
PATIENT #

CC}N FIDINTIAI-
DATE

NAN4E BIRTHDATE HOME PHONE 

-STATE/ ZIPI
PROV.- P.C.ADDRESS ctry

E.N4AIL CELL PHONE

ctry

CITY

PERSON TO CONTACT IN CASE OF AN EN4ERCENCY

(PLEASE PRrNT)

N4rNoR Esmcrr Imnnnrro Eorvoncro Iwroowro Esrplootto
WORK PHONE
STATE/ ZIPI
PROV. P.C. 

-

EMPLOYER WORK PHONE
STATE/
PROV

WHON4 MAY WE THANK FOR REFERRINC YOU?

CHECK APPROPRIATE BOX: | |

PATIENT'S OR
PARENT/CUARDIAN'S EM PLOYER

BUSINESS ADDRESS
SPOUSE OR
PARENT/CUARDIAN'S NAM E

IF PATIENT IS A STUDENT, NAME OF SCHOOL / COLLEGE

NAN4E OF

ADDRESS

PERSON RESPONSIBLE FOR THIS ACCOUNT

RELATIONSHIP
TO PATIENT

E,MAIL

HOME PHONE

CELL PHONE

DRIVER'S LICENSE # BIRTHDATE FINANCIAL INSTITUTION

EN4PLOYER WORK PHONE

IS THIS PERSON CURRENTLY A PATIENT IN OUR OFFICE? [I VTS LI NO

NAME OF INSURED

RELATIONSHIP
TO PATIENT

BIRTHDATE SS #/SIN DATE EMPLOYED

NAN4E OF EN4PLOYER WORK PHONE

ADDRESS OF EMPLOYER ctry
STATE/ ZIPI
PROV. 

- 

P.C.

UNION OR LOCAL #INSURANCE COMPANY GROUP # 

-

STATE/ ZIPI
INS. CO. ADDRESS CITY PROV. 

- 

P.C.

HOW N4UCH IS YOUR DEDUCTIBLE? 

- 

HOW N4UCH HAVE YOU USED? N4AX. ANNUAL BENEFIT?

DO yOU HAVE ANy ADDTTTONAL TNSURANCE? I YES I NO rF YES, COMPLETE THE FOLLOWINC:

NAME OF INSURED
RELATIONSHIP
TO PATIENT

BIRTHDATE SS #/SIN DATE EN4PLOYED

NAN4E OF EN4PLOYER WORK PHONE
STATE/ ZIPI

ADDRESS OF EMPLOYER CITY PROV. 

- 

P.C.

UNION OR LOCAL #INSURANCE COMPANY CROUP # 

-

STATE/ ZIPI
INS. CO. ADDRESS ctry PROV. 

- 

P.C.

HOW N4UCH IS YOUR DEDUCTIBLE? HOW MUCH HAVE YOU USED? N4AX. ANNUAL BENEFIT?

SICNATURE OF PATIENT OR PARENT/GUARDIAN IF MINOR



PATIENT NAN4E

HON4E ADDRESS

E.N4AIL

BUSINESS ADDRESS

TODAY'S DATE

DATE OF BIRTH

HON4E PHONE

CELL PHONE

BUSINESS PHONE

SICNATURE OF DENTIST

ARE YOU UNDER N4EDICAL TREATMENT NOW?

HAVE YOU EVER BEFN HOSPITALIZED FOR ANY
SURCICAL OPERATION OR SERIOUS ILLNESS?

ARE YOU TAKINC ANY N4EDICATION{S)
INCLUDING NON.PRESCRIPTION MEDICINE?

IF YES, WHAT I\4EDICATION(S) ARE YOU TAKING?

OFFICE PHONE

YES NO

trtr

4. HAVE YOU EVEII TAKEN FEN.PHEN/RFDUX? tr

'. 
DO YOU USE TOBACCO? tr

6. DO YOU USE ALCOHOL, COCAINE OR OTHER DRUGS?E

7, ARE YOU WEARING CONTACT LENSES? tr

DATE OF LAST EXAM

B. ARE YOU ALLERGIC TO OR HAVE YOU HAD ANY REACTIONS TO THE FOLLOWINC?

EELOCALANESTHEilCSEE
(EC. NOVOCAINE)

E E PENTCTLLTN oR orHFR E E SEDATIVES E E OTHER

E E roDlNE

YES
DO YOU HAVE A PERSISTENT COUCH OR THROAT
CLEARING NOT ASSOCIATED WITH A KNOWN
TLLNESS (LASINC |\4ORE THAN 7 WEFKS)? tr
WOMFN ONLY:

A) ARE YOU PREGNANT OR THINK YOU N4AY BE PREGNANT?E

B) ARt YOU NURSTNG? tr
c) ARF YOU TA|(NC BTRTH CONTROL P|LLS? tr

II. DO YOU HAVE OR HAVE YOU HAD ANY OF THE FOLLOWING?

E E H|CH BLooD PRESSURE E E HEARr DTSEASE

E E HEART ATTACK E E CARDIAC PACEI\4AKER

E E RHEUN4ATIC FEVER E O HEART N4URN4UR

E E SWOLLENANKLES E E ANGINA

E E FAINTING/SEIZURES E E FREOUENTLYTIRED

E E AsrHN4A

E E Low BLOOD PRESSURE E E E|\4PHYSET\4A

E E EPILEPSY/CONVULSIONSE E CANCER

EELEUKEN4IA EEARTHRITIS
E E DIABETES

E E KIDNEY DISEASES

YES NO

E E CHEST PAINS

Tl fl EASTLY WTNDED

E E STROKE

! E HAY FEVER / ALLERCIES

E E TUBERCULOSIS

E E RADIATION THERAPY

E E GLAUCOT\4A

E E RECENT WETGHT Loss

E E LIVER DISEASE

E E JOINT REPLACEMFNTOR IMPLANT E E HEARTTROUBLE

E E HEPATITIS/JAUNDICE E E RESPTRATORY PROBLET\{S

E E ATDSORHTvTNFECTTON E E SEXUALLYTRANST\4TTTEDDISEASE E E OTHER

E E THYROTD PROBLET\4 E E STON4ACH TROUBLES / ULCERS

YES

I. DO YOUR CUMS tsLIID WHILE BRUSHING OR FLOSSINC? E
2. ARF YOUR TEETH SENSITIVE TO HOT OR COLD LIOUIDS/FOODS? E
7. ARE YOUR TEFTH SENSITIVE TO SWEET OR SOUR LIOUIDS/FOODS? E
4. DO YOU FEEL PAIN TO ANY OF YOUR TEETH'/ tr

'. 
DO YOU HAVE ANY SORES OR LUI\4PS IN OR NEAR YOUR I\4OUTH? !

6. HAVE YOU HAD ANY HEAD, NECI( OR JAW INJURIES? tr
7. HAVE YOU EVER EXPERIFNCED ANY OF THE FOLLOWING

PROBLEI\4S IN YOUR IAW?

A) CLICKTNC?

B) PAIN (JOINT, EAR, SIDE OF FACE}?

c) DtFFrcuLTy tN OPENINC OR CLOSTNC?

D) DTFFTCULTY tN CHEWING?

YES

8. DO YOU HAVE FREOUENT HEADACHES? tr
9. DO YOU CLENCH OR CRIND YOUR TEETH? tr

IO. DO YOU BIIt YOUII LIPS OR CHEEKS FREOUENTLY? E
II, HAVE YOU EVER HAD ANY DIFFICULT EXTRACTIONS

IN THE PAST? tr
12. HAVE YOU HAD ANY ORTHODONTIC WORK? tr
I7, HAVE YOU EVER HAD PROLONGED BLEEDING

FOLLOWING EXIRACI IONS? tr

14. HAVF YOU EVER HAD INSTRUCTION ON THE
CORRECT N4ETHOD OF BRUSHING YOUR TEETH? L]

I'. HAVE YOU EVER HAD INSTRUCTIONS ON THE
CARE OF YOUR CUMS? tr

NO

tr
u
u
tr
tr
tr

tr

tr

NO

tr
tr
tr
tr
tr
tr

tr
tr
tr
tr

$*t
E PATIENT, PARENT OR CUARDIAN DATE *


