Todory's Date:
Mame:

0 Male O Female

[F=1] Firmt

Birhdate: __ /_ /  Age Socinl Security #:

| preter to be colled:

Mro Mn Mi ODr

0 Single 1 Married O Divorced O Widowed O Sepangied

Skoo!

Pager/Car #: |

Sacen In

o
Work Phone #: | 1 Ext; Driver Licensa #:

Where & when are best Hmes to moch yout

Wham miay we Tharlk for referring you?

Oher bamily members seen by Us:
Employer:

Emplayer's Address:

Hew long there? Oeccupetion:

Ty
Meighbor or Relative not living with you

His / Hor Mame: Relation;

Werk Phara £ |

T

Person Responsible for Account if other thon yourself
Halefion: Homa Phooe #: 1 ]
Work Phone #: | | B

Social Security #:
Drivers License &:

SPOUSE INFORMATION

Birthdate

Emplaye Work Phone #.1_

INSURANCE INFORMATION

Primary Insurance Medizol Covernget T Yes O Mo Dental Covaraget O Yee O Mo Orfhedontic Coveroge? O Yes O Mo

Insurance Co, Mame: Fhione #: | Group # [Plan, Local or Palicy #);

Insurance Co. Address:

Sl
Insurad's Mame:

Insured's Sacial Security #:
Employer’s Addres:

frsured's Birhdate: _ /'

Inswred's Employer

Sbrnody PO S City Sioie

Medical Coverage? (1 Yes 0 No Deniol Coveroge? O Yes O No Orfhodantic Covernge? (0 'Yes X No

Phone #: | ] Group # [Plan, Local or Palicy #):

St

Insurad's Social Security & Insured's Birthdate: /. /_ Relation:

Employer's Address;

it T

CONTINUED ON BACK




DENTAL HISTORY

Why have you coma to the dentist today?

 Yas
2 Yes

Are you.currently in painf
Da you need o be premodicated betora dentnl recimant?
Wmﬁm\: dental ﬂ?m A
D you now or hove you ever ssperienced pain / discombort
in your o jeint [TM] / TMD)E
Your current dental health is
Do'you foss deil® 0 Yes 1 Mo
Type of bristles on your wothbrushe
Hew long do you use a toothbrush befare replacing it

2 Yes

[ Yas
1 Fair

O Yes
1 Madivm

3 Goed
Brush doily?
2 Hard

Ever lich? O Yes
o Yes
o Yes

Do your gums ever bleed? O Yes O Mo

Hove you ever had periedonial diseass?

Da you have mokility in-your testh?

Are your teeth sensifive o heot, cold, ar amything alse?

Do yew shill hove wisdom festh?

H-yes, whny?

Previows / Present Dentist
|Flesia Circha|

Why did you leave your previous dantist?

Wht did you like most & least about oy dentist you have seen?

O Yes

Least Wisit Deate:

Do yow use anything in oddifion to your brush and foss? L0 Yes
i sms, wohar?

Wouid you [ike fresher breal® 0 Yes O Mo

Whiter teefh? L) Yes

Are you happy with the way your smile looks?
IF rict, what would you change?

MEDICAL HISTORY

Lo, you have o petsonal physician?

|-'|.:,-- ician's Mama

Al

ATY

Phane # Bt ol fosk it

Your current physical health is:  Goud
Are wou currently undar tha care of o plysicgs?

Flaase wain

Do ol smake o use labares inony cther farme A Ma

Are you allergic to any of the following?

Y N Aspinn ¥ N Erpthromyein

Y W Barbikurotes ¥ M dewelne ) Matchs
¥ M Codaima ¥ M Lotex

¥ M. Dentol Aneathietics ¥ M Penicillin

Fésants it oeldibonal drugs fhat coue allergic reaghon;

A A

For Women: Are you foking birth control pills?
A e pregrant

\Wesk & _ Are vou nursing®

Are yvou laking any

of the following?

¥
¥
"

W

i . I ,
Are U faking any pres tiphion  over -the-counfer: drugs

|
|

I

Acefamirophen
Antibighes
Anhhistomines
Agaitin

Abriormel Blseding

Y M Bloed Thinners f
¥ M Blesd Préssure Mediatian ¥
¥ M Cold Remedizs ¥
Y M Dil!'lrl'll o/ Heart Medicahan

[*

M Bhitraghcznn

M Becreglionzl Drugs
t

i

4 Staready Carliane

net listed above? L Yes U Mo IFyes, please st eoch one

¥ Insube/Dicbates Trigs

Yo
T M

Thymsin Medicing
Tranquilrers

Do you or have you experienced the following?

| Headoches

Liver Dhisarne

Sh

Alcohal Abuse
Anemio

Artfiritis

Arthcaal Bores/ boints
Arfificial Yohms
Asthma

Blood Transhsion
Cancer

il
Congentinl Hexrf |
Cighotes

Diffculy Brecrhing
Mwrsp

E.r.-!
P Sl

Ferver Blisters
Glavcoma

Hay Fever

Frocrse: zehany senoyy megsnl enaiticaiy) thal wou hove 9_1;;—;-.'|.a|1.:5c|

H

o ey el ol ol ol ]
ETETFTFTFIFIETELEEE
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s T - S

Chicken Pax

Haard Atiock
Heaart Murmur
Heaarf Surgeny
Herrrphilia
Heertitis

Blood Fressure

HIV* fAIDS

Hespitolized for Ay Reasen
Kickiery Probilams

ingle:
Sacwde Coll Disecrsa
Sinus Problem:
Sherold Tharapmy
Sirode
Thyraid Problems
Tonuillifia
Tubarnkosis (TH)
Ulcees
Vororea! Disense

Lewr Blood Pressum

ol ] o, o,
BEREBEETEEEL

T o e e
EZEZEZTEZFEETT

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,
| autheriza the dental stoff to perform the necassary dental services |
may need, My methad of payment will be .

Signature

PAYMENT IS DUE AT TIME OF SERVICE
FORM # AZC0197

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

Sigrahse Dals

£ 1997 INFORMS NC. 1-800-722-4884




