

Difficulty in opening or closing I5. !-Im.-e_ym ever received oral hygiene instractions

16. Do you like your smile?... ..o O
Authorization and Release

!cml_.ﬁrrhdrlhmrrmdandundcﬂrwlhcnbwcinjmimmlhcbﬁl«ﬁdv ledge. The above questions have been accurately answered.
1 understand that providing incorrect information can be dangerows to my health, Imhmizuh: dentist to release any information including the
ggn:ms and the records of any treatment or examination rendered to me or my child during the period of such Daﬂal care o thivd party payors

for health practitioners. | authorize and request my insurance company to pay direcily (o or dental group insurance benefits

mhcmlxpaynﬂc to me. | understand that my dental insurance carrier may pay less than .:Fl:a:rud bill for services. T agree to be
[for payment of all services rendered on my behalf or my dependents.

X
Signature of patient {or parent/guardian if minor)

Dractors Cormmenis

Signeiiure _ Dae
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