
Thal1/z you Jor selecting our dental healLhrare team! 

We will strive to provide YOII wilh the best possible dental care. 


To help us meet all your denta l /tea ltluan: needs, please fi ll Ollt this {arm 

completely in ink ifYOll have any q!lestiom or Ileed assistance, please asn us 

we will be happy to help. 


Patient # _ ___ _ _ _ 

S _ _ _ _ ____m~ 

Date_ _ _ _ _ ____Patient Information (CONFIDENTIAL) 

Name _ _ ___ ___ _ _______ _ ___ _ _ BirLhdate Home Phone 


- - --- -Statel ;-:--. --=ZJip/-- 
Address City Pmy. P.'C . _ ___ 

Email Cell Pholle ___ _ ___ 

Check ApplVptiatc Box: 0 Millar 0 Single D Manied 0 Divorced 0 Widowed D Separated
StaLe! - FI~Il D Part

Ij StudettL. arne ofSc/ lOoIICollege _________ ___ City ________ 	 Prov.____ L Time Time 

Patiell t or Pal'cllUGuan/ian5 Employer _ _ ___--=-_____ _ _ _ _ ---;:--;-_ _ __	Work PhOl1f_=:-:--,--_ ___ 
State! Zj.p.!.I. Business Address _ _ _ _ _ ___ ________ _ _ City _ _ _____ __ Prov. ___ v.c... ___ _ 

Spouse or ParenUGuardicl/!S Name _ _ _ _ _ _____ Employer _________ Wor/? Phone _ _ _____ 

Whom may we thanhfo r refelyillg you? ____ _____ ___ _______ _ _______ _ _ _ _ _ 

Person to contact ill case of emergency ______________ _ _ _____ Pholle ___ ______ 

Responsible Party Relationship 
Name of Persall RespOIt ible for this ACCOHlll _ _ _____________-=-:-_ _ __ lO Patient ______ _ 

Address Home Phone _ ___ _ _ 

Email Cel1 Phone _ ___ ___ 

Dl'ivcrs License#·_ ____ _ _ _ _ _ Bi rthdate _ ______ Financial Insti ttlLioll_________ ___ 

Employer Work Phone ____-;-_ _ SS#ISTN _ _ _ _ ___ _ 

Is this person curren.tly a palienl ill our office? 0 Yes D No 

fo r your collveniencc, we offer the follo wi ng melhods aI payment. Please checl1 the optionyou prefer Payment in full ar each appoil1lment. 

o Cash 0 Personal Check Credit Card D VISA 0 MaslerCard 0 1 wish to discuss the office's payment policy 

Insurance Information 
RelaLionship

J ame of InsIIred _ ___ _ ___ _ _____ _ _ _ _ _ _________ to Patient _____ _ _ 

Birthdatc _ _ ________ SS#/SIN _____ _ ____ ______ Date Employed _ _ ___ 

1 arne of Employer Union or Local # _____ Worh Phone ------c---
State! Zjpl

Address of Employer City _ ___ _ _ _ _ _ _ 	 Prov. _ ___ v.c. ___ 
Insurwlce Cornpcmy ___ _______ _____ _ Group # _ _ _____ _ 	 PolicvlID #_---=,.--,_ ___ 

State! 7-vl 
IllS. Co. Address City _ _ _______ _ Prov._ _ __-P.c _ _ _ _ 
How much is your deductible? How much have YOH used? _ _ ____ Mm:. annual bellefit _ _ _ ___ 

DO YOU IlAVE ANY AlJDITIQI AL fNSURANCE? D Yes IF YES, CO!\llPLETE THE FOLLOWING: 

Relationship
Name of Insurecl ___ _____ _ _ _ _ _ _ _ _ ___ _ _ ___ ____ to Patient ____ ___ 

Bi11hdatc - ----- - --- SS#ISlN _____ _ ___ _______ _ _ Date Employed"'-_____ 

Name of Employer Union or Local ¢; _____ Work Phont _=.--,--_ _ _ _ 

Statel ZJ.P.!.I. Address ofEmploYer ___ _____ _____ _ _ _ City _ _ ___ _ _ ___ Pmv, ____ IT _ _ _ _ 

TnsuHmce Company Group #______ _ __ Policv/TO #_ -=--.___ _ 
Statel Zi.vl.Ins. Co. Address Cily _______ ___ ProV, ____ P'C _ _ _ _ 

How mucil is yOHr deductible? [iOIY mIlch have YOll [LSed? Max. annu.al bel1efit_ ____ _ 

Over Please 



Patient Medical History 
Pilysician _____________ Office Phone __________ _ Date oj Last Exam ________ 

Yes No Yes 0 

1. Are you under medical treatment now? .. .. .. .. .. ........ .. .... .. .. .. .. .... .. .... ... 0 0 10. Are you wearing contact lenses? .................... ...... .. ..... .... . 0 0 

2. Have YOlt ever been hospitalizedfor any 11. AIl~ you allergicto or haveyou had allY reactions to the folloWing? 

surgical operation or serious Ulness wit11in the last 5 years? .. .. ....... 0 0 Local Anesthetics (e.g. ovocain) .... .... .. .... .................... .. . 0 0 
Ifyes, please explain _____________ Penid/Ull or any other Antibiotics ... ... .... .... .... .. .... .... .. .. .. ... 0 0 


Sulfa Drtlgs .. .... ... ............. ..... ................ .... ........ ....... ......... .. 0 0 

3. A~you taking any medication(s) Barbiturates .. ...... .... ... ..... ..... .. ...... .. .... .. ..... .. .... ....... .......... .. . 0 0 


including non-p~cril'tion medicine? .......... .. .... ...... ...... ................... 0 0 Sedatives .. .... .... ...... ............ ......... ........ ... ... .. .... .. ..... .... ... ...... . 0 0 

Iodine .. ... ... .. .. ... ............ ....... ...... .. ........ .... ..... ............ .. ... .... .. . 0 0
Ifyes, w1!aL medicatiol1(s) are you tal?ing? 
Aspirin .......... ..... .............. ...... ...... .. ... .... ..... ..... ....... ...... ...... .. 0 0 

Any Metals (e.g. nickel, lnen:ury, etc.) .. ........ .. .. .......... ..... . 0 0
4. Have you ever tal?en Fen-Phen/Redux7 ............ ............... .... .. ...... .. .. 0 0 

Latex Rubber ....... .. .. ...... .. ..... ......... ....... ........................ ..... . 0 0
5. Have yOl~ ever cakm Fosamax, Baniva, Adom:l or allY cancer Other (please list) _ ____ --:-_ _ _ _ _

medicatiolls containing bisphosphonates? .... .. ........ .. ........................ 0 0 

12. Do you have a persistent coughor throat clear/ng not6. Haveyou taken Viagra, Revatio, Cialis or l.evitra 

associated with a known illness (lastillg more thall 3 weeks)? ,.... 0 0ill the last 24 hours? .... ...................... .. ............ ........ ....... .. .................. 0 0 

13. Women Only: 7. Do YOH use tobacco? .......... .. ...... ...... .. .......... .. .. ...... ......... ........... .......... 0 0 


a) Are you pregna11t or thin It you may be pregnant? .... . 08. Do you tlSe controlled substances? .. .. ................ .... .. ... ... ... .... .......... .. 0 0 

b) Are you nursing? .... ............... .............. .......... .............. .. 0 
 B 

9. Do you have or have you had any ofthe follOWing? c) Are you tailing oral contraceptives? ......... .. .. .. .. .. ......... .. 0 0 

Yes No Yes No Yes No 


High Blood P~ssure ............ .... .... . o o Heart Disease ........ ....... .. ... .. .. ...... . o o Chest Pains ...... ...... ........ .. ...... ........ . 0 ::J 

Heart Attach .......... .. ........ .. .. ....... .. o o Cardiac Pacemal?er ........ .. ... .. .... .. o o Easily Winded ........... .. .. ... .. .... ..... .. 0 0 

RheumaUc Fever ...... ..... .. .... ........ .. o o Heart Murmur .. ............ ......... .. ... .. o o Stroke .. .. .. .............. ... ...... ...... .. ..... .. 0 0 

Swollen Ankles ............ .. ............ . o o Angina .... ....... .......... .. ....... .. ... ..... . . o o Hay Fever / Allergie.~ .... .. .......... .. .. .. 0 0 

Fainting / Seizures .... .... .. ...... ....... . o o frequently Ti red .. .. .. ..... ...... .. .. .. .. .. o o Iilbercu/osis .. .... ....... .... ...... .. .. .... .... . 0 0 

Asthma .. .... ........ ........ ................. .. o o Anemia ........ ............ .. ... ... ...... ..... .. o o Radiation TIlerapy .. .... .. ..... ... .. 0 0 

Low Blood Pressure ...... .......... .... .. o o Emphysema .... .. ... ............. .. ......... . o o Glaucoma ... ... .. .. .. .... .. .. .. ...... . " ..... . 0 0 

EpJlepsy / Convulsions .... .......... .. o o Cancer ......... ... .. .... ... .. .... ... ... .. ..... . . o o Recent Weight Loss . .............. .... .... . 0 0 

Leukemia ................... .. .... .. o o Arthri tis ........... .. ... .............. .. .... ... . o o Livfl' Disease .. ...... ........ .. .... .. ... .. .... . 0 0 

Diabete ..... .. ... ....... ... .. ..... .. .. .. .. ... .. o o Joint Replacement or Implant .. .... o o Heart Trouble ...... .. .... ......... ... .. ... ... . 0 0 

Kidney Diseases .... .. .......... ... .. .. .. .. o o Hepati/ is / Jaundice ....... o o Respiratory Problems 0 0 

AIDS or IIIV Infection .... ...... .. .. .. .. o o Sexually Transmitted DiseclSe ... ... o o Mitral Valve Prolapse .. ..... ..... ... .. .. . 0 0 

TIlyroid Problem .... ... ............. .. o 0 Stomach Troubles / Ulcers o o Other _ ____ ___ _ 0 0 


Patient Dental History 
Ncmle oj P''t'vious Den ti st Clnd Location_ _ ____ _ _______________ Date ojLast EXlUl1 _ ______ _ 

Yes No Yes No 
1. Do you r gums bleed while bnlshing orflos ing? .... .. ........ .. .... . 0 o 8. Do you have f requent helldaches?.... ...... .. ... .. ..... .. .. .. .... .. o o 

2. Arcyour teeLh set1sitive La hm or cold liqUids/foods?.. .... ...... .... 0 o 9. Do you clench or grind you r teeth? ......................... ... .... .. o o 

J. Are yow' teeth sensitive to sweet or sour liquids/fOOds? .. .. .... ... 0 o 10. Do YO II bite your lips or chee/ls frequent ly? ............ .. ... .. o o 

4. Do you feel pain to any of your teetll ?.. .. ....... .. . .............. .......... 0 o 11. Have you ever had ally diffio lll extrclctions 

5. Do yOI~ have (/ny sores or lumps in or Ileal' yaur mOul/! ?..... 0 o in the past? .... .. .. .................. .. .. ........... ...... ...... ..... ... .. .. .. o o 

6. Have you had ""Y head, nech or jaw injuries? .. .. .... .. .... ... 0 o 12. Have you ever had any prolonged bleeding 
7. HaveyOl4 ever experienced ClllY of the fo llowing follOWing extractions? .................... .. .. .... ... ......... .. .. .. . 0 o 


problems ill your j(lw? 13. Have you had any orthodontic treatrnenr ?.. .. .... .... .. .. .. ... 0 o 

Clicking .. ...... ....... ........ . .. ... .. .. ..... ..... .. 0 o 14. Do you wear delltures or partials? .. ....... .. ... .......... ........ 0 o 

Pain (joint, ear; side offace) ... .... . ....... ....... .. .... .. 0 o Ifyes, date of placement _ _______ _ 

Diffiwlty ill opening or closing ..... ............... .. .. .... ......... ... 0 o 15. Have you ever received oral hygiene inst.ructions 

Difficulty ill chewing .... ..... ............. ... ..... ....... ............... .. .. ...... 0 o regarding the care ofyour teeth and gums? .. ....... .. o o 


16. Do you like your smile? ...... ......... ... .. ................... .. o o 

Authorization and Release 
I certify that I have nwd and ul1de rS /(l11d til e nbove information to the best of my Imow/edge. nle above 'Iu~J) ti(}ns haw been aC({.Iratdy answer-ed. 
I undfrstalld thm prOVi ding incorrect illfonnut ion can be dangero us [{} my health. I a uthorize the dt'nList to release any infnnnCllion i llclutli ltg the 
diagnos is and rhe records of auv /Teatmen! or exam.inatioll re'ndered to me or my child during the pe riod of such Dental CCll'e to third party payors 
and/or health practitioners. I auLl lOl'ize and request my i ll tl ral1 a compan to p"y directly to t ire den tist or dental group i nsu rclIlce ben~ts 
Ol henv ise payable!/) 1I1e. I understand t/!CIt my elental insu rance carrier may pay less than Lhe act-uall?U1for services. I agree to "e n;sponsible 
fm payment of 0/1 scr'vices rendered on my bel1 a lf 0 1' my dependents , 

X 
Sigllature oj patient (or parem/guardiall ifminor) Date 

Doctor's Comments _ _ _ _ _ ____ _ _______ _ _ _________ _ ________ ____ _ 

Signature DaLe 
PATIERSON OFFrCE' SUPPLIES 1.800.637.1140 051-1014/16306 


