
_______ _ 

, 


Thallk you for selectillg (llir de/Ifni healtJu:nre team! 

We will strive to provide you willI the best possible dentol care. 


To IJelp us meet ail your den/aJ henlthcare lIecru, pil.'(l5e fill ouf this form 

completely III illk. IfYOII have allY questions or /leed assista."ce, please aSK IIS-


We will be happy to help. 


Patient # ________ 

Patient Information (CONFIDENTIAL) 	 ~,,'_~"'_'======= 
Fir51 	 Middle _____ uut _______Birllulilte ______ Home Phonc__"",,,,,,,,,__ 

$"'e/ ZIP.IJ',"'..
Add'es.~ Cily =___--=:-_ Prr.m, ____,C""" ___ 

Check AI'/1foprinft> Box: 0 Millor 0 Single DMmrcd D Divom'd 0 Widowed 0 SepilTil/ni
State! FulT Part 

If Stllamf, Nam!' ofSdlool !College City 	 Prov, ___D Time 0 Time 

Patil'lI/ :> or Pari'!lt '~ EmplaylT" _____-c.:;-______________~r 	 Work PllolI('-_m""",-­
Stale! ~.rPJP,"" ,

BJI~inI:'Ss Address ___________~~_____Cjly. ' Pr(Jl1. ____'eoo'___ 

S,xJU5e or Parenl's Name Employer __________ Work Plwnc _______ 

\'\I1lOm.May We Thank /or Referring You? ______________________________ 

PUIWnlo Contact ill Case of Emergcllcy ___________________ Pholll' _________ 

Responsible Party &"ti,",,,;p 
Nalllt' of Person.Res/KJnsiblr f?r this Accmml __________---,=_~ ____ to Patiell/ ________ 

Addrt,SS' , /-10111, PllOlJl'_______ 

Dl'in.'r'sLicensc # _________ Birthdate _______ Fi)lmrcia/ In itlllir;J//____________ 

Emp/o'jKr Work Pho"e ______ 55# _________ 

Is Ilri:; Pfrson 0 1 t:lltlya Palient ill our C(Jfice? 0 Yes 0 No 

For your comlelfienu! we offer II! following methods a raymerlt. Rlt'ase drak the ((plion you prefer. Paymi!ut ill filII at each al'l"dintment. 

o Ca:;h OPer$(Jnal Gieck 0 Credit eard DVISA DMasterCnrd 01 wish to (/r;;cuss t/!CofFcl"s l'aYIllt'1I1 I'll/ICY. 

Insurance Information 	 &/,ti,,,,"'P
Nalllt'ojtnsurcd ___________________________to Pa/ient ________ 

Birtlulale _________ Soria! Secllrity"# ______________ Date EmrJioycr/______ 

Name Emp/oyer ________________ U'lioll or Local # ____WOrk..2llOtI...~~_~~~o-~ 

Addrcs ojEmployer ________________City ________Slate ____ Zip ____ 

Imurallt;c Compall~y~~~~~~~~===~=====Group #======~,PoliCYIJD #=~~=~==~ 
11l~ Co. Addre"s _________________ City ________5Iale ____ Zip ____ 

H(}W Mudl is YOllr Dduc/i/!/e? _____HQlIJ Milch Hmlt' You Used? ______ A1rt:c AI/lllmi Bel!.~(il ______ 

DO YOU HAVE ANY ADDITIONAL INSURA1\lCE? 0 Yes 0 No IF YES, COMPLfTETHE FOLLOWING: 

RclAlioll:mil •
Naml'ojlI1sllrcd ___________________________lo Path~III ' 


Birtl'datt' _________ Social $ecurit,1I # ______________ DatI' Employctl______ 


Namf' 0/ Eml'/(l1ft" ________________ Union or I..oml # ____Work PIJOIII' _______ 


Address of Emp/OIJer ________________Oty ________5/a/e ____ ZiP ____ 


Irrs!lrana Company _______________ Groll1) # _______PolicyIID fI 


IllS. Co. Address ________________ City _______Sfatc ____Zip ___ 


How Much i;; .!fOur Deductible? _____ HowMlIch Hnrx You Used? ______ Max. AmlUal Bl'IIcfit ______ 


Over P/C/l$/! 



Patient Medical History 
Physician _____ ______ __OfJia; Phollt' "..._-;-;-____ _ _ ___ DatI' oj lAst bam _________ 

Yes No 
Y~ No 

1. Art' you ullder IIIl'dim/ treatnlt.'lll now? o 0 9. Ar, you allergic to or haIX YOII had allY rl'aclj{lnS 
2 Have !/Qu t'f'l'r 11t,t'lIlwspilahud for Q"Y to tlJI: fvl/owing?

surgical 0111:(allOli or serIOUS rlllJt,:;~ wr/hin IIII' lastS ymrs? o o toca/ AlIl'sth"ties (c.g. NOIoocniJl) 
If yes, pl.~SI: explain Penicillin 01' otill'r Antibiotics 

SlIl/a DrllXs 
Barbilllral~ , , , , , , J. Art you flTkirlg allY lIIt'diCtllioll(.~) 
Sedatit'L'Sineludillg Iwn-prc5I:ripli(m mcdicim:? o o 
lodill/! .~fy('S. willi! ntrilimtir)II(s) lIrc ,1(011 hlkmg7 _______ 
ASI'irin 
Ally Mda/s (l'.g. lIid,l'I. Illl'rcury, ttc.) 

4, Illli;e .'/OU l"vtr Itlk(JI PItc'II-Fen/Redux? o o li1/CT Rub/h'r 
5. [)(} .11('111 Ir,w lol:r/Cl..YI? • • . • o o Otlltr (pka,;c lis/) 

6. Do YO'I liSt' mnlm/kd ,UIlS/IlIIUS? o o 10. lVomt'11 DIlIIf: 
7 Au YO/ll'l'tlrill,f{ am/ad Il'IIscs7 o o a) Ar!.' .VO'1 prl'gllQIII or Ihillk you ma.1I f>t prt'8nanl? 

b) Ar!.' you IIJlfSlIIgJ § § 
8. DtJ YOII hrrt't: or have .1IQ111wd UIIY (If tire foIlCJWfIl~' c) Ar,' Yf"Ju lakillS oml CQ/I!rjJCll'tH't'~;~ 

Yes No Ves Nn Ye:. No 
Hr,'?h Blood P't'S$Ufr o 0 I kart Di>CR~ . 0 0 ClI~t Pllin~ o 0 
Ib'art Atfltt'k o 0 O1rJiac Pacemakrr 0 0 fAsily Willdl'd o 0 
Rheumatic F,'l.!tr o 0 Hearl Murmur 0 0 Str,!/..·t o 0 o 0 Angma . . 0 0 Hay frn>r I AII'7',~il~ o 0 
F'Jill/lIIg I !Xi;wre; o 0 Frt.'tfucII/ly Tin'd 0 0 Tul..:rcl/l(h.l~ , o 0 
"bthl/lQ o 0 Anemia 0 0 Ri211MfwlI Dwral'Y o 0 
Law Blood Prt·s.~uf( o 0 E"'rlly~mn . 0 0 Glal/roma o 0 
Epikpsy I CCJllvlIlsi(m.~ o 0 Cauct'( 0 0 R.t.wnt Wel8M IAI:=~ o 0 
uukt'miQ o 0 Art/mlis . 0 0 f illt" Di,Sl"'llfo;(' o 0 
Dillbdt~ o 0 10illl &,,/o('('1n('111 or Imp/alll 0 0 HI'ar! Trouble o 0 
Kidllry DI:;ca:;e; o 0 He/llliitis Ilalllu/ic.: 0 0 R£spimtvry Pr{lMt'm~ o 0 
AIDS or HW In/retioll o 0 Sexually r"'"smitted DistaSI' 0 0 Milml Valtlt' Pmlaplit' o 0 
Thyroill Probll'm o 0 Stomach T'()rJNe~ I Ulcer~ 0 0 Other o 0 

Patient Dental History 
Nnml'0fPrr't"',nu{ Onlfbl IIlId l')j,./I/i(m _______________________ Daff'oJ u,;;/ tmm 

Yes No Ye!:t No 
1. Do ,lIollr gums bh"t'd wlJih·I'ru~hillf: or flo,~~illg? 
2. An' YOlir It'dlt ~·II"itir'e 10 hot I)r cold liqlliilsiftAxis' 
3 . ..1re !«llir tull! s..>II~itit'£ f(l.~/(~'l'I or 0;(1111 Ilqllld"'JoorI~? 
1. lJ(J ./1011 Jt·d pam 10 Imy oJ yeur /t'l'th 1 

5. Do you lijll~ 1111.11 sort'S vr IUIIII"~ illllr /I,'Qr yn"r m()Ufll.1 

b HUf....I(tJU had 111111 hfad. Ileclor jaw Injuri!'s? 
7 HarJt YOII nll'r <'X1",ri,'nccd any oj 1MloJkllplns 

pro"'t'llb III YOllr }lIlt" 

Clicking.' ~ ~ Polin (Ioilll, tar. sldr oflaa:)? IIyt's, datt' i">j plncclllt'lll :;-;:=="CC::o:::::;::c:-:-­

DiIJiCIIlly !If ol'<""II1S Ilr dos/lIg? , l5. Har't' yO/I tn."r r(\"t'fwd orol hll~it'lIl' i1!.~trllcti/f/IS 


Dzjfil'lfit", ill cJZI!WZlIg' ,,-sardiug Ihe care II] .!/Our t(<'IiI alld KIIIIIs7 

16, Do !loll/iit" your slIlIie? 
 B B Authorization and Release 

I (t'rtify tlial IIUll'f! wld mzd UlfdlT:iillllld tit,· IlblWC m/oMl/atlOn tn tile Itt'sl of my kllmL'iedgt'. Tht' /I/1(l1'1' qUestlVIIS Jw.'t" pet'll aC(lIflllriv a"~"u'I.'rt'''. I 
u/ld('n;ta"d IJIIIII"ol'lilin,'{, mrorr('cl iliformatlOli ,"0/1 be dangt'TOus to my hraith. 1 aut/wri:;.· Ih,' .ImtlM ttl re/('lI.....• OilY mjOMlIatlOIt Incll/ding tlf" 
diagnosis alld tilt' ro:ords of allY trealment or t'.\"anl/Itati(ltl rmdered to mr or my cJnld durlTlK tlit'l'enod of such Dflltal cart' 10 1/1",1 party 1'llylln; 
alldlor Ircaltll practitioners, I aJlthoriu alld reqllt';;/ nlll illsur/mct' compn'ly '011(111 diredTIl to Ihe del/fist or slt'IIlal KrOll!! I'ISl/flt/lCe IJeIlt'jit5 
athcm'i$/' !//IyaE'k to 11/,', r l/IIder>tallli I1mt 111.11 d"lItal i,isJlranu carn" ma!l plly css fllall til;: II(IIfIlI bill for :M'mict~. r agrCt' to III' ft'Sponsibll' for 
paymwt ofa'll St,'I'"VIC,'S rmderl!d 01/ Illy behalf or my dl'l't'lIdt'II/s. 

8. /](I ,VOII Ilmxfref/1/1'1I1 it,'t1(iadll's? , 
9. Do yotl c/elICh or Srilld !Jlmr /,'(/Ii? § § l(J, Do YOtl bzu yOllr fjp.~ or dtet:h.Jrequrlltly? 

11. Hat't' you t'per had 111111 dzJficult t"xlracti()lls 
ill the past? o 0 

11. HQi,'t' vnu t!1.>n lind allil proir'm8rd bfa'ill'lg 
fol/oU'ilig t'rtmdum.~? 

l3, HIm! yo"IuIJ allY orlltt:l«ofllic t"'tItmt'llt? § § 
l4. Do 11011 u.'filr ikntllrt'.:; or po'tinl~? 

Sigllaillft' 0/ patil!lI l (or I'arellt if millor) 

Doctor's CQlIl/lltllI ~ 

Dlltl' 

X 


