- Thank you for selectmg our dental healthcare team!
We will st: ive 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 mk If you have any questtons or need assistance, please ask us -

. L we wdl be happy to help
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 Patient or Parent/Guardian’s Employer L :? i | Work Phone
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- Whom may we thank for referring you?

- Person to contact in case of emergency Ph(}ne e
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 Hmal O , i : : P :;;L *Ce“ Phonf
. Drive‘r’s License #____ . Birthdate . Financial Instltutlon | L ,.
Employer _ | ] _Work Phone e SS#/SIN o

0 Ithis person amently a patient in our office? [ Yes No

For yow convenience, we offer the fol owing methods of payment Plcasc check the 0ptlon you prefer. Payment in full at each appomtment. '
I Cash: Personal Check Credit Card (] VISA Masta Cardi s Iwrsh to dzscuss the oﬁﬁces payment pol

Insurance Infomlatlon i
- Relatzonsth

. Bzrthdate SS#/SIN Date Employed

| ‘Name of Employer Union or Local # Work Phone
State/ Zi %

AddressofEmployer _______ cy_ Prov.

Ins. Co. Addrese | e ity :f;_-'Prov

How much is yourdeducub S Honuch haveyou used? Max annual beneﬁt

DO YOU HAVE ANY ADDITIONAL INSURANCE? 0% [INo IF YES COMPLETE THE FOLLOWING:

. : ' : o e # : | : e  2j RelaaonShlp
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 Patient Medical History

Physician

--Oﬁice’Phone e DateofLastExam

1. Are you under medical treatment now?...........ccoovccvcionnne. L1 L1 10, Are you weanngcontact lensest: o 0

2. Have you ever been hospitalized for any

Ve No = - e h

1 1. Are you allergic to or have you had any redctions to the followm g?

........ e Haveyoueverhadanydzjﬁmtesctractwns

surgical operation or serious illness wzthm the last Syears?.......... Local Anesthetics (e. o Novoram) e .. 0L
If yes please explain . Penicillin or any otherAntlbtottcs.......'..;.._........- ...... Lol
| . Sulfa Drugs ........ e s i
3. Are_you taking any meditcation(s) , | | | o Birbiturgies . . .
 including non-prescription medicine? .................... e o B T Sedatives. .. L
If yes, what medicati()n(s) areyou tak’ing? . . | lodine ... ... ... .. .. e
e Apirin. 0 0 b
74 Haveyou ever taken Fen Phen/Redux e o R B Any Metals (eg mckel mercury, etc) _
5. Have you ever taken Fosamax, Boniva, Actonel or any cancer - | fatecRubber . . . .. .0
medications containing bisphosphondtes?..........cccvccvecn.. L1 1 Other (please list) . 0
6. Have you taken Viagra, Revatio, Cialis or Lewtra e 12. Do you have a persistent cough or throat deanng not
inthelust 24 hourse. /o . o assoaatedmthaknmvnzﬂness (Iastmgmmethan3weeks)“’...
7. Doyoumsetobawo? .. ... oo L oL o 13. Women Only. - |
- 8 Do you use controlled substances? ........ e ) Are oy pregnant or thm}’ you ma) be pregbmarlt?..f..:.,. o
9. Do you have or have you hadany of thefo ;meg ' | b) Are you nursing?.............. bt st L
c) Are you taking oral contraeeptwes Pl
Yes No S - i Yes. Mo | o ¥es NG
:ngh Blood Pressure........coooe.....e.. | Heart Dzsease..‘..‘.....e.‘....ﬂ..g...,.,.5.' ....... e PR Chestbaies
Heart Attack............ Sl CardiacPacemaker.....-.,,.'......‘.......; Bl i ,FasilyWinded;.;...I.?;...»f.;;;..'..i'.‘.-...; .....
 Rheumatic Fever .....oooovvvirorionns W HeaptMumnir oo o T Spoke s a0
i‘SonenAnkles...;;.....;...i;' ........... P Angind......... Lia LR B0l v’HayFever/AIergtes..;'.;.-.........;.,...,-...
Painting/ Seiztires. ... L. Frequentbz Tied. . . I e Tuberculoszs....f.f.-..,.;.,.-.«.».?.:.......'.-....;.;.i'.......; -
Asthma......... S S e Aneriia. o 0 o T B Rediation Therapy ................ Sl
TowBlood Pressure.... 0. s b Bmphvsema oo oo a oo 2 Pl Gloweoma... .
| v‘Epzlepsy/ConvuIswns ..... Lo Caneeto - o _’@ffi_RecentWezghtIoss..'.;_.';._'.....;...ﬁ.."...-;,'....’
leukemig. o e il e e L e ey Dlsease..;..,....'.:..4.;.:.f..v.:..-..-,.'..;..._.q,.._. 1
Dighedes oo B T Joint Replacement or Implant i ) Heantleinble o o
Kidney Diseasés..... .o 0 . Hepatztzs/]aundzce ...... C ‘f 1 bl _fResplratoryProblems....,.,;;-...,, ..... il
ADSorHlV Infection ... ... L Sexually Transmitted Disease........ [J [0  Mitral Valve Pmiapse..:.....f;.,..._.»f..,.._ ..... Ll
- ThyzordProblem ......... i | Si:omach Troubles/Ul(erc.;,....; ..... - el b -Other Bl e
Patient Dental Htstm(y
,'NameofPrevzmtsDenustandLocatzon e DateofLastExam e L
. | | 'YeSf Ne o . o e e NG
1 Do your gums bleed whzle bmshmg or ﬂossmg?...;i........;..'.'....,...,.-.. b e 8 you have frequent headachee‘.'.-;.-..'f..,.._._,.:...;...e“...f....-..-..-.. :
2. Are your teeth sensitive to hot or cold liquids/ffoods?................ [ 9. Do you clench or grind your teeth? ...............cccc..........
3. Are your teeth sensitive to sweet Or sour hquzds/foods? s 10. Do you bite your lips or cheeks frequentlye o

5. Doyou }wve any sores or lumps in or near your mouth? ........... L mtemase. L .....
6. Have you had any head, neck or jow inuries?......ccovccion. 3 12. Have you ever had any prolonged bleedmg o
7. Have you everexperzenced any of the fol Iowmg | | following extractions? ::
- problems in your jaw? e o 13. Have you had any orthodontzc treatment? L
| Clzckmg e 14. Do you weardentures orpamals?......;;.:;..,.f.!.j ..... e
Pain Qozrtt ear, side offace) e Bl e date ofplaeement . : |
Dz[ﬁcultymo;aenmgm clasmg......;..;....;....'.....,.....;.i;....;;....'...,;.;; b e s Haveyoueverrecewedmalhyqxanemstructwns '
szﬁcuty ECHEWIng .. e regarding the care of your teeth and gums? ....................

Authonzatwn and Release

16 Do you hke Vour snztlei’.....‘;;..'.@,';;...;.'....,.;...'.....'.g...'....i.;'...'._.-...

1 certtjy that I have read and understand the above mjormat:on to the best of my knowledge The above questtons have been acemately answered
1 understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information including the
diagnosis 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 benefits
otherwise payable to me. I understand that my dental insurance carrier may pay less than the actua bzﬂfor services. 1 agree to be respons:hle
for payment of all services rendered on my behal;‘ or my dependents . | |

X

For your convenience, we offer the following methods of payment.

Please check the option which you prefer

Payment in full at each appointment.

Cuash - Personal Check

Credit Card  Visg

' Slgnature of pcment (or parent/guardzan 1] minor )

Financial Arrangements Late Charges

MC

[ wish to discuss the dental office’s policy.

If I do not pay the entn'e new balance within 25 davs of the monthly billing date,
a late charge of 1.5% on the balance then unpaid and owed will be assessed each
month (if allowed by law). I realize that failure to keep this account current may
result in you being unable to provide additional dental services except for dental
emergencies or where there is prepaymentjo; additional services. In the case of
default on payment of this account, I agree to pay collection costs and reasonable
attorney fees incurred in attempting to colleet on this amount or any future

outstanding account balances.
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