
Thank youfor selecting our dental healthcare team!
 
We will strive to provideyou with the best possible dental care. To helpus meet all your
 
dental healthcareneeds, pleasefill out thisform completely in ink. Ifyou haveany questions Patient# _
 

or need assistance, pleaseask us - we will be happy to help.
 SS#/SIN _ 

Patient Information (CONFIDENTIAL) O F O M 

Re e 
Relationship

Name of Person Responsiblefor thisAccount to Patient _ 

Address Home Phone _
 
Email Cell Phone _
 

Driver's License# Birthdate FinancialInstitution _
 

Employer Work Phone SS#/SIN _
 

Is this person currently a patientin our office? 0 Yes 0 No
 

Foryour convenience, we offer thefollowing methods of payment. Please check the option you prefer. Payment in full at each appointment.
 

o Cash 0 Personal Check Credit Card 0 VISA 0 MasterCard 0 I wish to discuss the office's payment policy. 

Insura ce nfo ation 
_ _ _ ______ SS#/SIN _ 

DO YOUHAVEANY ADDITIONAL INSURANCE? D Yes D Na IF YES, COMPLETE THE FOLLOWING: 

_ _ _ _ _ _ ___ SS#/SIN _
 



Patient edical ·story
 
Physician Offi cePhone Date of Last Exam _ 

No No 
1. Areyou under medical treatment now? .. 10. Areyou wearing contact lenses? . tJ 0o 

11. Are youallergictoor haveyouhad any reaLtions tothefolloWing? 2. Haveyou ever beenhospitalizedfor any
 
surgical operation or serious illnesswithin the last 5 years? ... 0 o LocalAnesthetics (e.g. Novocain) .. 0 0
 
Ifyes, please explain Penicillin or any other Antibiotics .. 0 0
 

Sulfa Drugs .. 0 0 
Barbiturates . 0 03. Are you taking any medication(s)
 

mc u mg non-prescnp IOn me icme. .. .. 0 0
. I d' . t ' d" 7 0 o Sedatives . 
Ifyes, what medication(s) areyou taking? Iodine . 0 0 

Aspirin . 0 0 
4. Haveyou ever taken Fen-PhenlRedux? 0 0 Any Metals (e.g. nickel, mercury, etc.) .. 0 0 
5. Haveyou ever taken Fosamax, Boniva, Actonel or any cancer Latex Rubber .. 0 0 

medications containingbisphosphonates? 0 0 Other _
 

V· R t' C ' I' Levit 12. Do you havea persistent cough or throat clearing not
 6. Have you ta len I wgra eva I w IS or evt ra . d . h k '11 (l' h k ) 0 _0D'In the lClJit 2j hbours~ ~. ~ ~ ..: O-O ~:O:~ ;~ : a nownl ness astl~lg more t an3 wee s ?.. ' _ D O--n:-;;
7. 0 you use to acco. a) Are you pregnant or think you may be pregnant? . 0 0 
8. Do you use controlled substances? 0 0 b) Areyou nursing? .. 0 0 
9. Doyou have or have you hadany of thefollowing? c) Areyou taking oralcontraceptives? .. 0 0 

Yes No Yes No Yes No 
High Blood Pressure 0 0 Heart Disease 0 0 Chest Pains .. 0 0 
Heart Attack 0 0 Cardiac Pacemaker 0 0 Easily Winded . 0 0 
Rheumatic Fever 0 0 Heart Murmur 0 0 Stroke . 0 0 
Swollen Ankles 0 0 Angina 0 0 Hay Fever / Allergies . 0 0 
Fainting / Seizures 0 0 Frequently Tired 0 0 Tuberculosis . 0 0 
Asthma 0 0 Anemia 0 0 Radiation Therapy . 0 0 
Low Blood Pressure 0 0 Emphysema .. 0 0 Glaucoma . 0 0 
Epilepsy / Convulsions 0 0 Cancer 0 0 Recent Weight Loss .. 0 0 
Leuhemia 0 0 Arthritis 0 0 Liver Disease . 0 0 
Diabetes 0 0 Joint Replacement or Implant 0 0 Heart Trouble .. 0 0 
Kidney Diseases 0 0 HepatitiS / Jaundice 0 0 Respiratory Problems . 0 0 
AIDS or HlV Infection 0 0 Sexually Transmitted Disease 0 0 Mitral Valve Prolapse . 0 0 
Thyroid Problem ........ 0 0 Stomach Troubles / Ulcers 0 0 Other 0 0 

Patient Dental History
Name of Previous Dentist and Location Date of Last Exam _ 

Yes No Yes No 
1. Do your gums bleedwhile brushing or flOSSi ng? . o 0 8. Do you havefrequent headaches? . DO 
2. Are your teeth sensitive to hot or cold liquidsljoods? .. o 0 9. Do you clench or grindyour teeth? . 0 0 
3. Areyour teeth sensitive to sweet or sour liquids/foods ? .. o 0 10. Do you biteyour lips or cheehsfrequently ? .. 00 
4. Do youfeel pain to any of your teeth? .. o 0 11 . Have you ever had any difficult extractions 
5. Do you haveany sores or lumps in or nearyour mouth? .. o 0 in the past? . 00 
6. Haveyou had any head, nech or jaw injuries? .. o 0 12.Have you ever had any prolonged bleeding 
7. Have youever experienced any of thefollowing following extractions? .. 0 0 

problems inyourjaw? 13. Haveyou had any orthodontic treatment? . 00 
Cliching . o 0 14. Do you wear dentures or partials? . DO 
Pain Goint, ear, side offace) . o 0 Ifyes, date of placement 
Difficulty in opening or closing .. o 0 15. Haveyou ever received oral hygiene instructions 
Diffi culty in chewing .. o 0 regarding the careofyour teeth and gums? .. 00 

16. Do you lihe your smile? .. 00 

Authorization and Release 
Payment is due in full at the time of treatment unless prior arrangements have been approved. 
This office accepts insurance, I understandthat I am responsiblefor payment of services rendered andalso responsiblefor paying any co-payment and 
deductibles that my insurance does not cover. I hereby authorize paymentdirectly to the Dental Office of the group insurance benefits otherwise payable 
to me. I understand that I am responsiblefor all costs of dental treatment. I hereby authorize release of any information, including the diagnosis and 
records of treatment or examination rendered to my insurancecompany. 
I understand that the information that I have given today is correct to the best of my knowledge. I also understand that this information will be held in 
the strictest confidenceand it is my responsibility to informthis office of any changes in my medical status. I authorize the dental staff to peiform any 
necessary dental services that I may need dUring diagnosis and treatment, with my informedconsent. 

x 
Signature of patient (or parent/guardian ;- 'nor) Date 

"-/- - - - - - - - - - - - - - - - - -. ,- - - - - - - - - - - - - - - -----' 
PAn ERSON OFFICE SUPPLIES 1.800.637. 1140 064-4849/ 17006 


