
LAST F RST

What You PrelerTo Be Called: tr Mae Ll Female

I\,{ailing Address:

Home Phone #: ( )

Work Phone #: ( )

Cell Phone #: (

E-mailAddress:

Employefs Address:

Slatus: Q l4inor! Single a l,larried ] Divorced U Separated D Widowed

Spouse's Name:

Do you have children? -l Yes u No

Prlmary Denlal

Co. Name:

Phone #:

lnsured's

Group #

Insured's

Relation: Dale of Birth: / /

Insured's Employer:

Secondary Denlal Insurance

Co. Name:

Address:

Phone #: ( )

lnsured's lD#:

Group # (Plan Local,

lnsured's Name:

Relalion:

Insured's Employer:

Dale of Birth: / /
Person ultimately responsible for account

Relation:

Billing Address:

Drivers License #:

Work Phone #:( )

Payment method: tr Cash

Ll Cred t cad Enter card + above (il accepled)

hereby aulhor ze ass gnmenl ol rny insurance
n'as righls and benelts direclly lo the providef ior

serv ces enaF'ed. I L ly u_de ,la'd |.T solelv a-pon i

ble ror any balance not paid by my insurance company
(it olrered at this olfice).

Whom should we contact?

Relation:

Home Phone #: ( )

Work Phone #: ( )

Cel Phone #: ( )

Who is your Medical Doclor?

Medical Doctofs Phone #: ( )



Reason ior today's visit: J Exam tr Emergency tr Consultation
Are yo'.r n p"in? J No J Yes How Long?
Please indjcate t/any of the fol owing problens:

Last Dentalexam: / / Last Dental X rays I I
T mes a day you brush? Times a week you iloss?
What lype of tooth brush brisiles do you use? tr Sofl U N,4ediurn f Hard

How would you rate your smile? N'dr1 2 3 4 5 6 7 I 9 10 G*r)

tr Discomfort, clcking or popping in jaw tr Losi/Broken F llng(s) tr Stained teeth
tr Red, swolLen or bieeding gums. f Teeth gr nding tr Locking Jaw
tr Sensitve looth, teeth or gums. f Rnging n Ears LJBad breath
:l B isters/Sores in or around the mouth. f Broken/Chiooed tooth

I Other:
Do you require pre-medicaUon? Ll Yes I No tr Don't know

Do you use tobacco? E No tr Yes/How used? How much? How ong?

Do Vou wear contact lenses? .l Yes J No

tJ Other(s), please list:
Have you ever iaken: Bisphosphonates (ex Ared rFosamd) tr Yes tr No Phen fen/Redux LJ yes f No
Do you have or have you had any of the following diseases, mecticat conditions or procedures?
Y N Hean Altack / Stroke Y N Thyrod Probtems Y N Cance/Iumors y N Cosmetic Suroery
Y N Hean Surg./Pacemaker Y N Kidney Probt€rns y N Sh ro es Y N X ay or CoballTreahe.l
Y N Head Murmuf Y N Liver Probtems y N Hepalts y N Chemotherapv
Y N Rheumal. Fevef Y N Resp ratory Pfobems Y N H|V+/A DS/AFIC yNAsrhtr,a
YN Mt€ Vave Proapse YN Snus Probtems Y N Arthritis/ Flheumal sm yN Ditfic!fty Breathing
YNAnfica Valves Y N Stomach Pfobems/Uce6 YNAnficia Bones/Jojnts y N Diabeles/Hypogtycem a
Y N Heart Disease Y N Psychalric Probems y N Emphysema
Y N CongenlalHead Delecl Y N Venerea Dtsease y N Fainrng/Seizlres/Ep epsy yNAnemia
Y N Chest Pa ns Y N Alcohol/Drug Abuse Y N Sevee/Frequent Headaches y N H qh/Low B ood presslr€
Y N Scaf et Fever Y NTubercuosisTB YN Frequent Neck pain y N Beedtro probrems
Y N Nervousness YNJaw ProbemsTMJ,TMD YN Back Probtems y NGaucoma
P ease list any other surgerles or medical conditions you have or ever had:

What medications are you taking? D Nerve pitts i pain kitters Chctudins aspirh) D Ntuscte relaxers
U Stimulants Ll Blood Thinners LJ Tranquitizers f Insutin I Meds for Osteooorosis

Are you allergic to any of the foilowing? _l Latex I Penicillin / Amoxicillin a Tetracycl ne tr Aspirin

Ll Dental Anesthet cs LJ Foods: LJ Olhers:

Please rale your general health from 1-10:
For women: Are you taking Birth Controi pills? Ll Yes tr No How many children have Vou had?
Are you Pregnanl? : No -J Yes/How long? Are you nursing? tJ yes .t No

I We invite you to discuss with us any queslons regafding our servces. Ttre besr Dentat heath seryices are based
onafrendly muiua underslanding belween provider and palent.

r Our policy requires payrnent n lull lor a se rv ces rendered at rhe I me ot v sir, u n ess oltrer amnqerrems nave oeen
made wlih ihe business managef lf accounl is .oi pard wrtlr n 90 davs of ihe date ot servjc and no tnanca
arrangemenls have been made you w ll be responsib e ior tegai iees, co ection agency fees, nie rest ctrafges and
any olher expenses incurred in collecung your accounl.

I I auihorize ihe staii to pedorm any necessafy services needed during diaqnosis and treatment. I atso authorze the
providef to release any inlormalon required to process insulance ciaims.

I undefstand the above infomal on and guarantee lh s lom was cornp ered conec|y lo lhe best ot my know edqe
and u ndersland t is my rcsponsibilily to inlorm lhis office oi any changes io the iniornrarion I have prov ded.

F rsl lnp€ssior Forms. nc. 1 800-99FORI/]S FORNI # 3DGA2 copyrghl O2OO7


