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Date of hirth Age

Are you under medical treatment at this time? O Yes if yas, expiain
&I No

Name of Medical Physician ' i Address

L.ast Physical Exam ' Telaphone #

Are you ailergic to or have you ever had an adverse reaction to Penicillin, Codeine or any oth i
| erdru r medi 7
DYes DNo Ifyes, what ’ gs or medioine

Has & physician ever Informed you that you had or have any of the following:

— Heart Ailment —. Diabates Hepatitis ar Jaundles
e.g. Murmur, Artery Biockage —— Liver Dissase _ Acquired Immune Deficiency
Mitral Valve Prolapse e Kidney Ailment Syndroma (HIV)

—. High Biood Pressure . Stomach or — . Tumors or Growths

—. Aheumatic Heart Faver Intestinal Problams —— Artificlal Joints

—. Any Blood Disease ___ Venereal Disease Hip, Knae, etc.

Do you have or have you had any disease, conditian cr prablem not listed? O Yes I No
if ves, please list

Are you now taking any drugs or medications? O Yes [J No
'f yes, what

Ara you allergic 10 any known materials? O Yes O Ng
If yas, what

(Wormen) Ara you pregnant? O Yes 3 No
Do you have a history of fainting?

DENTAL HISTORY

Have you had dental anesthesia before? O Yes O No
It yes, any adverse reactions

Do your gums bleed?
Have you had instruction on the correct method of brushing your teeth and care of your gums?

Whan was your last cleaning and check-up done?
When did you fast have a full set of x-rays (10-18 films) taken?

I underatand the ahove information le naceasary to provide ma with dental care in a safe and sfficient manner. | have answered all guestions
truthfully and ta the biest of my knowledga.

Fatignt Signature Data

CONSENT

1. The undersigned heraby autharizes doctor te order x-rays, study models, photographs, or any ather diagnostie alds deemad appropriate by doctor to
make a thorough diagnasis of the patient's dantal naads. .

2, | alee authorize docter to perform all recommended treatment mutually sgreed upon by 'me and to use the appropriald medication and therapy
Indigatad for such treatment In connaction with {name of patient) « I understand that uvaing anesthetic agents embodies a
certain risk, Furtharmore, | autherize and consent tha? doctor choose and employ such assistance a3 deemad fIt to pravida racommended treatment.

3. understand that all respenslbility for payment for dantal services providad In this oMice tar myself or my dependents la mine, due and payabla at the
tirma services are randared unleds othar arrangamants have heen made. In the event paymenis are not racaived by the agreed upon datas, | undarstand
that a 1 %% finance charge (18% APR) may be added to my account, in addition to any allection charges, ‘
4, tunderstand that where appropriate, cradit bureau regorts may be obtained.

8. | underatand that il ls my respensiblity to advice your offica of any changes In the information contalned on this torm,

Patlant Date ' Witnass

Parant or Respensibe Party __ ‘ Relationship to Patient



Welcome to our office. We thank you for cheosing Us as your dentist, and we are very happy to have you as aur patlent,

Please provide us with yum} E-Mail address

Patient's Name

[ Adult & Child® O Single O Married O Diverced O wWidowed

Name of Spouse (if Married)
if @ Child*, Parent's Name

Home Address

Apt. No

No. Strost
City State Zip Code - ( Home Phonae Ng,
Fatient {or Father*) Cell phone #
Employed by Business Phona No. ( )
Busingss Address '
Fositlon How long held?
Sacial Sacurity No. . Date of Birth

Driver's Licange # (f payment is to be made by any other method sut cash)

Spouse (If married or Mather*)

Employed by Business Phaone No. ( )
Business Address

Posltion How long held? ___

Social Security No, Date of Birth

Driver's License # (if paymant is to be made by any other method but cash) _

Name of closest relative or friend not fiving with you, whem we could notifty in case of an emargency

Their Home Phone No. ( ) Their Work Phone No. ( )

Address

N, City State
What is the purpose of this appointment?

Zip Code

Who will pay this account?

By which method wilt you settls yaur account TODAY and future visits?
L CASH O Check [ Dental Insurance & Co-payment
[J Credit Card O Visa [J Master Card Card No.

Sorry, there is no billing in our office, Payment must be made when services are rendered unless prior arrangae.

ments have been made,

if you have Dental Insurance, what is the Group Nama?
The Group No, '

The 1.D. No, or 5 No.

Fleasa supply us with tha dppropriate {orms,
How did you find out about us? Referral by (Name)

O Tetephane Directory (I Other

Comments
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