
Thanh vou for selecting our dentgl healthcare team!
'i le wil l strive to frovide you wit| the best possible dentatr care.

7 .-s nelp ks r{Leet all your dentql healthcqre needs. please fi l l  ouL this form
ccmpietely i 'n inh. { you have any qu(stions or need asiittor-ri. please asil.-us -

w e w ill be-happy to help.

Patient #

5S#/SIN

P attsnt lnfatmatton ( coNFrDENrrAL) Dqte

Birthdate Home
St6te/
Proy.-

Phone-
Zio/
P:CI  )  ) , " ^ -^

nuaf  { - \ ) City

Emsil CeIl Phone

Check Appropnate Box: l)Minor I Single l)Llamed l)Divorced l)wdowed

City

l) SeDarated' State/
-Prov.-

-Full - Part
JT ime  JT imeIf Sndent,Name of School/College

F atient ar P qrei'Ltl Guardian\ Emaloy er

Business Address City
Zia/
PC

Spotst or F arentJ Guardiw* N ame tunployer WorhPhone

Whom may w e thanh Jor reJernng y ou?

Person to contact in case of emergency Phone

Responsible Party
Relationship

Name oJ Person Responsible Jor this Account to Patient

Address HomePhone

Email CellPhone

Drlyer\ License# Btrthdate Financial Institut

Employer WorhPhone 5S#/5N

Is this person atn'ently q patient in our ffice? fl Ye.s I No

For your contenience, we offer thefollowingmethods of payment. Please chech the option youprefer Payment infull at each appointment,

l) Cesh ll Persona.l Chech Credit Card f WSe l)MasterCard I t wish to discr.ss the ffices paymentpolicy.

lnsurance lnformdnon
Name of [nsured

Name oJ Employer

Address oJ Employer

Insurance Company

Ins. Co. Address

How much is your deductible?

WorhPhone
State/
Proy. -

Birthdate ss#/srN
Union or Local #

Relationshin
to Patient '

DateEmployed

WorhPhone
State/ Zip/
Prov.-PCL l ry

Group #

4(
Policy/I
State/
Prov.-Cit.y

How muchhaveyouused? Max. annualbeneft

D O Y OU HAVE ANY ADDITIONAI- INSURANCE ?
- - ,
L  ] Y E S INo IF YES. COMPLETE THE F OLLOWN G :

Name oJ Insured

Union or Local #

Relationship
to Pdtia'Lt '

Date Emoloved-

WorR,Phone
JtaIel Ltpl
Prov. -P.T..-

Policv/ID #
Statd/
Proy.-

Birthdnte

Narne of Ernployer

Address oJEmployer

h$wrclnce Company

CitJ

Group #

Ins. Co. Address Ctty

How muchhaveyouused?

Oter Please

How much is your deductible?

55#l5IN

Max. annualbeneft

Zin/
P{



P atient M e dical History
Physician Offce Phone

7. Are y ou rmder medrcal treatma"tt now ?
2. Haw y ou n er bear hospitalized t'or cury

surgical op er ation or s enow illnes s w ithin the last 5 y ear s? ...........
If yes, please explain

3. Are y ou tahing any medication(s)
including non-prescnption medicine?
lf y es, what medr"cation(s) are y ou tahing?

4. Hcw e y ou ev er tahat F en-PhenlRedux? ......................
5. Have you ner tahenFosamm., Boniya, Actonel or any cancer

medications containingbisphosphonates?
6. Haw y ou tahm Yiagra, Ret atio, Cialis or Levitra

in the last 24 hours? ..............
7. Do youuse tobacco?
8. D o y ou use controlled substat'Lces? ..................

9. Do y ou haw or hav e y ou had any of the following?

High Blood Pressure
Heart Attach
R h e u m a t i t  F  e y e  r  . . . . . . . . . . . . . . . . . . . . . . . . . . .
Sw o l len  Anh|es  . . . . . . . . . . . .
F n i n t i n o  /  \ c i z r t r e <_ - ' " " " 6

Asthma
Low B lood Pressure  . . . . . . . . . . . . . . . . . . . . . .
Epi lepsy / Convulsions
Leuhemia
Diabetes
Kidney  D i  seases  . . . . . . . . . . . . . . . . . . . . . . . . . . .
AIDS or HIV Infection
TlryroidProblem

Heart Disease
Cardiac Pacemaher
Heart Murmur
Ang ina  . . . . . . . . . . .
F  re  qum I Iy  T i red  . . . . . . . . . . . . . . . . . . . . . . . . . . .
Anemia
Emphysana
C a n c e r  . . . . . . . . . . .
Arthritis

Joint Replacanant or Implant ......
Hepatit is /Jaundice
Sexually kansmitted Disease ......
Stomach Troubles / Ulcers ...........

Date of Last Exam

I 0. Are you weaing contact lenses?
1 1. Art y ou alleryr n or hn e y ou had, any rcachons to the Jollwing?

Lo cal Anesthetics (e. g. N ow cain) ..............
Penicillin or any other Antlbiotics
SulfaDrugs
Barbiturates
Sedatives... . . . . . . .
lod ine . . . . . . . . . . . . . . .
4spinn... . . . . . . . . . .
Any Metals (e.g. nichel, mercuty, etc.) .................
LatexRubber
Other (please list)
Do youhave aousi12. Do youhatte apusistent cough or throat cleanngnot
associated with a hnown illness Qastingmore than 3 weehs)? .....

13.WomenOnly:
d) Areyoupregnantor
b) Areyounursing? ...

thinh you may be pregnant? .

c) Are you taking oral contraceptivesT

Chest Pains
Easily Winded
St rohe . . . . . . . . . . . .
Hay  Fever  /  A l le rg ies  . . . . . . . . . . . . . . . . . . . . . .
Tuberculosis
RadiationTherapy
Glaucoma
Recent  Wei  gh  t  Loss  . . . . . . . . . . . . . . . . . . . . . . . . .
Liver Disease
Heart Trouble
Respiratory Problems
Mitral Valve Prolapse
Other
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Patient Dental History

1, Do your gumsbleed whilebrushing or f lossing?......
2. Are your teeth sensitiye to hot or coldliquids/foodsT ..
3. Are your teeth sensitive to sweet or sour liquids/t'oods? .....,......
4. Do youfeel pain to any of your teeth?..
5. Do youhave cary sores or lumps in or near your mouth? .........
6. Have youhad any head, nech or jaw injuries?.........................
7 . Have you ewr expenenced ary of the following

problems in your jaw?
Clicking
Pain (joint, ear, side oJface) ............
Dfficulty in opening or closing . .. . .. ..
Dfficulty in che.ning

N ame of Previous Dentist and Location Date oJ Last Exam

8. Do youhate frequent headaches?,,,.,,
9. Do you clench or gnndyour teeth? ,,,..
10. Do youbite your l ips or cheehs frequently? ...................
17. Hatte you ever had any dfficult extractions

in thepas t?  . . . . . . . . . . . . . . . . . . .
12. Hatte you ever had any prolongedbleeding

Jollow ing extr actions?
13. Hat'e youhad any orthodontic treatment? .......
14. Do youwear dentures or partia.ls? .....

If yes, date of placement
15. Hatte you ever received oral lrygiene instructions

regardingthe care oJ your teeth and gums?
7 6 .  D o  y  ou  l ihe  y  our  smi le?  . . . . . . . . . . . . . . . . . . . . . .

Authonzation arld Rele as e
I cert{y that I have read and understand the above inJormation to the best oJ my hnowledge. The above questions hatte been accurately answered.
I-understand that protiding-incorrect information can be dangerous to my health. I authorize the dentist to release any information including the
diagnos-is and the records of any treatment or examination rendered to me or my child during the period of such Dental care to third party payors
and/or health practitioners. I authorize and request my insurance company to pay directly to the dentist or dental group insurance bbnefiti
othenuise payabl-e to me. I understand that my dental insurance carrier may pay less than the actual bill for semi[es. f agree to be responsible
for payment of all services rendered. on my behalf or my dependents.
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Signature of patient (or parent/guardian if minor)

PATTEFSON OFFICE

Date


