
T*E Oenk{E4ul[cnce

9afianf 9 nformafi on I confi dan ti a 0
Name DOB Home Pho ne
Add ress C ity Sta te zip
Ema il Cell Phone

Check Appropriate Box - Minor I Single I Married o Divorced c Widowed D Separated
Whom may we thank for referrin g you?

Person to contact in case of emergency Phone

Rwltowihtaearg Responsible Person's Relationship to Patient

Name of person Responsible for this Account if not self

gnturancc gnformafion

Name of Insured

lnsured Person's Relationship to Patient

DOB ss#
Name of Employer U n io n/Loca l#

Add ress of Employer Work Phone

lnsurance Company GroupS Po licy/lD#
lns Co Address C ity Sta te zip

Oo yu lna adlifr onaf gnsnancc?

zt / 9 nsa ran ce 9n fo nnafi on Re lationsh ip to Patient

Name of lnsu red

DOB SS#

Name of Employer U nio n/Loca lB

Address of Employer Work Pho ne

lnsurance Company G rou pfl Policy/lD#
lns Co Add ress City 5ta te zip

Rofuse'
I authorize the Dentist to perform diagnostic procedures and necessary treatment for proper

dental care. I authorize the release of any information concerning my (or my child's) healthcare, advice and
treatment provided for the purpose of evaluation and administration of insurance claims benefits and/or
to be provided to another Dentist. I hereby authorize payment of insurance benefits directly to the Dentist. I understand

that my dental insurance carrier, or payor of my dental benefits, may pay less than the actual bill for services.

I understand I am financially responsible for payment in full of all accounts.

Patient/Gua rd ian Signature D ate



Patient's Name Dale of Birth

Mdical9nformafion
Name of Physician

Have you had any serious illness, operation or been hopitalized in the past 5 years?

lf yes, please explain:

YES NO

HasaP hysician recommended that you take antibiotics prior to your dental appointment? YES / NO

lf yes, please explain

Please list any medications (over the counter and prescription) that you are currenfly taking

WOMEN (Piease check all that apply) Dpregnant lNursing

Are you ALLERGIC to any of the fo owing (ptease check all that apply)

tr ASPIRIN o PEN C|LL N o CODEINE c ACRyLIC

L,Taking 0ral Contraceptives

0ther

YN
D a Epilepsy or Seizures

D tr Cold SoresiFever Bltsters

n o Shingles

tr o Alzheimeas Disease

tr tr Psychiatric Care

tr tr Drug Addiclion

tr o osleoporosis

tr o Bisphosphonate Treatment

r (Fosamax, Aclonel Bonlva

tr Reclast, Aredia, Zometa)

Olher

! veneers

o dentures

D Tl\.,lJ/Jaw pain

o LATEX

Do you now have or have you ever had any of the folowing? Do you take any of these medications?
Please check a I that apply:

YN YN
! tr Artificial Head Valve D tr Tuberculosis
tr o Congenital Heart Delecls tr tr Aslhma
a o Mitrai Valve Prolapse ! o Sinus Trouble
tr tr Heart l\,lurmur D D Cancer
! tr Hearl Attacustroke D tr Liver Disease
tr tr Rheumatic Fever D o Hepatitis (cicle one)A B C

D tr Blood Disorder tr o Stomach/lnteslinal Disease

I o AloS/HlV Posilive n o Kidney problems

- o High Blood Pressure ! tr Thyrold Oisease

! tr Excessive Bleeding a o Adificai Joinl

tr 0 Diabetes D o pain in Jaw Joinls

tr o Hypoglycemia tr o Frequent Headaches
c o Lung Disease tr o Fainting Spelts/Dizziness

lwould like to learn more about:

r braces ! sedation

tr whltening o implants

D cosmetic dentistry tr bridges

When a health care worket is exposed to ny blood or body fluids through a needte stick, cut ar sptash to the eye or mouth, I
agree to have my blood resred fot brood-borne disease ra include ArDS/Hrv, Hepatitis g and c. lnitial

Ocnfa{Otctfionnairc

0n a scale of 1 to 5 (1 being the lowest and 5 the highest) please rate:

How do you feel your overall dental health is?

What is your level of sensitivity/anxiety to dental procedures?

How do you ieel about your smile and the look of your teeth?

When was your last hygiene visit? ([4M/yyy)

What is the main reason for your visit today?

r Tooth pain n whitening

o check up Bsedation dentistry

c cleaning . cosmetic dentistry

o braces

The information I have given is kue and accurate to the best of my knowiedge

12345
12345
12345

Patient Signature Date

Doctor Signature Date

l{u[fhHffir!

Ph#


