PATIENT INFDRMATIDN 4' DENTAL INSURANCE

Who is respongitile for this account?
Relationship to Pationt

SSMHIC/PatientiDy

Palidnt Mathe i T - f'{-_;. Inswrance Co.
Last Name :-_ '.._ Group # B —
¥l
= e o —— || s patient covered by additional insurance? [Yes [ No
First Mame Middle Initial A
|| Subscribers Name
Address r oo e e el e r’?
- | Birthdate SSH_ -
City R —_—— SR Cor— A )
Relationzhip to Patienl
State — - dp "
| Insurance Co. = = —= |
E-mail - == |
Group # . P — 3!
M [ | F Birthdate : s i
Sex (M [|F Bi — Age ASSIGNMENT AND RELEASE o ::
] Married || Widowed [ Single 1 Minor I cortify that || andor my dependentis), have insurance covarage  with " "
d E rtrcres . ¥ o ey R - and assign directy 1o " 4
[] Separate | | Divorced L] Partnered for _ years : T e e 1 i"
Cecupation = R B £l
3 Dr. z e all insurance banefits, il
Patient Employer/Schaol - | any atherwise payabde fo me ‘me for services rendered. | undarstand that | am
| financially resporsible for all charges whother or not paid by insurance, | avlhorize
EmployarSchool Address | theuse of my signature on all insurance submssions. i
) | The abuve-named dentist may w=e my health care infarmation and may disclose :,_ '
— — S D — I such information 1o the above-ramed Insumnce Company{ies) and thair agents for 3

the: purpose of oblaining payment for services and delermining insurance benefits. |1

" School P - ;
Employerf neve. L Fe D | orthe benefits pavable for related services. This consent will end whan my current L:;'-."_‘ﬁ::ll-
e

5 se's Nama : lreatment plan is complated or one year from the dats signed Delow. it

o it
Birthdate e e Signature of Patient, Barent, Guardian oe Personal Representatve '-,,é'f'ﬁ
s, s -1

= v}
L racmsremre B B ) - A
it Flogse print name of Patient, Parent. Guardian o Personal Representative e 2
Spousc’s Employer ] e . a2

Whom may we Ihank for referring you? Relationship to Patient " 4 .

2 T3 I TP ST e e e .‘%f:"g
3 FiioNE NUMBERS et
Home ( ) — Wok(_ ) Ea___ AwLPhome{ )} i ;.:'% -
Spouse's Work | J ; Best ime and place to reach you pemee i o aen ml}

IN CASE OF EMERGENCY, CONTACT {Specily someone who does not live in your household,) :'%T%

| Mame ___ Relationship .

'f&‘ Home Phone f j Work Phone (-

! ."~ DENTAL HISTDM

HAeason for today’s visil ) Chew on one side of mouth CYes [INe  Mouth breathing [I¥es [N

- ) ) - Cigarefte. pipe. or cigar smoking  [_Yes 1Mo Mouth pain, brushing [|Yes [1Mo
Former Dentist__ ) Clicking or popping jaw [lves [TMo  Orthodontic treatment [M¥es [1MNo
CilyiState o ) Dry maarth [I*es [Me  Painaround ear [I¥es [ INo
Dale of last dental wisit ) __ Fingernail biting [MYes [IMo  Periodontal treatment [¥es [INo

Date of last dental X-rays _ Food collection between the feeth []Yes [ INo  Sensitivity to cald CI¥es [ INo [
Flace a mark on “yes” or “no” to indicale if you Foreign objects [l¥es [IMo  Sensitivity to heal LiYes [THNo |
have had any of the following: Grinding tecth [ 1¥es [INo  Sensitivity to swoets MMyes TN |
Bad breath CYes | ING  Gums swollen o tender ClYes | INo  Sensitivity when biting Oves (Mo |
Bleading gums [I¥es CINo  jay pain or tiredness L!Yes [INo  Sores or growths in your mouth | | Yes [ 1Mo (1
Elisters on lips or mouth [TYes [ 1Mo Lip o cheek biting [NYes [ONo How often do you floss? - - 31
Burning sensation on tangue LlYes [TNo | nose testh o broken fillings Yes | |Ne [t

How often do vou brush'?
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HEALTH HISTORY

Physicians Mame

Date of last visit

Have you ever used a bisphosphonate medication? Common brand names are Fosama, Actoncl, Atelvia, Didronel, Boniva. [ ]Yes

[N

Have you ever taken any of the group of drugs collectively referred to as “fen-phen’?” These include combinations of lonimin, Adipex, Fastin (prand
names of phenterming), Pondimin (fenfleraming) and Redux (dexfenfluraming). | [Yes [ Mo

Flace a mark on “yes" or “no” to indicate if you have had any of the following:

AIDSHIY [I%es [1MNo  Epilepsy [TYes [I'No Respiratory Disease [I¥es []Mo
Anemia []Yes []MNo Fainting or dizziness [MYes ||Mo Rheumatic Fever [Yes [1No
Arthritis, Bheumatism [OYes [Mo Glaucoma [¥es [1Mo Scarlet! Fever [ |¥as [] Mo
Artificial Heart Valves [i¥es [ Mo Headaches [¥es [JMo  Shorlness of Breath [¥es [T Mo
Artificial Joints [l¥es [1Ma  Heart Murmur [J¥es [IMo Sinus Trouble [Ives TIMNo
Asthma [J¥es [1Mo Heart Problems [¥Yes []Mc SkinRash [¥es []No
Back Problems [T¥es [IMo  Hepalilis Type COYes [1No - Special Diet [¥es [1No
Biceding abnarmally, with - Herpes [i¥es [1Mo Stoke [¥es [ Mo

extractions or surgery UlYes [1MNo  High Blood Prassure [ IYes TIMe Swolien Feot or Ankles [O¥es [No
Blood Disease LYes [INe  jaundice [Yes [INo Swollen Neck Glands []¥es []No
Cancer (OYes [1No jaw Pain [¥es [INo Thyroid Problems [1Yes []MNo
Cherical Dependency Lives [INO  Kidney Disease Liv¥es [IMNo Tonsillits [M¥es []No
Chemotherapy LlYes [1No  pjver Discase [IYes [No Tuberculosis [Yes [INo
Circutatory Problems LiYes [1No yow Biood Pressure LlYes [1No Tumor or growth on head
Congenital Haart Lesions [T¥es [1MNO  pditral Vaive Prolapse [ Yes [ Mo ar neck [ ¥es [ Mo
Corfisone Treatmerts. [Cives TINo  Marvous Problems [(¥es [Nop Yleer [lves [N
Cough, persistent or bioody Cl¥es [ |No  pacemaker [M¥es | |Mo veneresl Disease [dves [No
Diabeles ClYes [1MNe  pgychiatric Care [Yes [INo Weight Loss, unexplained UlYes [INo
Emphysema LlYes [INo  Radiation Treatment [l¥es [Mo
Do you wear contact lenses? [1Yes [Mo
Women:
Are you pragnant? [[1¥es [Mo  Ducdate Are you nursing? [[ves [ Mo
Takirng birth control pills? OYes [1Na
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MEDICATIONS ALLERGIES
List any medicalions you are currently taking and the correlating [] Aspirin [7] Local Anesthetic
diagnosis!
gn_ﬂ o [ Barbiturates (Sleeping pills) L] Penicillin
] Codeine [[1 Suifa
i - [ ledine [] Other
Pharmacy Mams oo S
Latex
Phone | b o =
okt P "_,, B

UPDATES (Tobe filled in at futare appointments)

Has there been any change in your health since your last dental appointment? [Oves [IMo

For what conditions? __

Are you taking any new medications? ) It 50, what?

Patient's Signature B _ Datc S
Doctor's Signature Date - S—
Bt b vonit Faallh tocs your Wit il appoinmants [1%es [INe B oy
For what conditions?

Are you taking any new medications? It so. what?

Patient’s Signature Dale

Doctor's Signature _ Date R
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