Patient Information AB

Date

Patient’s Name — Firel Middle
Address Enaet City State Zip
Home Phone Birthdate Social Security #

If patient is a minor, give parent’s or guardian’s name

Whom may we thank for referring you to our office?

Responsible Party Information

Name

Last First Middle Marital Status
Residence
Street City State Zip
Mailing Address _ :
Street City State Zip
How long at this address Home Phone Work Phone
Previous Address (if less than 3 yrs.)
Street City State Zip
Social Security # Birthdate Relationship to Patient
Employer Occupation No. Years Employed
Spouse’s Name Relationship to Patient
Lasl First Middle
Employer Occupation No. Years Employed _____
Social Security # Birthdate Work Phone

Insured’s Name

Insurance Information

Insurance Co. Address

Insured's Soc. Sec. #

Insurance Company GroupNo._____ Local No.

Do you have dual coverage? Yes[d No O Ifyes:

Insured's Name

Insurance Co. Address

Insured's Soc. Sec. #

Insurance Co. GroupNo.________________locaiNo.

Insured's Employer

Name of nearest relative not living with you

Emergency Information

Complete Address

Phone

| understand that where appropriate, credit bureau reports may be obtained.

Signature (Parent’s signature if minor)

Updates (date & initial)




HEALTH HISTORY

CIRCLE
1. Are you having pain or discomfort @t this tIMB? ... . .. .o et YES NO
2. Do you feel very nervous about having dental treatment? ... ... . i s YES NO
3. Have you ever had a bad experience in the dental office? ... YES NO
4. Have you been a patient in the hospital during the pasttwo.years? .................ooooiiiiiiiiiiiiiiiiiiea st s R iR YES NO
5. Have you been under the care of a medical doctor during the past tWo Years? ... ..o e e YES NO
Physician's Name
Address Phone #
6. Have you taken any medicine or drugs during the past tWwo ¥YBars? .............coiiiiiiiiiiiiiii e ia e s enea s s s e e eeeenean s YES NO
7. Are you now taking any medication, drugs or pills? ... S S T R SR YES NO
If yes, please list:
8. Are you aware of being allergic to or have you ever reacted adversely to any medication or substance? ..........................coccoiii.. YES NO
9. Indicate which of the following you have had or have at present. Circle "yes" or “no" to each item.
HeamiRallue:: .o visiinn YES NO EmphYSBma:. oo isnvnsnninn YES NO  Hepatitis A (infectious) ................. YES NO
Heart Disease or Attack ............ YES NO GO 5 i i st e e YES NO Hepatitis B (serum) ..................... YES NO
Angina Pectoris ..................... YES NO Tuberculosis (TB) ....................... YES NO Liver Disease ..................coo..... YES NO
High Blood Pressure ............... YES NO  Asthma ................ccoccoiiiinienns YES NO  YellowJaundice ........................ YES NO
Heart Murmur ....................... YES NO HayFever .............cocovvvvninnnnnnn. YES NO Blood Transiision ..o o YES NO
Rheumatic Fever ................... YES NO Sinus Trouble ....................c.el, YES NO Deug AddicHon ..o YES NO
Congenital Heart Lesions .......... YES: NO: .. sAISes0eHINGS . covvvnunimanms YES NO = Hemophllia .....c.c.coviciaiiniiniis YES NO
ScarletFever ....................... YES NO Diabeles’:u.commnnmminamana YES NO  Venereal Disease
Artificial Heart Valve ............... YES NO Thyroid Disease ........................ YES NO (Syphilis, Gonorrhea) ................ YES NO
Heart Pacemaker ................... YES NO X-ray or Cobalt Treatment ............. YES NO COldSOB8: ... vt e i YES NO
HearSurgeRy: .. ..o i YES NO Chemotherapy (Cancer, Leukemia) ... YES NO  FeverBlisters ........................... YES NO
Artificial Joints (Hip, Knee) ......... YES NO ARDIRIS 0iiliii e onon s ien s e nnsnns YES NO Epilepsy or Seizures ................... YES NO
87 e S YES NO Rheumatism ..................ooel, YES NO  Fainting or Dizzy Spells ................ YES NO
BIOKE: i s it s ot YES NO  Cortisone Medicine ..................... YES NO  Nervousness ..............oesaeiis YES NO
Kidney Trouble. ...... c.cus s e YES: NO'  -GIAUCOMA .., ccusivinsissuunivigaves YES NO  Psychiatric Treatment .................. YES NO
BHEBIS: - .ccociii vtz it v YES NO Painin Jaw Joints ..o YES NO  Sickle Cell Disease ..................... YES NO
Cosmetic Surgery .................. YES MO MIDS smmnaunsnnni: YE NO  Brms BB v i YES NO
10. When you' walk up stairs or take a walk, do you ever have to stop because of pain in your chest,
or shortness of breath, or because You are very tir@d? ....... ... e YES NO
11 Boyouranklas swelliduring the day? oo ot i i i e s S i b men s s e s e et o e e YES NO
12. Do you use more than 2 PillOWS 10 SIBEPT ..............coiiiiiiiiiiiiiiiii it YES NO
13. Have you lost or gained more than 10 pounds in the PAStYEAI7 ... ...ttt YES NO
14. Do you ever wake up from sleep short of Breath? ... ... e YES NO
15 IATe YOU CNAEPECIANEIENT. . 55, oo ook o e e s B S s R S B S S T YES NO
16:3Haswour:medicataociorovorsaid yoU RaVe aiCENEEHON TMOIT oot i i s e i S T e e S b b s YES NO
17. Do you have any disease, condition, or problem not listed? ................... R e N s e R e e R s ot YES NO

FOR WOMEN ONLY:

Are you pregnant? O Yes [ No If yes, what month?

. Are you taking birth control pills? O Yes O No

lunderstand the above information is necessary to provide me with dental care in a safe and efficient manner. | have answered all questions truthfully and

to the best of my knowledge.

Patient Signature

Date

CONSENT:

The undersigned hereby authorizes Doctor to take X-rays, study models, photographs, or any other diagnostic aids deemed appropriate by Doctor to
make a thorough diagnosis of the patient's dental needs. | also authorize Doctor to perform any and all forms of treatment, medication and therapy, that

may be indicated in connection with (Name of Patient)

and further authorize and consent that Doctor choose and employ such assistance as he deems fit. | also understand the use of anesthetic agents
embodies a certain risk. | understand that responsibility for payment for Dental Services provided in this office for myself or my dependents is mine, due
and payable at the time services are rendered unless financial arrangements have been made. | further understand that a 1%2% finance charge (18%
annually) will be added to any balance over 60 days. In the event of default | (We) prcmise to pay legal interest on the indebtedness, together with such

collection costs and reasonable attorney fees as may be required to effect collection of this note.

Patient

Date

Witness

Parent or Responsible Party

Relationship to Patient




