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Today's Date:
E-mail Address:
Name:

o Fr W M e M Dr
| prefer to be called: [ ] Male [ Female
Birthdate: / / Age: SS#:

Home Address:
g/ Conde #
Ciy Stole Zp
| Single | Married [ Partnered [ Divorced/Separated | Widowed
Hm #: ( | Cell / Other #:
Wk #: ( ) Ext: DL #:
Employer:
Employer’s Address:
Ciy Sicle P
How long there? Occupation:

Where & when are best times fo reach you?

Whom may we Thank for referring you?

Other family members seen by us:

Previous / Present Dentist:

{Please Circle)

Person Responsible for Account:

His / Her Name:
Employer:
Wk #: ) Ext: SS #:
Birthdate:___ /_ / DL #:

Relative or Friend not living with you.
His / Her Name: Relation:
Wi #: ( ) Hm #: | )

Primary Insurance
Dental Coverage? [ ] Yes [ No

Insurance Co. Name:

Insurance Co. Address:

City State Zip

Insurance Co. Phone #: ( )

Group # (Plan, Local or Policy #):

Insured’s Name: Relation:
Insured’s Birthdate: __ / / Insured’s ID #:

Insured’s Employer:

Employer’s Address:

City Stale Zip
Secondary Insurance
Dental Coverage? [ | Yes [ No
Insurance Co. Name:

Insurance Co. Address:

City Stote Tip

Insurance Co. Phone #: )

Group # (Plan, Local or Policy #):

Insured’s Name: Relation:
Insured’s Birthdate: / / Insured’s ID #:

Insured’s Employer:

Employer’s Address:

City State Zip

Payment is due in full at the time of treatment
Unless pl’iOl’ crrdngemenrs hcwe been Uppl’OVﬁd.

IF this office accepts insurance, | understand that | am responsible for payment
of services rendered and also responsible for paying any co-payment and
deductibles that my insurance does not cover. | hereby authorize payment direct-
ly to the Dental Office of the group insurance benefits otherwise payable to me.
| understand that | am responsible for all costs of dental treatment. | hereby
authorize release of any information, including the diagnosis and records of
treatment or examination rendered, to my insurance company.

Signature Date

Continued on Back
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Y N Congenital Heart Defect Y N Psychiaric Problems ical status. | authorize the dental staff to perform any necessary dental services that |
Y N Diabetes Y N Rodigtion Treatment may need during diagnosis and treatment, with my informed consent.

Y N Difficulty Breathing Y N Rheumatic / Scarlet Fever :

Y N Emphysema Y N Seizures

Y N Epilepsy Y N Shingles Signature

Y N Fainfing Spells Y N Sickle Cell Disease / Traits , i

Y N Frequent Headaches Y N Sinus Problems b

Y N Glavcoma Y N SLroked i g o ' . : - A L ,
Y N Hay Fever Y N Thyroid Problems o i d N3 e 4 - _ =
Y N Heart Attack / Surgery Y N Tugercu|osis (TB) i o 4 O’ffICE tj\se- \On}\y y i\

Y N Heart Murmur Y N Ulcers

Y N Hepdtitis Y N Venereal Disease

¥ : ! - ~ lverbally reviewed the medical / dental information with the patient named herein.
Please list any serious medical condlhon(s) that you have ever had: : 4 / P

Initials: Date:

Are you dllergic to any of the following? Doctor’s Comments:

Y N Aspirin Y N Erythromycin Y N Penicillin
Y N Codeine Y N Jewelry/Metals Y N Tefracycline
Y N Dental Anesthetics ¥ N Latex Y N Other

Please list any other drugs/materials that you are allergic to:

Our oFFicé :5 HIPAA complidn.f .Gna. is committed to meeting or exceeding the standards of infection control mandated by OSAHAA, the CDC and the ADA.
Medical History Update

: : o
Has there been any change In your health status since your last visif? Y N s i
If Yes, please explain.

Dentist Signature Date
Has there been any change in your health status since your last visit? ¥ § T B
IF Yes, please explain. Dentist Signature Date
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