Wc/comc

T/lc benechits of a ﬁapfy ﬁca/t/y smile are immeasurable! A beautitul smile is a wonderful assct. /D/casc fill out the form comp/ctc/ﬂ.

T/)c better we communicate, the better we can care for ﬂou!

Patient Information: Tell us about yourself
Date: / /[ Name: M or F

first : last middle
Nickname (if preferred): - Age: Birth date: / /
Home address: '

How long at this address?:

E-mail address: ] ~ Best Phone # to reach you:
Divorced Widowed Separated Partners
List any family members or friends who have b .‘;:‘T in treatment in our office:
General Dentist: & : honet#: Date of last dentalexam: _ / [/
Is there any dental treatment to be es or No If yes, date of next appointment: ___ /  /

Marital Status (circle one): Single Maifrled

pouse Information

Name: Birthdate: / /
first middle
Age: M or F Job Title:
Employer: How long at current job?:
y Insurance
Orthodontic Coverage: Dental Coverage: Yes No Don’t know

Insurance Company Nam Group or plan #:

Insurance Company Addre

Insurance Co. Phone #: Insured’s Name:

Relation to you:
Insured’s Birth date: /

ed’s Employer:
stured’s SS# or ID#:

ondary Insurance
Orthodontic Coverage Dental Coverage: Yes No Not Sure

Insurance Con Group or plan #:

Insured’s Name:

Insured’s Employer:
Insured’s SS# or ID#:

Emergency Information

elative not living with you:

Home Phone #:

city state zip




Medical History

Name and phone number of physician:

Yes No X
a a Are you in good general health at this time? If not, please explain:
a a Are you allergic or sensitive to any drugs/ medications? 1 so, please list:
a a Have you ever had an accident involving head or facial m]urX’f
a a Are you now taking any medlcahon‘? If so, please list:
a a Are you now under medical treatment’? If so, tease explalﬂ
a a Have you ever taken Phen-fen (also known as Redux or Pondimin)?  If so, when:
had any of the following?
Yes No Yes . Yes No Yes No
a O Rheumatic Fever a O Neck Pains a Q Arthritis (Any Type)
a O Heart Murmur a O Nerve/Brain Disease a Q Sleep Apnea
a O High Blood Pressure a O Migraine a Q Ear Disorder
a O Heart Attack/Stroke a O Epilepsy a Q Sinus Infection
a QO Blood Vessel Disease a O Bone Disorders Qa QO Swollen Glands
a QO Blood Disorder a O Mental Health Problems a Q Allergies
a 0 AIDS/HIV Infection a 0 Blood Transfusion a O Any hospital stays
a O Allergy to latex/metals a O Lupus a QO Ulcers/Colitis
a O Any operations a O Abnormal Bleeding a O Mitral Valve
Q 0 Convulsions/Epilepsy Q O Heart Surgery Prolapse
a 0 Handicaps/Disability a O Shingles
a O Emotional Problems 1 0 Kidney Problems

Yes
Have you ever had ¢
Have you had orthod
Do you ever clench or
Have you ever had gun
Are your teeth sensitive
Have you ever had seriot any previous dental work?
Do you like your smile?
Have you ever had inju Teeth Chin
Do you have speech p

Do you have habits explain:

ort in your jaw joint? (TMJ/TMD) If so, Please explain:

COO0OpOO0ODDODODOODOODOOD
O0O0pooDooDooooZ?

If yes, please circle: While Awake? While Asleep?

al examination. I understand that the taking of diagnostic radiographs (x-rays), photographs and molds will be
his office reserves the right to verify credit status of potential patients prior to extending credit for treatment fees
s office, use the services of one or more credit reporting agencies.

Date

‘OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY
lical/dental information above with patient named herein.

Date




