Today's Date:
Patient Name:

(AST
= | What You Prefer To Be Cafled:
Birthdate: [ L Age:

Mailing Address:

FIRST M

1 Male U Female |.

SS#:

PR 3
oy

ci CITY
-] Home Phone #: {__ )

: | Work Phone #: ( ) |

Celi Phone #; ( )

: | E-mait Address:
| Referred By:

' Employer:

“1 Employer's Address:

STATE ZiP

Ext:

How Long?

GiTy STATE _

Cceupation:
Status: T Minor Q Single T Married Q Divorced () Separated O Widowed
Spouse’s Name:
Do you have children? O Yes G No

ZiF

How many?

t Person ult}mataly responsible for account

Namae:
Relation:
| Bilfing Address:
: CiTY STATE rd: o
188 #
Drivers License #:
Work Phone #; ( ) ‘
. { Payment method: O Cash 0 Check
- /
i ~d Credit Card - Enter card # above {if accepted)
I hereby authorize assignment of my insurance
intials  rights and benefits directly to the provider for

services rendered, | fully understand t am solely responsi- [
bie for any balance not paid by my insurance company
| (n‘ offered at this office).

R T R, Mﬁ@ﬁum:} e

d Primary Dental Insurance
-+ Co. Name:

.. | Group # (Plan, Local, or Policy #j:
| ;
i Insured’s Name:

) Insured's Employer:

-1 insured’s Name:

STATE 2IP

nsured’s {D#:

Retation:

Secondary Dental insurance

| Co. Name:

Address:

CiTY STATE Zip

| Phone #: ( )

Insured's [D#:
Group # (Plan, Local, or Policy #):

Relation:
insured’s Employer:

Py Persr.m Not Living

Date of Birth: S S— —

Date of Birth: -4 e

. g%?g

L




Reason for today’s visit: e

Are you in pain? O No O Yes' How Long‘?

Please mdlcate Q‘any of the foiiowmg problems RECENY S '

ETJ Dlscomfort chck:ng of . poppmg m ;aw 0 LosUBroken Fllhng(s) Q Stained teeth

_Ci Red swalien or bleeding i gums L1 Teeth grinding LI Locking Jaw

] Sensmve looth, teeth or gums. . . O Ringing in Ears Q Bad breath

U Bilsters/Sores Inor around the mouth a Broken!Chlpped tooth

|Q Other : : e

Do you requ:re pre- medlcaﬂon" Cl Yes g NQ Q-Don't know g

Prewous Dent:st PR { }

o Name s S . Fhoned

Last Dental exam L Last Dental X-rays: / /
"E“lmes a day you brush'? . Ttmes a week you floss?___

| What fypeof: tooth brush bristles do you use? O Soft O Medium O Hard

How woukd you ‘rate you; smz%e') iWﬂ:stiT 2 4. 5 8" ? 8 9 10 @

_ - O Insulin ,%;
_.J Other(s), piease list; : : - ;
Do you.have of have you had any of the Joliowing diseases, med;cai conditlons or procedures" .
4 ¥ N Heart Altaci / Stroke ' 8 W  Thyroid Problems. Y, S ¥ M Cosmetic Surgery

Y M Hean Surg. /Pacemaker ¥ N Kidney Problems - ¥ N Xray or Cobalt Treatment
Y N Hean Murraur e 0 Y N_Lwer Problems -+ .~ ¥_.N Chemotherapy ..

‘;; + ¥ N Asthma o

" ' " Y N Difficulty Breathing .

_Y N Amnc;al Bones/domts 'Y W Diabetes/Hypoglycemia  |. s
‘YN t:mpnysema T ¥ N Leukemia ;

© Y M Anificial Vaives -
¥ M Hear Disease :

YN Bleeding Problems
Y N Glaucoma

A‘ M*
e i'Have you ever taken the drug Phen-fen and of Redux? O Yes EJ No
L For women: Are you takmg Bmh Control plﬂs'»’ OYes O No. :
, B We invile you xo dlSCiiSS wﬂh us any questsons‘regardmg ou: Services 'The bes Dentai hea}th services are Dased I%Ppr%—ér{—,—fh
Jona fnendiy mutual understandmg between prowder and pataen{'. , .
: . : [ A
. initials Oale Il
;
- Comments’ :
: o I
! } aushoﬂze the s{aﬂ to perform any necessary semces needed during dlagﬂ03§s and treatment i also authorize the irtials Date
- provnder o release any mformatlon requwed to probess insurance claims, ="
!on nd guaramee this iormﬂwas completed__correctiy to the best of my knowledge - Commens
rm this office of any changes to the. snformauon_l have provu:ied TR ”D_le ! I

Date _____z W,L

52 AGUN Patient Parent or Guardian® ) Spouse Commants




