
1 The benefits of a happy a 
' The goal of mli:t·omce is to help you rea.ch an . 

form m its entirety; Th~.J1J1ore w:e kp.ow abo. 

~,,J!1-! smile_ are w~mendm.11s! . !j 
1nl.m I!J_anm:um oral health; JPfoase :lill ol!l!t thls 

Jihe better :we ·can serve yo_u and your famify .. 

Date -----
. .ilt'-'"!Jr,~,~'.ol->i. 

Naine Oll\#._ □ re~~e SSN ___ - -____ Age ___ _ 
i prefer to be called ______ ~ DOB• __ / /if 7 · ·- -~·□ Single O Married O Divorced O Widowed O Separated . 
Home address Jii J!tj? 

(street) (stzte) · (zip) 

Hm# __________ Wk# __ ~ _______ Ex:t#. Cell# ________ _ 

Email address "" DL# -------~------------- --------~-------
When and where·is the best time to reach you? ____ -;;·:t;fo/:c-•:=_-,½;;-'"'.,:i\i,·,.;-,-_________________ _ 

Occupatioil __ -'-'-------'-- Employer __ --:;f "-----;"i"8:~'-,--'---- How long at present position ? __ _ 
Employer's Address_· -·---------~"------cd,·',i,;{~;c.l.:..·• ________________ _ 

(street) . "¾,..,~w!i#lilf''' (state) (zip) 

Whom may we.thank forreferr.ing you to us? __________________________ _ 

His/He;r nai.--ne --------
SSN ---

Ji;.:,. Wk# ______ _ 

____ DL#--------~~--"_: ,.,.ir"'~--~- DOB ____ / ____ / ___ _ 

4:~~i;~:;~~~?•" 
Person responsible for ·account _________ ._. -_•.e<_""_"''"_ .. ,,_,"Relationship ______________ _ 

Occupati.on Employer --------------~-
If different from above: Billing address ___ -'--------------------------

(state) (street) (zip). 

SSN __ _ Tun# Wk# ----------

Ins\l!ance Co. name __________ Insurance Co. phone# -'; ______ Policy# ________ _ 
Insurance billing address ________________________________ _ 

Insured's name Relation ----------- -----
SECONDARY IN 

-~_DOB· __ !_! __ 

Insurance Co. name ----------
insurance billing addr~ss ________ --''iic'' ·,--,---'-----,,---:;,-F-~--------------,--,---

Insured's name Relati&iift-~)~'.' .. ,:L~--- ___ DOB __ /_/_ 

- - . . - -~-=:..~..:.ey::n;t.;,,·,, 
In the event of an emergency, is there someone that we may coil.tact? 1 
Name-----------~ Relation_~ ____ ffin# .,.'· ----'-____ Wk# ______ _ 

. I 

DL-101 



Do you have a personal physician? Dyes ·□ no Physician's :hfilne i · Ph# _____ _ 

Dateoflastvisit . . • Yourcurrenthealthis 1

1 

□ good? Ofair? □ .. poor? 
Are you takiilg any prescription/herbal or homeopathic drugs. q il.O 01 yes, please list ________ _ 

, I 

.· · _Do voo cirr nave vou ever ex:11erieneeid any:Cf me fellowing? 
YNAnemia/excessbi~ding. YNEmphysema l YNR..'i.eu:maticfever 

. Y N Aztijjcial bones / joints Y N Epileps-~ / seizures · YN Scarlet fey~ . 
YNA..-tiiicialhea.'tvalves YNFeverblisfers · . YNSeverehearlaches 
YNA..'ihlitis .YNHeartsurgery/pacemak,r · YNShingles 
y N Asfi1,."11a Y N High /low blood pressni:\, YN Sinus trouble 
y N Blood transfosion Y N Hea.1: attack f0when ? I Y N Stroke 
YNCancer YNHeartrimrmur ·· -j- YNSynfuoidforthyroid 
y N Chem9-radiationtherapy YN Hepatitis Type__ 1

1 
Y N Tuberculosis (TB) 

YN.Congen..'talheartdefect YNHerpes · YNUlcers 
YNDiabetes YNHIV+/ AIDS YNVem,r0..,alDisease 
YNDffilcultybreathing · YNMigraines Other _________ _ 
Y N Dmg / alcohol problem Y N M:iral valve prolapse 

/Me i;e,1111 a~c.w any·~me ~!li? 

O Asph-in O Codeine O Dental Anesthetics O Eryth.TOmycin· 
O Latex O Peni,.,-illin O Sulfa Drugs O Tetracycline 
QO"Jier _____________ --, __ _ 

Have yon ever taken antibiotics prior to .a dental prccedu,e?. 

· [loo Qyes, explain_'--~------------

Why have you come to the dentist today? _______ _ 

Do you like your smile? 0 yes Ono 
If you could change anything about your teeth,- whaf would it be? 

Do your gums bleed? Dyes Ono 
. . . ~ 

. Bow many.times do you brush a day?_._. :floss a week? ___ _ 
· Are yon currently in pain? Qyes Ono 

• 1 Womeira 
. I 

Ar_e you, pregnant? Ono Qyes, due dete ______ ..,...,.--t 

kre you ta.long Binn Control Pills ~""r -
I 

i 

QyesQno • 
QyesOno 

Does yoiir j,iw O click? 0 pop? O hurt? O lock? 
Have yo~ ever had dffiiculties following a dental iJroced!lre? 
a no dyes, explain . • 

.1 
Haveyoli everhadp.,"riodcntal (gum) disea:se? - □ yes-Ono. 
Axe any 6f your teeth loose? O yes Ono . 
Are yourltee!h sensitive to □ hot? O cold? O sweets? 

The in:formation tha! I have giv~ on tins 9:uestlonnair~ i~1 
! correct to the best o, nzy knowleage. I U!lderstand that ihs 
IJ my responsibility to noth-'y the office cf any changes in my 

, I llllderbd that I am responsible for payment for-set- !
1

j 
vices rendered, AN"D I am resocnsibie for deductibles and . 
rernaini:iJg baiances that my insurance carrier does not · 

fj . m€dical hlstozy. I also understand that all information given . 
.! is to •be held:m me :strictest corrfidence. . 

I • 

cover. ·· 

ti 
,~1 

(signature) (dale) (date) 

I have reviewed my medical history and made all the changes necessary.-,-----------------­
I have reviewed my medical history and made all the changes necessary: ------------------
1 have reviewed my medi.calhlstory and made all !:he changes ll.eCessa.,y. -+----~-------------

I 
I 

I 


