Today's Date; { L File #
Patient Mame: - i , I3
ol e ” 444 INSURZANCE INFo
What You Praler To Be Called: 3 Maie O Female o | PR e o :
Birthdate b2 Aga S Srard :
Co. Mame:!
Mlailing Addrass:
Addrass:
CITY STATE pat]
Home Phane #: | } CITY STATE oIF .'"'.Et
Work Phone #: | | Ext Fhone i: | !
Cell Phone &: | i Inzured's ID4#;
E-mail Addrass: Growp # |Pan, Local, or Palicy 85
Helerred By: Insured's Mame;
| Employer: Haw Lang? Relation: Date of Birth: / /
| Employer's Address Imsured’s Employer:
oncRry (]’ nial INSUraErn 1 P-
CiTY STATE Falc]
Ccoupation: (o, Name:
Status: 1 Minor U Single L Mamed L Divorced 2 Separated 1 Widowed Address:
Spouse’s Mame: QT STATE Fa I
Do vou have children? JYes Mo How many? o
Phane #; | }
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Person ultimately responsible for acoount

Marme:

Ralation:

Billirng Addross

Ty STATE bals
S5 #

Cirivers Licensa #: |

Wark Phana 4 | ]
Payment method: 1 Cash O Check

=l Cradit Card - Enbar card # abowe |# accapted) |5

1 hereby authorize assignmeani of my nsurance
ru,'.|h'.E and panalils direclly to tha pravider for
sprvices rendered. | fully undarstand | am solely responsi-
bla far any kalanca nol pakd by my INsuranca campany

(vl affarad at this office) |

Insurad's 1D

Group # (Pian, Local, or Palicy #):

Insured s Name
| Relation; Date of Birth A

Insured’'s Emphoyear;

Whaom sholdd we contact?

Relation:

Home Phone #; | |

Wark Phona #:( )

Cell Phone #; } g _SFhbelk o ——is
Whao is your Medical Doctor? —1f — . —iy
Madical Doctor's Phona #: | ]

PLEASE CONTINUE oN &
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1 Are you in painT O Mo O Yes  How Long?
Please indicate o any of the following problems

e J Red, swollen or bleeding gums = Teeth grinding
" J Sensiiive tooth, teeth or gums, - Rirging in Ears
J Blisters/Sores in or arownd the mouth, 3 Broken/Chipped footh
2 Other: _
Do you reguire pre-medicaton? O Yes J Mo J Don'l know
Pravious Denfist: {
Last Dental exam; ! ! Last Dental X-rays;

Times a day you brush? Times a week yvou floss?

[ AL IF-JE" MO | 1N
Reason for foday's visit; ' Exam J Emargancy J Consuttation

- Discomfort, clicking or popping in f[aw, 3 Lost®roken Filling(s) D Stained teath
= Loscking Jaw

-l Bad breath

{

Phonet

What type of tooth brush bristles do vou use? 11 Soft 1 Medium O Hard

= RHow would you rate your smile? swey? 2 3 4 5 & ¥ B B 10 mem

| First lmgrs 0 Fovrns, Ing. 9-BO0-0AF0ORMS FORM 8 20DGAZ C ght E20aT I
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, A MEDICAL HIATORY 1y
. | What medications are you taking? O Nerve pllls T Pain kAlafs frcuding aspissi I Muscle relaoers
.y < Stimulants ' Blood Thinners L Tranguilizers O Insulin ' Meds for Osteoporosis i
i = Other{s), pleasa list: 3
% | Hawve you ever taken: Bisphosphonates (ex. AredaFosamex) J Yes dMa  Phen-len/Redux (1 Yes 1 No
"'h.__ Do you have or have you had any of the foflowing diseases, medical conditions or procedures? | E
| ¥ N Hean ANack | Sircke ¥ N Tyl Problems ¥ N CancenTumors ¥ N Casmeilic Sungery b
¥ M Hearl Surg /FPacamaker ¥ M Kidney Probilams ¥ M Shingles ¥ M Eray or Cobl Tresment =
| ¥ N Hear Murrrsr ¥ M Liver FroDiams ¥ N Hapainis ¥ N Chemotherapy !
| % M Aheumalic Feva ¥ M Resgiratory Problems ¥ M HV +AIDS/ARC ¥ M Astbmz Y
| W M Maral Valie Prolspess ¥ N Sinus Prablerms ¥ M Arthwilia’ Ahsumaksm ¥ N Difficulty Breathing | "!
[ M Artificial Vahas ¥ M Slomach Problamaicess. ¥ N Arifical Bonesd\ dainls ¥ N DisbetasHypog o mea
| ¥ M Heail Disaage ¥ M Peychialvic Probiaims ¥ N Erghyaema ¥ N Leubarmia |
| ¥ M Conganilad Haar Defect ¥ N Venareal Diseasa ¥ M FairlinpSeizureaEpilepay Y N Anemia
" ¥ M Chesl Pains ¥ N AlcoholDriag Abuse ¥ M SevereFrequent Headaches ¥ N High/Low Blood Prassure
i | ¥ M Scarlat Fever ¥ M Tubsnculosis TH ¥ M Frecquenl Meck Pain ¥ M Bleading Probléams -
| ¥ N Haroisrass ¥ M Jaw Probiams TMATMD ¥ N Back Problems ¥ N Glaucoma ¥
1 i |
| Plnase ksl any oiher surgenias or medical condbions you have or svar had: H f
E- |
| =
| &re you allergic fo any of the fallowing? O Latex 3 Penicillin / Amoxicillin 2 Tetracycline O Aspirin - "_"1
—
I d Danlal Anesthetics 1 Foods: d Others: Ei
| Do you use lobacco? 1 Mo U Yes/How wsed? How much? How kang? | r
-~ {
. I | Please rabe your genaral healh from 1-10: Do you wear contac! lenses? O Y¥es O No -3
! ' | For women: Are you taking Birth Controd pilts? JYes O No How many children have you had? | 1
| Are you Pregnant? O Mo O Yes/How long? Are you nursing? L Yes O No !
T _ il g = e PR
i B Wa invile you 10 descuss with us any questions regarding our serdces. The bast Dental haahh services are basad ,:L'I,I:-lli."}-lré'_ l’l
[ o a fnandy, mudual nderstanding between provider and patant |
| W Cur policy requiras paymend in full ke all searvces rendered al the lima af visil, unless oiher amangaments Rave boan o Lu-
misde with [he business manager. || accouni s nol paad within 50 days of the dale ol service and no financial ' |
\ wrmangamants have been made, you will be responsible for legal lees, colieclion agency fees, nbemst chamges and R
any other sxpanses ncurred in collecling your accaund, 7
B | authariza 1he stall to perfarm any necessary sarvicas neaded dunng dagnasis and treatmant. | atso authonze the T nke
pravider 10 mlaasse any information requined o process neurancs clams
B | understand the above indorrmation and guaranies ths form wis complated cormecily o the bast of my knowledge gk
and undersiand il & my responsibiliy 1o infarm ths office ol &ny changas 1o ihe indormatian | have provided — ‘f__
Signature Date - !
Dbdult Pt L Pl o Guardan - Lauria |
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