
1 ABOUttYOU
2 1NSURANCE:NFO

Birthdate:   ノ   ′   Age:____SS仕

Work Phone#:(______)

Cell Phone #: (_)

Singb□ Maried口 DM研ood口 Sepaned□ WldOwed

Do you have children? o Yes O No How many?

Primary Dental lnsurance

Group # 1ehn, Local, or Policy #)l

Relation:- Date of Birth: / /
lnsured's Emolover:

Secondary Dental Insurance

Group # 1ebn, Local, or Policy #)1

Date of Binh:  ノ  ノ

3 ACCOU N丁 IN FO
Person ultlmately responslble lor account

Payment method: tr Cash tr Check

El CreOit Card - Enter card # above (if accepted)

I hereby authorize assignment of my insurance
lnlllals rights and benefits directly to the provider for

services rendered. I fully understand I am solely responsi-
ble for any balance not paid by my insurance company
(if otlered at this otfice).

4 EMERGEN⊂Y⊂ONTAC丁

Home Phone #: ( _)

Who is your Medical Doctor?_

Med:cal D∝ tor's Phone#:(_)

ヽ

Today's F‖e#:

Patlent Name:-
LCSr

What You Prefer To Be Called: D Male E Female

CITY

Home Phone #: (

Ext:_______――――――――

E¨ mail Address:

Referred By:

Employer:-How Long?

Employer's Address:

CrrY

Occupation:

Status: B MinorO

Spouse's Name:

Ⅵ7ELC◎NE

CiTY

Phone#:(______)

CrrY

Phone#:(______)

lnsured's lD#:

lnsured's Name:

霊 CONTINUE ON B19ド  .

Bil:ing Address:

CiTY

SS#:
STATE ZIP

Drivers License #:

Work Phone #:

Whom should we contact?

Work Phone#:(____)

Ce::Phone#:(______)



5
Reason for today's visit: tr Exam tr Emergency tr Consultation
Please indicate Bany of the following problems:

Are you in pain? tr No tr Yes How Long?

tr Discomfort, clicking or popping in jaw tr LosUBroken Filling(s) tr Stained teeth tr Broken/Chipped tooth
tr Blisters/Sores in or around the mouth tr Teeth grinding tr Locking Jaw tr Sensitive tooth, teeth or gums
fl Red, swollen or bleeding gums tr Ringing in Ears tr Bad breath tr Active Decay/Cavity(ies)

口 Other

Do you require pre-medication? tr Yes tr No D Don't know

Previous Dentist:

Have you ever been treated for Gum Disease? tr Y tr N

(  )
Name Address

Last Dental exam: I I Last DentalX-ravs: / /
Have you had problems with previous dental treatment? lf so, explain:

Times a day you brush?-

Phone#

Last Dental(〕:eaning:     /    /

R雪ぶ踏_漁牲絆
ml_10

Times a week you floss?- Type of tooth brush bristles? tr Soft

Would you like whiter teeth? DY trN Have you had orthodontic

tr Medium

treatment?

口 Hard

口Y口 N
Things you would change about your smile?

6
What medlcations are you taklng? tr Nerve pills E Pain killers ftctuoins asptrtn) E Muscle rela:<ers 0 Stimulants
tr Blood Thinners E Tranquilizers fl lnsulin tr Meds for Osteoporosis tr Vitamins/Supplements
E Other(9, please list:

Have you ever tiaken: Bisphosphonates 1ex. Aredia/Fosamax) tr Yes tr No Phen-fen/Redux tr Yes tr No
Ilo you have or have you had any ol the fiollowlng dlseases, medlcal condhlons or procedurce?
YN Healt Mutmur Y N HeartAttacUStroke YN Heart Surg./Facemaker Y N Heart Disease/Angina
Y N Lung Diseaso Y N Thyroid Problems Y N Congenital Heart Defect Y N Cancer/Tumo(s)/Growth(s)
Y N Liver PЮ b:ems     Y N Seizures/Ep‖ epsy     Y N Artilicia!Heart Valves Y N Chemotherapy/Radiation
YN Blood Disease YN V€nereal Disease YN Mitral Valve Prolapse YN X-rayorCobaltTreatment
Y N Kidney Prcblems Y N Cosmetic Surgery Y N G.l. ProblemVUlcers Y N Frequent tthirsturination

YNB:ooding Problems/Anemia

Y N Shingles
Y N Hepatitis
Y N Glaucoma
Y N tuthritis/Gout
Y N Leukemia
Y N Chest Pains
Y N Bruise Easily
Y N Allergies
Y N Nervousness
Y N Sleep Apnea

Y N Scarlet Fever YNDizziness/Fainting YNEmphysema/Asthma
YNTuberculosisTB YN Cold/Fever Blisters YN Diabetes/Flypoglycemia Y N High/Low Blood Pressure
YNH:V・「/AIDS/ARC   Y N Blood Transfusion Y N PsychiatHc PЮ biems    Y N Anricial BOnes/」 oints/impiants

Y N Rheumatic Fever Y N AlcohoUDrug Abuse Y N Back/hleck Problems Y N Severe/Frequent Headaches
Y N Sinus Problems Y N Eating Disorder Y N Respiratory Problems Y N Jaw Problems TMJ/TMD

Please Iist any other surgeries or medical conditions you have or ever had:

Are you a‖ergic to any ofthe fo‖ owing? EI Latex

口 Denta:Anesthetics□ Foods:
tr Penicillin /Amoxicillin tr Tetracycline tr Aspirin tr Codeine

tr Others:

Do you use tobacco? tr No tr Yes/Flow used? How much? How long?

Please rate your general health from 1-10: Do you wear @ntact lenses? D Yes tr No
For women: Are you taking Birth Control pills? tr Yes tr No Are you taking hormonal replaoement? tr Yes tr No

Are you Pregnant? tr No tr Yes/Flow long?_Are you nursing? tr Y tr N How many children have you had?

I We invite you to discuss with us any questions regarding our services. Th€ best Dental health services are based
on a friendly, mutual understanding between provider and patient.

I Our policy requires payment in full for all services rendered at the time of visit, unless other arrangements have
been made with the business manager. lf account is not paid within 90 days of the date ol service and no
financial arrangements have been made, you will be responsible for legal fees, collection agency fees, interest
charges and any other exp€nses incurred in collecting your account.

I I authorize the staff to perform any necessary services needed during diagnosis and treatment. I also
authorize the provider to release any information required to proc€ss insurance claims.

I understand the above information and guarantee this form was completed correctly to the best of my knowledge
and understand it is my responsibility to inform this office of any changes to the information I have provided.

I aclcrowledge that I have received a copy of the Summary of Privacy Notice.

Sionature- oAdult Patent
Date  ノ  ′

Ｈ一臨一

tIPDATE
cOmCE USE)

ノ  ノ
Date

ノ  /
1nnlJs     Date

:n融

O Paronl or Guadian 口Spouse

First lmpression Forms,!nc.1-800-99FORMS FORM#フ DHA2 Copyri9ht 0 2011

DENTAL:NFORMA丁 10N

MEDiCAL HISttORY&lNFORMA丁 10N


