Be Fit For Lift ® Eat Healthy m Schedule Regular Exams ® Be Fit For Life

Thank You for Selecting Our Dental Team

To help us meet all your healthcare needs, please fill out this form completely in ink.
if you have any questions or need assistance, please ask us and we will be happy to help.

Patient Information (Coniidential)

Mame

[Crater

S5#/50M

Arldress

Harthelate
City

Home Phaone

State Zip

Email

Check Appropriate Box:[ ] Minor [ Single [ Masied

If Student, Mame of School [ College

Coell Phwne

[] Separated 7] Divorced D'ﬁl‘l.l'iinwrd DMDHWI:

City

Full Part
State Tirms: 0O Time: 0O

Patient or Parent Guardian’s Emglowver

Work Phone

Bimsiness Address City State Zip
Spouse of Parent/ Cuardian’s Mame Ermploryer Wk Phone

Whom May We Thank for Beferring You?
Peerson to Contact in Case of Emengency
Phore

Responsible Party i difierent from above)
Relationship

M o Perion Besponsible for ths Accoum e Patient
Address Hiamie Phone
Email Coll Phone
Diriver's License & Birthedlate Financial Instituticn
Emplayer Work Phone S5# 51N
Is this Person Currently a Patient in our Officet [ ves e

For your conmsenaenson, we offer (e following meethods of payrment, Please chack the option you preder. Payment an full a1 cach apposniment.

O cash [ Pesonal Check Credit Card I wisa [ MasterCard 1 wish 1o discuss the office’s payment policy.

Insurance Information

Hame of Person Carrying Insurance to Patient
Birthedabe S5E/5IM Date Employed
Mame of Employer Linbon or Local # Wirk Phone
Emplower Addres City St
Insurance Company Croup # Policy D #
Irs. Co. Address City State

Have youl used ary benefits this year? I yes, amounl

Relationship

Do You Have Any Additional Insurance? [ ¥es [IMNo I Yes, Complete the Following
Relationship
Marme of Person Canrying Insurance to Patient
Birthdate S5# /5N Date Employed
Mame of Employer Union or Local & Wiork Phaone
Ernployer Address City SLane
Insurance Company Croasp # Policy/1Cy #
Ins, Co, Address City State
Have you used any benefits this year? I yes, amiowun
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Patient Medical History

Physicion'Ching Oiffice Phione [t o Last Exam
E; % Wi Mo
T Arer yous wnded maedical ireatment now? g, mmuh“m-ldmmf
zruwmmhmlmpqﬁpdhmywd W, Are yoia weanng conlact lenses! ) E E
epeeratnon of senod Blnessf O 0O . Mm&m oy oot v wour had any reactions
i ok -
o soosetoc Loscal .ﬂ.l'rlull'lll'l.ll'.'l-" ieg mﬁ“
3. Are medicationts) includi Penicillin or any other Antibaotics
or posscriglion medicine? " O 0O  SulaDug g
If yes, what medicationis) are you taking? Barbiiturates. | Sedtnes ﬁ
h:rdlrrt B
.r.-lu.-r.ﬂ:.n:e rcked, mvercury, ebe.) O 0O
- mLmﬂmE g g
4. Have you ever taken Phen. Fon/ Redux!? T O 0O Oither
5. Hawe you ever take Fosamax, Boniva, Ac o army 12, Do yous have a penstent cough or throat cleanng
cancer medications contaming bisphosphonates! 0O 0O msl.f:ncnud with a known illness (Listing maore
i, Hane s Bakoen Viagra, Revation, Cialis or Levitra than 3 weekalf O 0O
i the List 24 hourst O O 13 Women Only
7. Do yens Lake herbul medicines of supplements! 0O 0 Age you pregnant of think you may be pregnant £
I s e kit Age you nurangf
8. Do yous have of have you had any of the following? Are you taking oral contracoptives!
¥es Mo Yies P Yei Mo
AIDS or HIV Inbection O O Frecquently Tired B B Mitral Valve Prolapse o o
Alzheimer’s | Dementia O o Clavonma _ Pacemaker o o
Anemia O O Hary Fever [ Allergies O o Radiation Therapy O O
Anghia 0O 0O Heart Attack H B Recent Wesight Loss a o
P 0O 0O Heart Disease Respiratony Problems o o
Asthma O 0O Hean Marmer 0 o Rheumatic Fever O o0
Aulism O O Heant T'“";H" Sexually Transmitted Disease [0 O
Cancer O o Hopats / Fnmdice Stomach Troubles/ Ulcers  [1 [0
Chhest Pains 0 O o ke '“‘“‘m',l" Stroke 0 0
Doiabetes O o gl swollen Ankles o0
Easily Winded O o0 lm! Ropreitikion 8 E
Em O 0 Livier Diriaarsee T“ﬁm' 0 o
Epslepy | Comuhion: o o0 Leww Bhoosd Prossure ubrCLbos!
Fainting / Setrures O 0O Mentally Challenged Othwer
Patient Dental History
Marme of Presvious Dentist Date of Last Exam
Prescions Dt s Location Dhate of Last Cleaning
1. D yousr gums beod while beushing or flossing? . Do yous bunoe ireguent headaches?

2, Awe your Diseth sensitve o ot or cold liquids foods?

3, Are your beeth sensitive Lo sweel o 500 liguids Toods?
4, Do you feed pain o any of your leeth?

5. D wiow e Ay sosnes o lumips imooF rear your moth?
{5, Mase you hasd angy head, nesck or jas injunes?

T Have you ever expersenced any of the Tolloweng

9. Do you clench or grind your teeth?

10, D o hite your lips or cheeks frequenthy?

11, Hase wou isver bl ary didlicult extractions
in the patf

12, Havewr youn esver hadl ary prodonged Bleeding
Followwing extractionsd

000 O O00F

0000 0O00000F
0000 oooooo#

problens in your jaw? 13 Hawe you had any othadontx treatment?
O 1, Do you wear dienbuses of pantiak?
Pain (poind, car, ude of fce) I s, e o placement
Mmfhwklﬂﬂdmin! 15 Harwe youn eover fiCend] ofal I'r:rﬁith' aiel L s
Deffacudty i chewing regarding the cane of your teeth and gums?

0o 0Ooo o ooof

oo

16. Do youn Blop yousr smiled
Authorization and Release

I centify that | hane read and undersgand the above information 1o the best of my knowledge. The above questions have been acousately
answered, | undendand that providing incorrect infiormation can be dangerous (o my bealth. | shonze the dentist o release avy infonmation
including the diagnosis and the reconds of any treatment or examination rendered to me or my child during the period of such Dental care 1o
third party payoss andior hi-.ﬂlhpt.u.l.li&mn. I authodure and request my insurance company b pay deectly 1o the dentist or dentsl group
imsurance benelits othirwiie payalili to me, | undernstand that my dental mauranoe carmer may pay less than the actual bl for sendoes. | agroe
to bee respomible for payment of all seevices rendened on my behall or my dependents.

X Date
Sigrature of patient for parentguardian i minoe Forw A SRR W e




