
Name

City Prov. _ Postal Code

Bus. Phone

MEDICALALERT

Res. Phone

Address

ID# DateofBirth D_M_y
Occupation Employer

EMailAddress Erevious Dentist

Physician Phys. Phone#

Why have you decided to change dental offices?

ln case ofemergency call

INSURANCE INFORMATION
Name of insurcd (if different from above)

lnsurance Company Birthdate of Insured D _ M _ Y
Division (if applicable) Policy/Group

Employer Certificate ID#

Do you have secondary insurance?

MEDICAL IIISTORY
The following information is required for medical and legal reasong and is strictly oonfidential. All facts are needed
for correct diagnosis and safe treatrnent.

13. Do you have or have you ever had any of the follou,ing? Please rz
EAnenia
El Asthna

E Clrooic l.rrng Disease

tr Diabetes
E High Blood Prcesure

flKidney Trouble
D Leukenria

ELirerTrouble
ERadhtion

E Rheumatic Fever

tr suoke
trftymidTlouble
E Ttrberculosia

EVmrcal Disease

ElBloodDisoders trfailcpsy
tr Cancer E HealtAnack
EChemotlrerapy ElHeorrThoubte
I Fa.ing Disorders (anorcxia nervma, htimia etc.)

DENTALHISTORY
E hyctiaric disorders/uearmeot ElAIDS, IIIV

YES NO
tr
tr

tr
n

Tel.
14. Does food catch between your teeth?

15. Do your gums bleed when brushing or eating?
16. Have you ever experienced any of the following jaw problems? please /

E Popping / clicking in your jaw joinrc?

E Fain in yourjaw joins, alound ear (x otr side of face?

E Difficulty in opening or closing?

E Pain when teeth are clenched?

E Pain or difficulty when chewing?
17. Are you happy with the appcarance of your teeth?

18.. Have you ever had an upsetting experience in a denal office, or any
complications during or following dental tseaunent?

Spe"ify
19. Do you have any specific requests that would make your visit more

pleasant? Specify?

2O. Date of your last dental visit:
Date of your last dental cleaning:

Date of your last complete sct of x-rays:

2f . Any otlrer conditions or pmblems of which your dentist should be aware?

Specify

I authorize rpleasc, o my insuring company/plan administrator, the information contained in claims submitrcd elecronically. I
authorize the uac of my study models, photographs atrd/orx-rays for the purpose of Iecturing ard publication. I ur&sunrt that
respoasibility fo paytnent of ttle dental serviccs for mysctrand my dependurts is Dirc, and I assure rcsponsibility for fees
associated with these services.

This is to certi$ flnt I, the undcrsigno( undersranrt that the above information is mandiltry fd my prqer and safe care aod
that this infonaation is conect and complete to the best of my knowledge. I hereby give permission to conta.t any third pafiy
to vedfy and eryand on information given

MethodofPayment IIVISA EMastercard IAMEX trCash Elnrerac

Signature of Patient / Parent / Guardian Date

tr

tr

tr

tr

tr

trL Is your physician treating you now? Speci$

2. Are you aking any medication or tablets? Please list them.--*-.*

3. Have you had an unusual reaction to any drugs or rcdicines? Please list-

4.

5.

6.

7.

8.

9.

t0.

ll.
t2.

Have you taken cortisone or steroids?

Do you have any allergias (hayfever, I-atex)?

Do you have any sinus problems?

Do you bleed or bruise easily?

Do you have a pacemaker or Mital Valve Prrolapse?

Do you have heart disease or a heart murmur?

WOMEN: Are you pregnant?

Do you smoke? If so, how much?

YES

D
tr

tr

rl
u
tr
tr
tr
D
u
tr
tr

NO

tr
tr

tr

tr
D

tr
tr
tr
D

tr
tr
tr

trtr

Did you have any artificialjoint surgery? Rcviewed by treating Dentist Date


