ABOUT YOU

Today’s Date: E-mail Address:

Name: I prefer to be called: Q Male Q Female
Lost Frst F Me M Ms Dr

Birthdate: _ /_ /_ Age: Social Security #: Q Single O Married O Divorced O Widowed O Separated

Home Address:

= Gy = F7)
Home Phone £: | ] Pager/Car #: | | Work Fhone 2: | ) Ext: Driver license #:

Where & when are best times fo reach you? Whom may we Thank for referring you?
Other family members seen by us:
Employer: How long there? Occupation:

Employer’s Address:

Gy
Neighbor or Relative not living with you

His / Her Name: Relation: Work Phone &: | ]
Address:

Gy

Person Responsible for Account if other than yourself
Name: Relation: Home Phone £: | ] Social Security #:
Employer: Work Phons £: | ] :_ Drivers License #:
Billing Address:

Gy
SPOUSE INFORMATION

His / Her Name: Birthdate: __ /__ /_ Social Security #:

Employer: Work Phone #: [ I Ext: Drivers license #:

INSURANCE INFORMATION

Primary Insurance Medical Coverage? 0 Yes O No Dental Coverage? O Yes O No Orihedontic Coverage? 0 Yes O No
Insurance Co. Name: Phone #: | ] Group # [Plan, Local or Policy #):
Insurance Co. Address:

B

Insured's Name: Insured's Social Security #: . Insured's Birthdate: __,j__ Relafion:
Insured's Employer: Employer's Address:

Street/PO Box Ciy Stoke

Secondary Insurance Medicol Coveroge? 0 Yes O No Dental Coverage? O Yes 1 No Orthodontic Coverage? O Yes 1 No
Insurance Co. Name: Phone #: | ) Group # (Plan, Local or Policy #):

Insurance Co. Address:

’ Sials
Insured’s Name: Insured's Secial Security #: Insured’s Birthdate: __/___/__ Relafion:

Insured's Employer: Employsr’s Address:

Siote Ip

CONTINUED ON BACK




DENTAL HISTORY

Why have you come to the dentist today?

QO Neo
O No

2 Yes
3 Yes

Are you curently in pain2
Do you require antibiotics before dental treament?

Have you experienced problems associated with
any previous dental work?

Do you now or have you ever experienced pain / discomfort
in your jaw joint (TMJ / TMD)2

Your current dental health is

Do you floss daily2 Q0 Yes O No

Type of bristles on your toothbrush2

How long do you use a toothbrush before replacing if?

O Yes O No

QYes
Q Fair
A Yes
0 Medium

QNo
Q0 Poor
dNeo
0 Soft

Q Goed
Brush daily?
0 Hord

Ever lich? O Yes
a Yes
O Yes

Do your gums ever blsed? OYes ONo
Have you ever had periodoniol disease?

Do you have mability in your testh?

Are your festh sensitive to heat, cold, or anything else?
Do you sfill have wisdom testh?

IF yes, why?

0 Yes

Previous / Present Denfist: Last Visit Date:

(Mease Cirde)

Why did you leave your previous dentist?

What did you like most & least about any dentist you have seen?

Do you use anything in addition to your brush and floss2 0 Yes U No

If yes, what?
Would you like fresher breath? 0 Yes Q1 No

Whiter teeth? 0 Yes O No

Are you happy with the way your smile looks?
If not, what would you change?

MEDICAL HISTORY

Do you have a personal physician? Q Yes d Ne
Physician’s Name:
Address:

Strast Gy
Phone #: | Date of last visit:

Your current physical health is: 0 Goed

Are you currently under the care of a physician?

Please explain:

Do you smoke or use tobacco in any other form? 0 Yes QNo

Are you allergic to any of the following?

Y N Aspirin Y N Erythromycin

Y N Borbiturates Y N Jewelry / Metdls
Y N Codeine Y N lofex

Y N Dental Anesthetics Y N Penicillin

Please list edditional drugs/materials that cause allergic reactions:

Q Yes
QO Unsure O Yes
QYes

For Women: Are you faking birth control pills?
Are you pregnani?

Week #: Are you nursing?

Are you taking any of the following?

Blood Thinners
Blood Pressure Medication
Cold Remedies
Digitalis/Heart Medication

Acetaminophen
Antibiotics
Antihistamines
Aspirin

toking any prescripfion/over-the-counter-drugs not listed above? O Yes O No

Y N Insulin/Diabstes Drugs
Y N Nitroglycerin

Y N Recreational Drugs

Y N Steroids/Cortisone

Y N Thyroid Medicine
Y N Tranquilizers

IF yes, please list each one:

Do you or have yeu experienced the following?

Abnormol Bleeding
Aleohal Abuse
Anemia

Arthritis

Arificiol Bones/Joints
Arfificiol Vohes
Ashma

Blood Trantfusion
Concer

Cengenital Heart Defect
Dicbetes

Difficulty Brenthing
Difficulty S'mm'!ng
Dizziness

Drug Abuss

Dry Mouth

Em,

Epi
Excessive Thirst

Fainting Spells
Fami .‘;ﬂ, Rbl)f of dichetes,
}'unm

Chest Pain
Chicken Pax
Colifis
Please list any serious medical condition(s) that you huve e;qaenenced_
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FenFhen

Fever Blisiers
Frequent Urination
Glowoma

Hay Fever
Heodoches

Heort Afiack
Heart Murmur
Heort Surgs
Hepatihis

Hign Blood Pressure

HN*/AJDSH

gy Problems
Liver Disease
Low Blood Pressure

Lupus
f.'ml Vaobve Prolopss

Fe.ﬂqml Cﬁh—.—u

Rod’ sefion Treckmerd
Rheumafic Fever
Ringing in bors
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AUTHORIZATIONS

| affirm that the information | have given is correct to the best of my
knowledge. It will be held in the sirictest confidence and it is my
responsibility to inform this office of any changes in my medical status.
| authorize the dental staff to perform the necessary dental services |
may need. My method of payment will be

Signature

PAYMENT IS DUE AT TIME OF SERVICE
FORM # BLUECUST O1-CRAVATT

I certify that | am covered by Insurance
Co. and | assign directly to Dr. all
insurance benefits, otherwise payable to me. | understand that | am
responsible for payment of services rendered and also responsible for
paying any co-payment and deductible that my insurance does not
cover. | hereby authorize the dentist to release all information neces-
sary to secure the payment of benefits. | authorize the use of this sig-
nature on all my insurance submissions, whether manual or electronic.

Date

Signature

© 2004 INFORMS INC. 1-800-722-4884




