(PLEASE PRINT)

Dental Insurance

Patient Information

:» "
A

Date Who is responsible for this account?
SS/HIC/Patient ID # Relationship to Patient
Patient Name Insurance Co.
Last Name
Group #
First N Middle Initi = =
et Name B Is patient covered by additional insurance? []Yes [ No
Address
Subscriber's Name
E-mail 5
Birthdate SS#
City
Relationship to Patient
State Zip
Insurance Co.
Sex (1M [JF Age
Group
Birthdate
ASSIGNMENT AND RELEASE
] Married ] Widowed [] Single 1 Minor | certify that |, and/or my dependent(s), have insurance coverage with
i and assign directly to
[] Separated [] Divorced [ Partnered for years Reme o Inanc Campenyiies) 9 y
Fratant EmplaysnSchonl Dr. all insurance benefits, if

any, otherwise payable to me for services rendered. | understand that | am
financially responsible for all charges whether or not paid by insurance. | authorize
the use of my signature on all insurance submissions.

Occupation

Employer/School Address

The above-named dentist may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents for
the purpose of obtaining payment for services and determining insurance benefits
or the benefits payable for related services. This consent will end when my current
treatment plan is completed or one year from the date signed below.

Employer/School Phone ( )

Spouse’s Name

Birthdate

Signature of Patient, Parent, Guardian or Personal Representative
SS#

Spouse's Employer Please print name of Patient, Parent, Guardian or Personal Representative

Whom may we thank for referring you? Date Relationship to Patient

Phone Numbers

Home ( ) Work ( ) Ext Cell Phione ( )

Spouse's Work ( ) Best time and place to reach you
IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household.)

Name Relationship

Home Phone ( ) Work Phone ( )

Dental History

Reason for today’s visit Burning sensation on tongue [OYes [ONo Mouth breathing [JYes []No
Chew on one side of mouth [OYes [No Mouth pain, brushing [JYes []No
Cigarette, pipe, or cigar smoking [1Yes []No Orthodontic treatment [Yes []No
Former Dentist Clicking or popping jaw [1Yes []Ne Painaround ear [lYes [No
City/State Dry mouth [JYes []No Periodontal treatment [JYes [No
Date of ldst danialvisn Fingernail b.iting [JYes []No Sens?l?v?ty to cold [OYes []No
Food collection between the teeth []Yes [JNo Sensitivity to heat [lYes []No
Date of last dental X-rays Foreign objects [OYes [JNo Sensitivity to sweets [JYes []No
Place a mark on “yes” or “no” to indicate if you ~ Grinding teeth ClYes [No Sensitivity when biting [Yes [1No
have had any of the following: Gums swollen or tender [JYes [ No Sores or growths in your mouth []Yes []No
Bad breath [1Yes []No Jaw pain or tiredness [JYes [1No How often do you floss?
Bleeding gums [CJYes [ No Lip or cheek biting [JYes []No
Blisters on lips or mouth [IYes [JNo Loose teeth or broken fillings [JYes [ No How often do you brush?
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Health History

Physician's Name Date of last visit

Have you ever taken any of the group of drugs collectively referred to as “fen-phen?” These include combinations of lonimin, Adipex, Fastin (brand
names of phentermine), Pondimin (fenfluramine) and Redux (dexfenfluramine). []Yes [] No

Place a mark on “yes” or "no” to indicate if you have had any of the following:

AIDS/HIV [JYes [JNo  Epilepsy [1Yes [JNo  Respiratory Disease [JYes [ No
Anemia [JYes []No Fainting or dizziness [OYes []No Rheumatic Fever [JYes [JNo
Arthritis, Rheumatism [OYes []No Glaucoma [OYes []No Scarlet Fever [JYes [INo
Artificial Heart Valves [OYes []No Headaches [IYes []No Shortness of Breath [JYes []No
Artificial Joints [JYes [JNo Heart Murmur [JYes []No Sinus Trouble [OYes [INo
Asthma CYes [1No Heart Problems [JYes []No Skin Rash [JYes []No
Back Problems [JYes [[JNo  Hepatitis Type [1Yes []No  Special Diet [JYes []No
Bleeding abnormally, with Herpes [JYes [JNo  Stroke [JYes []No
extractions or surgery [JYes []No High Blood Pressure [OYes []No Swollen Feet or Ankles [OYes [INo
Blood Disease [[JYes [JNo  Jaundice [1Yes [JNo  Swollen Neck Glands [JYes [1No
Cancer [JYes [JNo Jaw Pain [OYes [[JNo  Thyroid Problems [OYes [1No
Chemical Dependency [OYes [1No Kidney Disease [Yes []No Tonsillitis [Yes [No
Chemotherapy [[Yes []No Liver Disease [OYes []No Tuberculosis [JYes [No
Circulatory Problems [1Yes [JNo Low Blood Pressure [JYes [JNo  Tumor or growth on head
Congenital Heart Lesions [dYes [JNo  Mitral Valve Prolapse [JYes []No or neck [lYes [No
Cortisone Treatments [JYes [JNo  Nervous Problems [IYes [JNo  Ulcer LlYes [INo
Cough, persistent or bloody [OYes [1No Pacemaker [lYes [JNo Venereal Disease OYes []No
Diabetes [lYes [JNo  Psychiatric Care [lYes [JNo  Weight Loss, unexplained [1Yes [1No
Emphysema [JYes []No Radiation Treatment [JYes [1No

Do you wear contact lenses? [ [Yes [] No
Women: :
Are you pregnant? []Yes [] No Due date Are you nursing? [1Yes []No

Taking birth control pills? [JYes [ No

Medications

Allergies

List any medications you are currently taking and the correlating [] Aspirin - [] Local Anesthetic
diagnosis:
[] Barbiturates (Sleeping pills) [] Penicillin
[ Codeine [] Sulfa
Pharmacy Name [ lodine [ Other
Phone ( ) [] Latex . _

Updates (To be filled in at future appointments)

Has there been any change in your health since your last dental appointment? [JYes [ No

For what conditions?

Are you taking any new medications? If so, what?
Patient’s Signature Date
Doctor's Signature Date

D B T I D R R T ey sssssec e

Has there been any change in your health since your last dental appointment? [ ]Yes []No

For what conditions?

Are you taking any new medications? If so, what?
Patient's Signature Date
Doctor's Signature Date

Submit Your Form




	Text1: 
	Text2: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Text34: 
	Text35: 
	Text36: 
	Text37: 
	Text38: 
	Text39: 
	Text40: 
	Text41: 
	Text42: 
	Text43: 
	Text44: 
	Text45: 
	Text46: 
	Text47: 
	Text48: 
	Text49: 
	Text50: 
	Text51: 
	Text52: 
	Text53: 
	Text54: 
	Text55: 
	Text56: 
	Text57: 
	Text58: 
	Text59: 
	Text60: 
	Text61: 
	Text62: 
	Text63: 
	Text64: 
	Text65: 
	Text66: 
	Text67: 
	Text68: 
	Text69: 
	Text70: 
	Text71: 
	Text72: 
	Text73: 
	Text74: 
	Text75: 
	Text76: 
	Text77: 
	Text9: 
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Check Box94: Off
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Check Box110: Off
	Check Box111: Off
	Check Box112: Off
	Check Box113: Off
	Check Box114: Off
	Check Box115: Off
	Check Box116: Off
	Check Box117: Off
	Check Box118: Off
	Check Box119: Off
	Check Box120: Off
	Check Box121: Off
	Check Box122: Off
	Check Box123: Off
	Check Box124: Off
	Check Box125: Off
	Check Box126: Off
	Check Box127: Off
	Check Box128: Off
	Check Box129: Off
	Check Box130: Off
	Check Box131: Off
	Check Box132: Off
	Check Box133: Off
	Check Box134: Off
	Check Box135: Off
	Check Box136: Off
	Check Box137: Off
	Check Box138: Off
	Check Box139: Off
	Check Box140: Off
	Check Box141: Off
	Check Box142: Off
	Check Box144: Off
	Check Box146: Off
	Check Box148: Off
	Check Box150: Off
	Check Box152: Off
	Check Box154: Off
	Check Box156: Off
	Check Box158: Off
	Check Box160: Off
	Check Box162: Off
	Check Box164: Off
	Check Box166: Off
	Check Box168: Off
	Check Box170: Off
	Check Box172: Off
	Check Box174: Off
	Check Box176: Off
	Check Box178: Off
	Check Box179: Off
	Check Box180: Off
	Check Box181: Off
	Check Box182: Off
	Check Box183: Off
	Check Box184: Off
	Check Box185: Off
	Check Box186: Off
	Check Box187: Off
	Check Box188: Off
	Check Box189: Off
	Check Box190: Off
	Check Box191: Off
	Check Box192: Off
	Check Box193: Off
	Check Box194: Off
	Check Box195: Off
	Check Box196: Off
	Check Box197: Off
	Check Box198: Off
	Check Box199: Off
	Check Box200: Off
	Check Box201: Off
	Check Box202: Off
	Check Box203: Off
	Check Box204: Off
	Check Box205: Off
	Check Box206: Off
	Check Box207: Off
	Check Box208: Off
	Check Box209: Off
	Check Box210: Off
	Check Box211: Off
	Check Box212: Off
	Check Box213: Off
	Check Box214: Off
	Check Box215: Off
	Check Box216: Off
	Check Box217: Off
	Check Box218: Off
	Check Box219: Off
	Check Box220: Off
	Check Box221: Off
	Check Box222: Off
	Check Box223: Off
	Check Box224: Off
	Check Box225: Off
	Check Box226: Off
	Check Box227: Off
	Check Box228: Off
	Check Box229: Off
	Check Box230: Off
	Check Box231: Off
	Check Box232: Off
	Check Box233: Off
	Check Box234: Off
	Check Box235: Off
	Check Box236: Off
	Check Box237: Off
	Check Box238: Off
	Check Box239: Off
	Check Box240: Off
	Check Box241: Off
	Check Box242: Off
	Check Box243: Off
	Check Box244: Off
	Check Box245: Off
	Check Box246: Off
	Check Box247: Off
	Check Box248: Off
	Check Box249: Off
	Check Box250: Off
	Check Box251: Off
	Check Box252: Off
	Check Box253: Off
	Check Box254: Off
	Check Box255: Off
	Check Box256: Off
	Check Box257: Off
	Check Box258: Off
	Check Box259: Off
	Check Box260: Off
	Check Box261: Off
	Check Box262: Off
	Check Box263: Off
	Check Box264: Off
	Check Box265: Off
	Check Box266: Off
	Check Box267: Off
	Check Box268: Off
	Check Box269: Off
	Check Box270: Off
	Check Box271: Off
	Check Box175: Off
	Check Box173: Off
	Check Box171: Off
	Check Box169: Off
	Check Box167: Off
	Check Box165: Off
	Check Box163: Off
	Check Box161: Off
	Check Box159: Off
	Check Box157: Off
	Check Box155: Off
	Check Box153: Off
	Check Box151: Off
	Check Box149: Off
	Check Box147: Off
	Check Box145: Off
	Check Box177: Off
	Check Box143: Off
	Button1: 
	lastname: 
	firstname: 


