Thank you for selecting our dental healthcare team!
We will strive to provide you with the best possible dental care. To help us meet all your

dental healthcare needs, please fill out this form completely in ink. If you have any questions Patient #
or need assistance, please ask us - we will be happy to help. SS#/SIN

° L Date
Patient Information conxrentiay mions T On
Name Birthdate Home Phone ___
Address City ls’f'?)ﬁf/ Zf
Email Cell Phone
Do you prefer to receive calls at your: L] Home [ work (] Cell Phone
Checlk Appropriate Box: (] Minor [[] Single  [[] Married  [] Divorced [] Widowed [ Separated
If Student, Name of School/College City gﬁg&e/ ] ]Eil}":!lle ] %%te
Patient or Parent/Guardian’s Employer Work Phone .
Business Address City 15)5%55.3/ ny(g,[
Spouse or Parent/Guardian’s Name Employer Work Phone
Whom may we thank for referring you?
Person to contact in case of emergency Phone

@

Responsible Party -
Name of Person Responsible for this Account to Patient
Address ‘ Home Phone
Email Cell Phone
Driver’s License# Birthdate Financial Institution
Employer Work Phone SS#/SIN

Is this person currently a patient in our office? [ Yes ] No

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

[ cash [ Personal Check Credit Card [JVISA [_]MasterCard (1 1 wish to discuss the office’s payment policy.
I Inf i
nsurance Information .
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer Union or Local # Work Phone
State/ Zip/
Address of Employer City Prov. P}&
Insurance Company Group # Policy/ID #
. State/ Zpifé/
Ins. Co. Address City Prov. 2C.
How much is your deductible? How much have you used? Max. annual benefit
DO YOU HAVE ANY ADDITIONAL INSURANCE? [ yes L] No IF YES, COMPLETE THE FOLLOWING:
Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer ' Union or Local # Work Phone
State/ Zip/
Address of Employer City Prov. Pi(of
Insurance Company Group # Policy/ID #
State/ Zip/
Ins. Co. Address City Prov. P}(g,‘
How much is your deductible? How much have you used? Max. annual benefit

Over Please



Ay

Patient Medical History

Physician Office Phone Date of Last Exam
Yes No Yes No
1. Are you under medical treatiment nOW?...........cccoveeeveinenicrisnnas 1 [ 10 Areyou wearing contdct lenses? ............ .
2. Have you ever been hospitalized for an 11. Areyou allergic to or have you had any:eadwns the foﬂamng?
sm*ggc):ﬂ operation or seglous 1I1n{55 mi)l’un the last 5 years? ... [ [ Local Anesthetics (e.g. Novocain).......... s L]
If yes, please explain Penicillin or any other Antibiotics... 1 O
31117, bl - S———————————————) [T] (.
3 Areyou tdking any meditation (s BaArDItUIALES ..o eesreeseseeeeeeeneenesenene L []
mdidin nmfplezmpnon MEAICTNE? .o O O L e I
If yes, wigat medication(s) are you taking? TOCHNE .ol i
Aspirin.... O &
4. Have you ever taken Fen-Phen/Redux?........c.ooooecvicininincninieenn. O O Any Metals (‘3 g ”'de mercury, ezc ) -------- ) I
5. Have you ever taken Fosamax, Boniva, Actonel or any cancer LateX RUDDET ......ooooveoooeees e 1 O
medications contdining blsphosphonates? ...................................... O O " gther A - ——
. Do you have a persistent cough or throat clearing not
5 gﬁ‘;fg;g;gﬁ?o:ﬁ?‘;t (.1.‘. Rcvatro, Clahs' fi’ff‘i'.t.m O M 1 associated wiIIh a known illness (lasting more than 3weeks)?....... ][]
3. Women On
7. Do you use (0DACCO? ... : % % a) Are you I;‘:egnan[ or [hmkyou may be plegnant? el || 1]
8. Do you use controlled subsrames? et b) Are You RurSing?................ o H
9. Do you have or have you had any of the followin g? ) Are you taking otal contr acepnves? ................................. O O
Yes  No Yes No Yes  No
High Blood Pressure......................... [1 [  HeartDisease.......cocooeorrnn. 1 [ Chest Pains....vcevvvvvvovessssnmnssesssneenns ]
Heart AUACR ..o, L] [ Cadiac Pacemaker ......................... L1 O Easily Winded.........coooicccesn. L] [
Rheumatic Fever ... ] [J Heart MUurmur oo, L[] Stroke .... - T I I
Swollen ARRIES . w:sca s Ll O Angina..oooooooo O O Hay Feve] / Allergles .......................... L O
Fainting / Seizures. Ll O Frequently Tired . S I I Tuberculosis ... . B I I
Asthma ... L] L i O O Radiation Ther apy.... I [
Low Blood Plessule.. . ) [ Emphysema. O O Glaucoma... . I
Epl!epw/Convuklom LN A — O O Recent Wetght LOSS s L1 L
Leukemia... S I A I AVRFILS oo L1 [ Liver DISEISE v L1 [
DiADELES.......vovceeeceeceien L] [ Joint Replacement or Implant......... O Heart Trouble..........ccocovccenricnninen. O O
Kidney Diseases... T I R Hepatitis / Jaundice ........coc.cucuncn. O O Respiratory Problems ..........c.cccoo.u.... I
AIDS or HIV Infcctwn. L] |:| Sexually Transmitted Disease.......... ] Mitral Valve Prolapse...................... L1~ []
Thyroid Problem... - ] Stomach Troubles / Ulcers .............. ] Other 0 O
Patient Dental History
Name of Previous Dentist and Location Date of Last Exam
Yes No Yes No
1. Do your gums bleed while bmshing Ol'ﬂ()SSillg? ....................... D I:] 8. Do you have frequent headaches? ..... . [:l I:l
2. Are your teeth sensitive to hot or cold liquids/foods?................. 1O 9. Do you clench or grind your teeth? . O
3. Are your teeth sensitive to sweet or sour liquids/foods? ............. 1 O 10. Do you bite your lips or cheeks ﬁ‘equen[ly? ______________________ 0o
4. Do you fﬂd P(lil] to any of_yaur I R e D 11. Haveyou ever had any (Iﬂcul[ extractions
5. Do you have any sores or lumps in or near your mouth?......... L1 [ 1 LHE PASI?cooes e O O
6. Have you had any head, neck or jaw injuries?...........c.ccocoeeeeee. OO 12.Have you ever had any prolonged bleeding
7. Have you ever experienced any of the following Jollowing extractions?..........ccooevveeeeevevvovreerereoeeeereeeseoecnoee (1 O
problems in your jaw? 13. Have you had any orthodontic treatment? ....................... O O
R e Er e S e i O O 14. Do you wear dentures or partials? O O
Pain (jDiH[, edr, side c)fface) ................................................ I:l I___l y-ygsA date ()fpjacemgn{
Djfﬁﬂll“y in opening or CIOSI'?]g ........................................... El El 15. Haveyou ever received oral hygigmg instructions
Difﬁculty in chewiug ........................................................... I:l I:l rggarding the care nyom' teeth and gum},? D I:l
16. Do you like your Smile? ............cccovmvrormiinmrnronerenssenssssnsnses O O

Authorization and Release

Payment is due in full at the time of treatment unless prior arrangements have been approved.

This office accepts insurance, I understand that I am responsible for payment of services rendered and also responsible for paying any co-payment and
deductibles that my insurance does not cover. 1 hereby authorize payment directly to the Dental Office of the group insurance benefits otherwise payable
to me. 1 understand that [ am responsible for all costs of dental'treatment. I hereby authorize release of any information, including the diagnosis and
records of treatment or examination rendered to my insurance company.

I understand that the information that I have given today is correct to the best of my knowledge. 1 also understand that this information will be held in
the strictest confidence and it is my vesponsibility to inform this office of any changes in my medical status. I authorize the dental staff to perform any
necessary dental services that 1 may need during diagnosis and treatment, with my informed consent.

X

Signature of patient (or parent/guardian if 0" ar) Date

PATTERSON OFFICE SUPPLIES 1.800.637.1140 064-4849/17006



