
Patient Information

Date _

Full Name Birth Date .Age Marital Status _

Street Add ress City State Zip Ho me Phone _

Employer Occupation Social Security No. _

Business Address Zip Work Phone _

Name of Spouse/Parent Employer Occupation _

Dental Insurance Company Subscriber Date of Birth Policy No. _

Referred By .Previous Dentist Why did you leave? _

Name of Physician Phone No. _

In Case of Emergency Contact Phone No. _

Person Responsible for Account? Relationship Social Security No. _

Billing Address _
Street City State Zip

Work Phone .. Home Phone Employer _

Medical History

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that

you may have, or medication that you may be taking, could have an important interrelationship with the dentistry that you will be receiving.

Thank you for answering the following questions.

Pacemaker/Defibrillator .

Angina .
Heart Ailment ; .

High Blood Pressure .
Stroke .

Diabetes .

Epilepsy .

Respiratory Disease .
Asthma .

Tuberculosis .

Cancer or Tumors .

Radiation Therapy .

Kidney Disease .
Stomach or Intestinal Disease .

Women:

A. Are you pregnant? .
If so, due date _

B. Are you nursing? .

Is there anything you feel we should know about your health or teeth that is not listed? _

1. Have you ever been hospitalized, major operations or serious illness? .

If so, what? _
2. Are you under any medical treatment now? .

3. Have you had any allergic reactions to any drugs including penicillin, codeine, novocaine, aspirin? .
4. Has there been a change in your health in the past year? .

5. Have you ever had abnormal bleeding problems after a cut or tooth extraction? .

6. Are you now taking drugs or medications? .

If so, what? _
7. Has a physician ever informed you that you had:

Rheumatic Fever .

Heari Murmur .

Mitral Valve Prolapse .
Taken Fenphen or Redux .

Artificial Joint or Implant .

Hepatitis or Yellow Jaundice .
Venereal Disease .

AIDS/HIV + .
Blood Disease .

Hemophilia .
Liver Disease .

Jewelry Allergy .

Latex Allergy .

Are you happy with the appearance of your teeth? .

If not, why? _

Medical History Summary
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ASSIGNMENT AND RELEASE

1,~eUn~~gMd,hWei~uffiocew~--------------~N~a:m=e~a~f~~~S~u~~;a~~~e~C;a;m~p;a;n~y~~~~;~~-----------~

and assign, directly to Dr. all benefits, if any, otherwise payable to me for services
rendered. I understand that I am financially responsible for all charges whether or not paid by insuffince. I hereby authorize the doctor to release all
information necessary to secure the payment of benefits. I authorize the use of this signature on all my insurance submissions whether manual or
electronic.

Date

MINOR/CHILD CONSENT

Signature

I, being the parent or guardian of do hereby request
Name afminar/child

and authorize the dental staff to perform necessary dental services for my child, including but not limited to X-rays, and adminisitration of anesthetics
which are deemed advisable by the doctor, whether or not I am present at the actual appointment when the treatment is rendered.

Date

FINANCIAL AGREEMENT

SignatureafInsured/Guardian

I acknowledge that payment is due at the time of treatment, unless other arrangements are made. I accept full financial responsibility for all charges
not covered by insurance. I agree that if I fail to pay charges within thirty (30 days), I may be charged attorney fees, collection cost and court costs
incurred in collecting the amount due.

Date SignatureafInsured/Guardian

OFFICE USE ONLY

MEDICAL HISTORY UPDATE

MEDICAL HISTORY UPDATE

Since your last dental appointment, have you:

YesNoSince your last dental appointment, have you: YesNo

had any changes in your health?

DD had any changes in your health? DD
been hospitalized?

DD been hospitalized? DD
been to your physician?

DD been to your physician? DD
been taking any new medications?

DD been taking any new medications? DD
If so, what?

If so, what?

Patient Signature

DatePatient SignatureDate

MEDICAL HISTORY UPDATE

MEDICAL HISTORY UPDATE

Since your last dental appointment, have you:

YesNoSince your last dental appointment, have you: YesNo

had any changes in your health?

DD had any changes in your health? 0D
been hospitalized?

DD been hospitalized? 00
been to your physician?

DD been to your physician? 0D
been taking any new medications?

DD been taking any new medications? 0D
If so, what?

If so, what?

Patient Signature

DatePatient SignatureDate

MEDICAL HISTORY UPDATE

MEDICAL HISTORY UPDATE

Since your last dental appointment, have you:

YesNoSince your last dental appointment, have you: YesNo

had any changes in your health?

DD had any changes in your health? DD
been hospitalized?

DD been hospitalized? DD
been to your physician?

DD been to your physician? DD
been taking any new medications?

DD been taking any new medications? DD
If so, what?

If so, what?

Patient Signature

~Date Patient Si~tureDate


