PATIENT INFORMATION Date

Name Birthdate SS#

Address City State Zip
E-Mail Address Home Phone Cell Phone

Check Appropriate Box ___ Minor __ Single _ Married __ Divorced ___Separated __ Widowed
Patient or Parent/Guardian’s Employer Work Phone

Business Address City State Zip
Spouse or Parent/Guardian’s Name Employer Work Phone

Name of person responsible for account
IN CASE OF EMERGENCY, CONTACT (someone who does not live in your household)

Name Relationship

Home Phone Work Phone

INSURANCE INFORMATION Relationship

Name of Insured to patient

Birthdate SS# / Subscriber#

Name of Employer Work Phone

Business Address City State Zip
Insurance Company Group # Phone #

DO YOU HAVE AN ADDITIONAL INSURANCE? __ YES__NO IF YES, COMPLETE THE FOLLOWING:

Name of Insured Relationship to Patient
Birthdate SS# / Subscriber#
Name of Emplayer Work Phone
Insurance Company Group# ___ Phone #
DENTAL HISTORY Y N MEDICAL HISTORY Y N
1. Do your gions bleed while brushing or flawing?......... __ 1. Areyou under a physician’s care now?....................... o
2. Are your teeth sengitive to hot or cold liquids/foods?.. —  ____ 2.Haveyou ever been hospitalized for any surgeries or
3. Areyour teeth sensitive to sweet or sour liquids/foods?.. —__ ____ geriousillness? ; .
4. Do you feel pain in any of your teeth? Kyes, was there placement of pins, valves or artificial
5. Do you have any sores or hunps in or near yosr mouth?............... ____ jointe? Please explain
6. Have you ever experienced any of the following problems
in your jaw? 3. Are you awrently taking any medications?................. o
a. Clicking? R Ifyes, please list
b. Pain (foint, ear, side of face)?
c. Difficulty in opening or clasing? —
d. Difficulty in chewing? ____ 4.Doyom use tobacco?. .
7. Do you have frequent headaches? ____ 3. Areyou pregnant?. "
8. Do you clench or grind yowr teeth? ____ ____ 6.Areyouallergic to or have you had any reactions to the following?
9. Do you bite your lips or cheeks frequently? _ Local Anesthetios Penicillin or oy other Antibiotics
10. Have you had any orthadortic treatment? Sulfa Drugs Iadine Aspirin Latex Rubber
11. Have you kad anty head, neck or jaw ijuries?...............ocovscesnee Codeine Barbiturates Metals ___ Other
Do you have or have you had any of the following?
Y N Y N Y N
Cardiac Pacemaker.... ....... ... .....cec.c s Rhewonatic Fever...... ... ... ......... HeartMurmur...... ... ... ccevence e
Fainting/Seizwres... ... ... ... ... ... ... ...... ___ Emppwo... __ Toecuats............ccceeueenes
Epilepsy...... ... Lewkmmia....... _ Arthritis........... ... T
Liver Disaase......... ......co o veenene Diabeies...... ... oo coeio veecer convee e __ Joint Replacomnean or Implant... ........

This is to certify that the informatian given above is true and correct to the best of my bwwladge

SIGNATURE OF PATIENT or PARENT/GUARDIAN if minor



