Thank you for selecting our dental healthcare team!

We will strive to provide you with the best possible dental care.

To help us meet all your dental healthcare needs, please fill out this!{orm
completely in ink. If you have any questions or need assistance, please ask us -
we will be happy to help.

Patient #

. . S58/5IN
Patient Information (conFipeNTIAL) Date
Name Birthdate g?umr:f Phane =
Address City T, P%
Email Cell Phome
Check Appropriate Bax: [ IMinor Ul Single [IMarried [ Divorced [ Widowed [ Sepuméftg! o i et
If Student, Name of School/College City Prov: CTime [ Time
Fatient or Parent/Guardians Employer Wil Phone ____
Business Address City ?‘!p%?'.j >
Spouse or Parent/Guardian’s Name Employer Work Phone
Whom may we thank for referring you?
Person to coniact in case of emergency Phone
Respons-lblg Parl:y Relationship
Name of Person Responsible for this Account 1o Patient
Address Home Phone
Email Cell Phone
Drivers License# Birthdate Financial Institution
Employer Work Phone SS#/SIN
Is this person curvently a patient inour office? [1Yes  [INo

For your comvenience, we offer the following methods of payment. Please check the option you prefer: Payment in full at each appointment.

L] Cash LI Personal Check Credit Card L1VISA [ MasterCand [_| I wish to discuss the offices payment policy.
Insurance Information
Relationship

Name af Iisured to Patient
Birthdate S58/SIN Date Employed
Name of Employer Lnion or Local # Work Phone -

. State/ Zip/
Address of Employer City Prov. PF{E
Insurance Company Grioup # Pui:';av."ID # ;
Ins. Co. Address City gt ZI'I'E(

How much is your deductible?

How much have you used?

Max. annual benefit

DO YOU HAVE ANY ADDITIONAL INSURANCE? [ Yes CINe IF YES, COMPLETE THE FOLLOWING:
Relationshi
Name of Insured tncigzml?r.!:lsl e
Birthdate S5R{SIN Date Employed
Name of Emplaye Uni Local # Work
me of a.p oyer _nmu or nork one 7';5%’
Address of Employer City Prov, :
Insurance Company Grroup # Palicy/1D #
: tate! Z]
Ins. Co. Address City ]gr?:rf Pt%{ .

How mugch is your deductible?

How much have you used?

Over Please

Mk, annual benefit



_ Patient Medical History

Physician Office Phone Daie of Last Exam
Yes Mo Yes Mo
1. Are you under medical treament now? ... | L1 100 Are you wearing contact lenses? ... L]
2. Have you ever been hospitalized for any 1L, Are you allergic to or have }mhﬁdmy:m:!um wﬂwﬁﬂkmmg?
surgical operation or seriouws illness within the last 5 years?.......... =l Local Anesthetics (e.g. Novocain) ... D D
If yes, please explain Penicillin or any other Antibiotics .. i [:_l
Sulfa Drugs ... AR e N
3. Are you taling any medication(s) B'-"“‘"f“'m B oo
including non-prescription medicine? ... | [ fﬂi‘:m E E
If ves, what medication(s) are you taking? Adira. i
4. Have you ever taken Fen-Phen/Bedux? ..oeoivcivssiineiesireniis E [ ME any, Metals {r_-:; nickel, mermr_-,; ) i i ) L
7 Hmrymnrrmkmch:m Bn;nim..‘.cmhwunymrm = 0 :E;:;E?:!l:'l:c;hql - - & E
atiins conieinin s e, : :
. fmcmm:sﬂhmw Wagri RTng gﬁﬁ?m Levitra e ”"}‘.‘“‘ alers e ststent oo v o ”.'m clearing not
e s 3 e e RS L = e associated with  known illness (lasting more tham 3 week)?.... [1 L]
13, Women Only:
7. ﬁ)‘“' 1o Wbﬂz‘;ﬁ; ubs ? i E E a} Are you pregnant or think you may be prrgmml? ..... O O
8. Do yout wse comi 5 lﬂ]‘l{E‘S L b) Are you mursing? ......... ek AR
9. Do you have or have you had any :u’ thr: ﬁz-ﬂmvmg? ¢) Are you taking oral tm;wr“ﬁ? S el A TS
Yes: No Yes Mo Yes No
High Blood Pressure ............coo..... =l =S Heart DISEase ..o ] [T P e e - B
Heart Attack El 5 Cardiac Pacemaber ... ] O Easily Winded .. Er- E
Bheumatic Fever | Heart Murmur .. R [ | Stroke .. - B dE
Swollen Ankles 0 O  Angina.. (0 O  Hay Fever .-’A!Irr;c;m e VIl odl HUI
Fainting { SELTUES ..occumemssrmssesmsnns [l H‘rquﬂ'l.!hr Trfd L[] [} Tuberculosis Bl [
Asthma e ) Anemia ., s T 1] L N | Radiation Therapy ... | I P Il
Low Blood Pressure .................... ) e Emph}-ma e O Gldeomaz. i s B
Epilepsy / Convulsions ................. O O Cancer 0 O  Recemt ‘J.tht Loss .. = E
Leuleemia Bl IS Arthritis .. T B O | Liver Disease . s ool 1) Sl A
Diabetes ENRER ot chl'umnm: ar J'mp!am e I [ Heart Tmub.rf ST e ]
Kidney DISEases ... ELTE] Hepatitis / Jaundice ... e ] Respiratory Problems ... 1 B
AIDS or HIV Infection [0 O Sexually Transmitted Disease ... [ [  Mitral Valve Prolapse ... B E
Thyroid Problem ... (1 O Stomach Troubles / Ulcers ........... O O Other S E]
Patient Dental History
Name of Previous Dentist and Location Duate of Last Exam
Yes Mo
1. Da your gums bleed while brushing or flossing?.........cceeeee. [ [ 8. Do you have frequent headaches?.....
2. Are your teeth sensitive to hot or cold liquidsffoods?................ O O 8. Do you clench or grind your Imii?
3. Are your teeth sensitive to sweet or sour liguids/foods?............ 1 =l 10 Do you bite your lips or cheels ﬁfquenﬂy‘r‘
4. Do vou feel pain to any of your teeth?.........c.oooooviiecinniinn, | 1 11. Have you ever had an _}r difficult extractions
5. Do you have any sores or lumps in or near your mouth? O O in the past? ... B = i
6. Have you had any head, nech or jaw infuries? ... === 12 Have you ever il any pm!augcd bIerdmg
7. Have you ever experienced any of the following Jollowing extractions? ............... % ]
problems in ynurjaw 13. Have you had any urrhﬂdanm Erw!mmf’.... ]
Clicking ... o o BT e ) BN | 14. Do you wear dentures or partials? ... [
Pain f}uml e, g slle aj jim:] ................................................... El=i=] If ves, date of placement
Difficulty in opening or closing ....... IEEE 15. Have you ever received oral hygiene instructions
DR I CHEWING ,..oooseprrmmmsirissismssmmmmssssonsie (LJ: 1] regarding the care of your teeth and gums? ............... | [
16. Do you like your smile? ..........o.oooesveeeeeressssseismmmeneenes. L] [

Authorization and Release

I certify that I have read and understand the above information to the best of my knowledge. The abave questions have been accurately answered.
I understand that providing incorrect information can be dangerous to my health. 1 authorize the dentist to release any information including the
diagnosis and the recards of any treatment or examination rendered to me or my child during the pertod of such Dental care to third party payars
andfor health practitioners. I authorize and request my insurance company to pay directly to the dentist or dental group insurance bencfits
otherwise pavable to me. 1 understand that my dental insurance carrier may pay less than the actual bill for services. [ agree to be responsible
for payment of all services rendered on my behalf or my dependents.

X
Signature of patient (or parent/guardian if minor) Duate

Dactor’s Commenis

Signature Dhate
PATTERGON OFFIGE SUPPLIES 1.600,637,1140 051-1018/1 8306




