| Birthdate: !

| Wark Phone #: { |

Today's Dale: { File #:

Patient Mame;

LAST FIRST
What You Prefer To Be Called:
Agm; So8
Mailing Address;

(=13
Homea Phone #; ( i

BTATE

| Cell Phane #: { j

E-mail Addrass:

| Refarred By:

Employer:
Employvers Address:

How Long?

oY

Oecupathon:

HTATE

Status: O Minor O Single 3 Marned 0 Dvworced U Separated 0 Widowed

Spouses Mame:
Do you have children? OYes ONo

How mary T

Person ultimately respongible for account
Mamse: i I
Relation:

Billing Address:
Ty

35 #

Drivers License #. |

Wark Phona #: | )
Payment method: 1 Cash

STATE

d Check

1 Credit Card - Enlet card # sbove (I sccapled) ' p

| hereby suthorize assignment of my insuranca '
ri|_.|r:ls and banalils lJ'IEG[l';.' ta ine provider tor
sarvices randerad, | fully undarstand | am solely responsgl-
ol lor any Balamsa not FIEI-\.'.‘I D!.I mYy INsufance Company

(it offerad al this allice)

- Meka ) Female

Ext:

Medical Doctors Phone #:( )

-]
M ad IN 4

| Frimary Dental Insurance
Co. Name:
| Address!

&P

STATE

CITY
Phane #: { I
Insured's D&
Group # [Plan, Lacal, or Polcy ¥}
Insured’s Mame:
Relation; Date of Birth: {
Insured’s Employar:

Secondary Dental Insurance

ZIP

Co, Mame:
Addrass:

CITY ETATE
Phone & { )

Insured’s |D#:

(3roup # (Plan. Local ar Paliay i)

Insured’s Mame:
Relation:

Insured’s Emplayer:

Date of Birth; S |

!
-

|5URANCE. INFO

T

Whaom ahould we contact?

il J° N CVENT oF EMERGENC

Relation:

Home Phone #; | |

Work Phone #:( ) b =

Cell Phone #:{ ) =

Wiho i your Medical Doctor?




% | Reason for loday's visit; O Exam d Emergancy d Consultation
"‘f Ara you in pain? ONodYes How Long? —

| Pleaza indicate o any of the following problems;

i 1 Discomfort, clicking or popping in jaw. O Lost/Brokean Filling{s) O Stainad testh

e d Rad, swollen or bleeding gums., d Teeth grinding dJ Locking Jaw
J Sensitive tooth, teeth or gums, J Ringing in Ears J Bad breath
i Blisters/Sores in or around the mouth. J Broken/Chippad tooth
2 Other:
' Do you require pre-medication? O Yas O Mo U Don't know
= | Pravious Dantlst; [ |
- ] “Flama T Fromad
S | Last Dental exam: ! f Last Dental X-rays: /
Times a day you brush? Times a week you fhoss?
What type of tooth brush bristies do you use? J Soft 1 Medium O Hard
g il
A |Huwwldyﬂuiat-awursmlla'?.m7 2 3 4 & -E T B B 1|:|EH:1:-||
|1} . e T
= ' ; MEDICAL HISTC
© | What medications are you taking? U Merve pille 1 Pain killers pnousing aspinn) ) Muscle relaxers
- Stimulants 1 Blood Thinners [ Tranguilizers . Insulin -~ . Meds for Osteoporosis
o Other{s), pleass lst: == = P
l Have you ever taken: Bl.sphnsphﬂnatas fe, Ar&n&-Fu-s-amE::n dYes O MNo  Phen-fen/Redux O Yes [ No
‘K Do you have or have you had any of the following disesses, medical conditions or procedures?
Y W Haart ARack / Stoka ¥ N Thyroid Problems ¥ N CancenTumons ¥ M Coamshc Surgpary
T N Hearl Sung Pecamaiar ¥ M Kiddney Problems Y M Shingles ¥ N Xy or Cobah Treaiment
¥ N Haarl Murmur ¥ M Levar Problams ¥ N Hepatitis ¥ N Chamotharamy
¥ M Rhigumatic Favar ¥ M Respiralory Probiams Y N HIVHAIDSARD ¥ M Azihma
¥ N Mitral Valve Prolapse Y N Sirus Probilarms ¥ N Arthritis’ Rhaumatism ¥ N Ditficuy Braathing
¥ W Artificis] Valves ¥ N Stomach Probiemefcers Y N Arcial Bonea!Joints ¥ M DiabetesHypogiyoamis
| Y N Hear Dsasse ¥ N Payoniatrc Problems ¥ N Emphysamn Y N Lauksmin
¥ N Congenital Heart Dedact ¥ M enerasl Diseass Y N FaintmpBalzuranEpilepsy ¥ W Anamia
h - ¥ N Chest Pains ¥ N AlcohalDrug Abuse ¥ M SeveraFreguent Headaches Y N High/Low Bload Prassung
- | ¥ N Scarlet Favar Y M Tuberculcsts TH ¥ N Freguent Neck Pain ¥ N Bleading Problams

| ¥ M Nervousness ¥ N Jaw Probléms TMATMD Y N Back Problams ¥ M Glaucoma
Please list any other surgeries or medical conditions you have or ever had: _ -

—)

#J-!':L.:::W'huﬁ._- THT WL My PRESCEVE THE LEAL T

Tﬁ

Are you allergic to any of the following?  Latex F‘amcﬂlln { Amaoxicillin 1 Tetracyeline 2 Asplrin %
I Dental Anesthetics d Foods: J Others:
| Do vou use iobacoo? O Mo O Yes'How used? _ How miuch? How long?
h | Please rate your general health from 1-10; ____ Do vou wear contact lensesy U Yes  No
For women: Are you taking Birth Controd pills? O Yes O No How many children have you had?
Ara you Pregnant? O No O YesfHow long? _ _CAre vou nursing? O Yes O No
.m_ = E— == - 1 =
& il e
i @ 'Ws invita you to discuss wilh us Bny questions regarding our ssvices. The best Dental heallh ssrvices are basad ,,,r 1
on & Irendly, muiual undesstanding betwaan provider and patient
l B Our pofcy reguirgs paymmend in Wl for all services rendarad at the time of wisit, unless cther arrengements have been £ f
| made with the bosiness manager. Il ‘accaunt s not pald within B0 deys of the daie of service and no financial L
\1 arrangements heve besn made, you will be responeible for legal fess. collaction sgency fees, mierest charges and g
any other axpanses ncurred in collacting your accoun | !‘ !
B | authorize the staff to perform any necessary seqrvices nesded during diagnosis and freatment. | also authorize the 50 =
| provider to release any indormation requined to process insurance chims.
& | understand 1the above Information and guarantas this form was completsd comectly to the basi of my knowledge ST |
| and understand it is my responaibility to infeom this oflice of any changes to the inkemetion | heve proviged e :m L
Signature: _Date [ |
00 Akl P 0 P v Jinirdfd 4 5 i Cudviannia

| First impression Fomms, ing. 1-800-99FORMS _FORM # 2DGAZ Copyright 62007 |




< Viedical Information Release Form
(HIPAA Release Form)

Name: DateofBirth: [ |

Release of Information

[1 | authorize the release of information including the diagnosis, recands;
axarmination rendered to me and claims information. This information may be released

to:
[] Spouse
[ ] Child{ren)
[ 1 Other
[1 Information is not to be released to anyone.

This Release of Information will remain in effect untll terminated by me in writing.

Messages

Please call []my home  []my work [ 1 my cell Number:

If unable to reach me:
[ ] you may leave a detailed message
[ ] please leave a message asking me to return your call

[
The best time to reach me is  (day) between (time)

Signed: Date: ) /
Witness: Date: ) !




