
last ,VarnI' First Same lrlillai 

________ _ ~~ _____ State___ 7jp_ _ _ __ Home Phone_ ____________ 
______________ Email _ ___________________________ 

Age _____ Bit1hdate ______ 0 ' Ingle 0 Mllrried U Widowed 0 Separated 0 Divorced 
___________________ ----;-_ _ Occupation_____________ 

---------------'------:c::-""----:---- Busin 'S Phone___________ _ 

Whom tTl1lY we thank for referring you? ___________________________ ______ 

. Jotifv in case of emergency _____________ Home Phone _________ _ ___ _____ _ 

Cell Phone BUSine 's Phonc________ ___________ 

llIJf Vame First Name Ini/ ial 

Relation to Patient_ _ ___________ Blrthdalc___ _____ s c. Sec. # ___ __________ 

ddres: (If cliff rent from patient) lIome Phone _ ____________ 
Clty_ ___ _ ______________ Slate_____ Zip ____ __________ 

____ ______________________ Email______ __________ 

__________________ Occupation 

______________ ____ _ _____ Business Phone____________ 

_______________________Phone _______ _ ________ 

Contract #______________ Grou #_ _ _______ Sub triber #_________ _ ___ 

~~e~o~~~~~~~ U~ff tl~ ~an~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 

Subscriber. amc___ _____________ Relation to Patient_________Birthdate________ 

Addre: . (i dif£ rt:nl (rom patient) _______________ • c. Sec. #______________ 

Clt)_________________ State Zlp_ _____ Hom Phone___ _ _ ________ 
_ _____ ___________________ EJ1lail_ _____________ _ 

Subscriber F.mployed by ___________ __________Bu ine:s Phone____________ 

lnsuram:e Cornpany_______________________Photl 
lnsurance Emuil _________________________________________ 

______________ Group # _________SlIbscriber #_____________ 



What would vou like us to do todav'___ ______ _______ \re you in dental discomfort today? _ _ _____ _ 
_______ ___ _____ _ Addre,,,s'-----___ _ _ _ ______ __________ _ 

Dentist's Email ___ _ _ _ __________ Phone _ ____ _ ___ ________________ 

Date of last dent.1J care _ _ _____ _ _______ _ Dare of last x-rays _______ ___________ 

Check ( ./ ) yes or no if you have had problems with any of the following: 
o YON Bad breath [J y 0 :-; food collection between teeth y NPeriodontal treatment :J Y:J !\ Sensitivity to sweets 

o Y U 1\ GJinding or clenching teeth 0 Y " Sensitivi l} to cold 0 Y 0 ~ Sensitivity when biting 
N Clicking or popping jaw 0 Y 0 ~ Loose te th or broken filling.'i Y NSensitivity to hot 0 ' :J. Sores or growths in mouth 

1I0w often do YOll br ' Il?_ __________ _ _______ f los:? _ _ _ _ _ _ _ __________ 

How do you feel about the appearance of your teeth'/__________ _ _ ___ __________ _ ____ 


1·lave you ever experienced an ad\'l'rs reaction during or in coniun Ii n wilh a medical or dental procedurel U y 

Other information about your dental health or previous treatment ____ ________ _ ____________ _ 


Physician's name _ ___ _ _ _ ___ _ _ ________ ____ _ 

DaLe of last \isi! Have !'ou had atl} serious Jllnc~ses or operations? 0 ~ 


If yes, describe __________ 

Are you current 1) under physician care? :J Y .J N 11' ye , d scribc___ _ ________ _ _ __________ 

I lave Y< u ('ver had a blood I!ansfusion? .J Y U I T If yes, give appro:-. imate dates _ __________ _ _ ______ 

Have vou ever taken Fen-PhenlRedux?:J 01\ 

Women: Are you p 'gnantl 0' D~ 1\ U1'Sing? or Taking hirth control pills? DY O'l 

Check ( ./ ) ~es r no whether you hal chad .my of the following: 

OVON \lDSIIlN Positive :J ON Couoh, pel'Si. tent Oro. J!m pain YU t' Shing! 

.J YON Anaphvl~ is Cough up blood Y :-, Kidnc\' disc:c'e or :lY N Sl ortness of hreath 


malf[l iwtio[]O VO Anemia Diabetes OVON Skin rash 
OVO Arthlitis, Rheumatism Epilepsv OV:J . liver disease OVO!\ Spilla BifJda 

OY:lN Material allergies.J y Artificial heart valves Fainting OYO~ ," troke 
(la tex, wool, metal,DY 1\ Artificial jOints Fooll all rgie~ OYQX Surgical implantchcl1liDlls)

YU . ' Asthma tilaucoma OYON :welting of feetIUml valve prolapse
Uy.J , !\topi (allergy rone) N Headaches or ankles

\ervous problem ' 
L.l Hack problems " Heart murmur YON l'hvroid disease or

Pacemaker/ matfunctionOYO'l Blood disc-us Heart problems Jleart surgef! O,Oi\ Tobacco habitOV':JN Can er :lYO Psychiatric care 
l:Iemoplilliai OyO , TonsillitisOYON Chemical depenuency YO\ Rapid weight gain or lossAbnOlmal hI ' 'cling )'OX li.lberculosisLlYON Chernothera.p yO Radiation treatmenty flerpes .JYO Icer/Coli tbelY 0 Cin:uhttOI ' probl ms y.j t-. Respiratory disc, sc , y Ilepatitis Oro Yen .real di:cast'tlvO Corti.~o n ' treatment )'0'1 Rheumatic/Scarlet fl-'Vefy Uigh blood pressure 

ls patient cu rrentl} taking any medications? If .C ' , 11.-1 all: Do s paticnt have drug al lergie~? If ~eti, list all : 

I have revi 'wed Ih> information on this questionnaire, and it is accurat to the best of m} knowledge. I undcrstlmd that tWs inI rmation 

'I'm bc llsed hy the d ' ntist to help determine appropriate and healthful dental treatment. [ th '!'c il; an~ change in my medic~1 status, 

I ,,~ ll infoml the dentisL 

I authorize the in, manee company indicated on this form to pay to llIe dentist all insurance lHm fits otherwise paya ble to Ille for 

se ices rendered. 1 uthorize the us of this signature on all in. urance sullmissiorl . 

I autho rize the dentist to release al l in formation nccessaf\' to secure tile payment of benefit. , 1 understand t1lat I am financially 

responsibl fof' all charges whether or not paid bl'insu rance. . 
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