WELCOME

1O OUR PRACTICE!

Dlease take a few minutes to answer the following
questions so we can better assist you with your dental needs
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Date Soc. Sec. # Birthdate
Name Home Phone
Last Name First Name Initial
Address Cell Phone
City State Zip E-mail
Sex. LIJM [IF [_IMinor DSingle [ IMarried [ Long Term Partner [_IDivorced [_]Widowed [] Separated
Employer Business Phone
Business Address Occupation

Who should we thank for referring you?

In case of emergency, who should we contact? Phone
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Person Responsible for Account

Last Name First Name Initial
Relationship to Patient Birthdate Soc. Sec. #
Address Home Phone :
City _ } State Zip S
Responsible Party Employed By Business Phone
Business Address E Occupation
Insurance Company n i B
Insurance Company Address - . WP
Subscriber I.D. # - S -, Group # —
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Insured Name __

“Last Name ~ FirstName ~ Initia
Relationship to Patient i Birthdate _ Soc. Sec. # O 2 g
Address ____ N NS TS _ Home Phone i s
5 e S A o i PR — Lo - Zip i o
Insured Employed By B icciarie == R — Business Phone = S SE—
Insurance Company ______ = SRR A P
Insurance Company Address G i .
Subscriber L.D. # G E St S SR S -

Please complete reverse side
Form #4065 (0304)
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Former Dentist Date of Last X-Rays

City, State How Often Do You Floss?

Date of Last Dental Visit How Often Do You Brush?

Please check all that apply:

D Loose Teeth or Broken Fillings.........__ Sensitivity t0 SWEets .......ooooveeccccrene
BIBEEINE GUINE i onssmmimmssmoning 2 Orthodontic Treatment .................... Sensitivity When Biting ...................
Blisters on Lips or Mouth ................ [ Pain Around Ear ........cooevvverveevennnene W Frequent Headaches ..........cccccceerennes -
Finger Nail Biting .........cccccceveicerennes, = Periodontal Treatment ..................... L] Jaw, Head or Neck Injuries ...............
BYIDEING TOEIN cvssosmsiinmsavisssioassins a2 SCRBIIIY IO LI .o sinisssscinmsisnssans Jaw Difficulty: Clicking and/or Pain..
LD or Chbek BHINE .covcirsiininss DERBIEVIEY 10 BOAE «.covsoirsmmmsemamsssnion || TOBLH PBIN ......onccnsencsnssessessassnsassnsarsason

-------

r o S i

Physician’s Name Date of Last Visit

Yes No 7. Have you had any allergic reactions to the following:
1. Are you currently under medical treatment? ............ i 14 Yes No
2. Have you ever had any serious illnesses L Local Anesthetics (eg. novocaine) ............... B
BT ORREREIOIET . i e i - Penicillin or other Antibiotics ..........cccc....... - i
_ — i g S I S SRR -
3. Are you currently taking any medication? ................ Barbiturates (sleeping pills) c......o.ooooee. e
Please describe: T T O oot WD -
BREEIEEY s oot S s
— REDMID coinmnismmimbii i
5 R N RRRE Y i e o S B e b
5. Do you use alcohol, cocaine or other drugs? ............. 8. (Women Only) Are You:
6. D PERINIED s iiammminiin i smilosingons D.
. Do you wear contact lenses? .............cccceresscncsnesesesesses - L :
5 AR S, SRS, o SR |: -
Taking birth control pills? voooooeeveeevevveeerrereneen |
Please check all that apply: _
RIS sisscnniamieiai i L] o R PRECIBANEE. o ccisiisasioman iusimosisnsvinis -
L R H DRI it POVCIIEIRIE L0 woisipissisissisnsinsrnncsonn »
Arthritis, Rheumatism .................... = Fainting or Dizziness ............c......... " Radiation Treatment......................... L
Artificial Heart Valves ..................... B ST R —— Respiratory Disease...............cc......... -
Artificial JOINLS .....ovvorecceeereercrecnn a Headaches...............cceovvoceeeesssccee Rheumatic Fever ...............oo.... bl
TR N R P S-S [ ] Heart MUIMUE ........o.ovevevneeeeeneesnnennes Scarlet FEVET .....ovmvereeereererereressesann. [
Back Problems .............coeeessssssssonsenss &8 Heart Problems...........ccocovuvueruecrnnnee. Shortness of Breath .............cc....... =
Bleeding abnormally, Hepatitis-Type ____ .oovcovvrererrrennn. R I R k.
with extractions or surgery ................. 2 L R U - e e, SRR oS ]
000 DISRIE w.ovussssmiismmmisnisinsmises ;l High Blood Pressure ........................ » Lo R ST VR -
o SR - ) DN PO ocinsaniismintsiins n Swelling of Feet/Ankles.................... B
Chemical Dependency .......cc.cccoeeecees ] SOUBIIEE ..ccivivisumivisiinimiismbinibe o Swollen Neck Glands.............c......... fi
ChemOtherapY .......ccosseessrssssssssessoness o R ] Thyroid Problems..............ccoevvereenn. o
Chronic Fatigue Syndrome ............. =] LR ST oo ccsimearsississnine = DI s cocesimnininiinins -
Creuiatory YYODIBINS .......ocommscineses ] IGTIRY D IBENIE. seisssiocssnssscrsisorsinns -] L TS NS =
Congenital Heart Lesions............... - LiVEr DiSEaSe.......urermesmmeesesnnsssssannces Tumor or growth on headneck............. =)
Cortisone Treatments ..........ccceeeueeee. = Low Blood Pressure ............cceeueernne. w RO iitiin sttt s e |
Cough - persistent or bloody............ B Mitral Valve Prolapse........................ - venereal DIBRBE ..........oosssncsssersoese ]
T T R - ® Nervous Problems...........cceceeercenennees L]
[ hereby authorize payment directly to _ for all insurance benefits otherwise payable to me for

services rendered. I understand that I am financially responsible for all charges, whether or not paid by insurance, and for all services
rendered on my behalf or my dependents.

I authorize the above doctor and/or any provider or supplier of services in this office to release the information required to secure the
payment of benefits. I authorize the use of this signature on all insurance submissions.

Signature of Responsible Party ____ Date
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