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

dental heal hcare needs, please fill out this form completely in ink. If you have any questions Patient #

or need ass stance, please ask us - we will be happy to help. SS#/SIN

Patient Information 4o
(CONFIDENTIAL) PpatientsSex [IF [IMm

Name ___ Birthdate Home Phone

Address __ City ﬁﬁ‘éﬁ?’ ZFI’E[

Email ___ Cell Phone

Do you prefcr to receive calls at your: L] Home ] Work (] Cell Phone
Check Appr priate Box: ] Minor [[] Single [] Married  [] Divorced [] Widowed [ Separated

If Student, N ame of School/College City ?}f-gf.f?/ O] "IE:L;rItIe O ]Tjﬁri;fz
Patient or P rent/Guardian’s Employer Work Phone _
Business Aa dress City ff%ff/ ng‘E{.
Spouse or Pc rent/Guardian’s Name Employer Work Phone
Whom may ve thank for referring you?
Person to coi tact in case of emergency Phone

©
Responsible Party o
Name of Per on Responsible for this Account to Patient
Address Home Phone
Email Cell Phone
Driver’s Lice 1se# Birthdate Financial Institution
Employer __ Work Phone SS#/SIN

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

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

[ cash (] Personal Check Credit Card [1VISA [] MasterCard L] I wish to discuss the office’s payment policy.
I Inf i
nsurance Information —
Name of Inst red to Patient
Birthdate SS#/SIN Date Employed
Name of Em;loyer Union or Local # Work Phone
: State/ ZP!'E[
Address of Eiployer City Prov. (o
Insurance Cc mpany Group # Policy/ID #
; State/ ZF:'%/
Ins. Co. Addi ess City Prov. 2C..
How much is your deductible? How much have you used? Max. annual benefit
DO YOU t AVE ANY ADDITIONAL INSURANCE? ] Yes ] No IF YES, COMPLETE THE FOLLOWING:
Relationship
Name of Inst red to Patient
Birthdate __ SS#/SIN Date Employed
Name of Emj loyer Union or Local # Work Phone
State/ ZFI;E_/
Address of Er iployer City Prov. 7
Insurance Cc npan Group # Policy/ID #
. b State/ FI’E[
Ins. Co. Add >ss City Prov. 26
How much is your deductible? How much have you used? Max. annual benefit

Over Please




Patient Medical History

Physician ___ Office Phone Date of Last Exam
Yes No Yes No
1. Are you un: 'er medical treatment now? 0 O 10 Areyou wearing contact lenses? _ : O O
2. Have you e er been hospitalized for any 11. Are you allergic o or have you had any reactions to the ollowing? ]
surgical ot ration or serious illness within the last 5 years? .......... O O Local Anesthetics (e.g. Novocain)............ccccceecvucvcrenccecnns ; ||
If yes, pleas  explain Penicillin or any other ANtBIOCS........oeeeeveeeerrrieeieineseinnne L] L
Sulfa Drugs ........ s - L
3 Avevow tak ne any medication(s Y LB e e aete i St b Lokt e emtst el L] L
inclgdin n m%prc{cﬁpﬁon med(igiﬂe? ............. O O SeARIVEs .. i isisinsiiisiinsissseimotiomsninsiissnsisossiessasshossss [ ] L_|
If yes, what medication(s) are you taking? DO iy s R S S AR S RS ATRST ;| =
ASPIFIN. ettt ins s (] [
4. Have you ¢ er taken Fen-Phen/Redux? O O Any Metals (e.g. nickel, mercury, €1c.).......c.ccoocvvvcvucnncueniee. [1 [
5. Have you ev °r taken Fosamax, Boniva, Actonel or any cancer Latex Rubber. Al
medications containing bisphosphonates? ................... O O - 8;}“3" = = o e
A T . . Do you have a persistent cough or clearin,
T i S O O sty aimon s Gsnger i oeder..... 0] O
7D - O O 13. Women Only:

o e a) Are you pregnant or think you may be pregnant?.......... (] [
8. Do you use controlled substances?... O O ) AYE YOU NUFSING? orvrevvooerereseesiesssesssseesneessssssesssssssssneee O O
9. Do you hav * or have you had any of the following? ¢) Are you taking oral contraceptives?...............cccccovvuueene. O 0O

Yes No Yes No Yes No
High Blood Pressure .............ccocou.... L] L) HestDisessesssmms [] [ CHESt PAINS .cocisesiiismissinssisinminssiiciancn O O
Heart Atac 2.......oucunncesscnes [0 [ Cardiac Pacemaker. - Easily WNAed. . vconssissasmpmmsessconusssss T
Rheumatic ever..........cccuvvvveurenn [0 [0  Heart Murmur ... (] [ Stroke I il
Swollen An ‘les......... . O O Angina .. O [  HayFever/Allergies .........ccocoooeme. (1 [
Fainting / S 2izures.........c.......co.cvuceee [1 [  Frequently Tired ..cocooooveroscorernencen. L] [ Tuberculosis B[ B
Asthma...... (] [0  Anemia (] [  Radiation Therapy......ccccoovrcererce | Bl
Low Blood ressure ...........cccoouvunee. (] [0 Emphysema. 1 [ € 1T A L) L
Epilepsy / Convulsions..................... (1 [  Cancerecinnn. (] [0  Recent Weight Loss.....ccoooucvevcecercrscs I [
LeuRemilnt o coicisissmsmnianinss [ [ Aiibccessmmgmi [ [ HverDisegsecisammssi I
Elibetes .t cusiisisssimmas (] [ Joint Replacement or Implant......... 1 [ Heart Trouble:.:sscaisssesii L] L
Kidney Disi ases.......oevvioreerrirsesenens (1 [ Hepatitis / Jaundice ..........ccoooeo... ] Respiratory Problems .............cccc...... 0
AIDS or HIV Infection..................... [0 [0  Sexually Transmitted Disease......... (] [ Mitral Valve Prolapse. I ) i
Thyroid Prcblem.....eeeeceeerirnen. O [  Sstomach Troubles/ Ulers.......... O O Other, ) S
@ °
Patient Dental History
Name of Previ sus Dentist and Location Date of Last Exam
[ Yes No Yes No
1. Do your g1 ms bleed while bmshing orﬂossing?‘..A..A..m.“..‘...‘. D D 8. Do you haveﬁ’equem headaches? .......vevvevvvennane. [j [:]
2. Are your te :th sensitive to hot or cold liquids/foods?................. 0 O 9. Do you clench or grind your teeth? ...........cccooocvvuccrcccececs O O
3. Are your te :th sensitive to sweet or sour liquids/foods?............ [ [J 10. Do you bite your lips or cheeks frequently? ...........ccooc...... O O
4. Do you fee, pain to any of your teeth? ...........cccovvvvrieverennnens O O 11. Have you ever had any difficult extractions
5. Do you hay e any sores or lumps in or near your mouth?.......... O O in the past?.. O O
6. Have you I ad any head, neck or jaw injuries?............ccceervnence. O 0O 12.Have you ever had any prolonged bleeding
7. Have you e er expetienced any of the following fOlloWING EXIFACHIONS?....cceeerrreereeeeersenssnessessesssssessssssssenes O O
problems n your jaw? 13. Have you had any orthodontic treatment? ....................... L] []
Chckmg RN SR L S A A AT e e R A S S D D 14. Doyou wear dentures oj‘parﬁals? D I:I
Pain (jc nt, ear, side of face)....................... O If yes, date of placement
Difficul y in opening or closing...... .00 15. Have you ever received oral hygiene instructions
Difficul y in chewing.........ciceeresincusisinsincrssnnsiens O Od regarding the care of your teeth and gums?..................... | |
16. Do you like your smile? O d

Authorization and Release

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

This office ac -epts insurance, I understand that I am responsible for payment of services rendered and also responsible for paying any co-payment and
deductibles tl at my insurance does not cover. I hereby authorize payment dirvectly to the Dental Office of the group insurance benefits otherwise payable
to me. I unde stand that 1 am responsibh:{(or all costs of dental treatment. I hereby authorize release of any information, including the diagnosis and
records of tre itment or examination rendered to my insurance company.

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

X

Signature o patient (or parent/guardian i¥~ “or) i Date

PATTERSON OFFICE SUPPLIES 1.800.837.1140 064-4849/17008

T L



