R b
. Thank you for selecting our dental healthcare team!
We will strive to provide you with the best possible dental
care. To help us meet all your dental healthcare needs, please

fill out this form completely in ink. If you have any questions -
or need assistance, please ask us - we will be happy to help.

4
Welcome ..

V4

. . SS#/SIN
Patient Information (conFpENTIAL) Date
Name E Birthdate g{omf Phone =
tate;
Address - - City Prov. P,
Email S Cell Phone :
Check Appropriate Box: [ Minor [1Single [1Married = [ Divorced [CWidowed [ Separated
¥ State/ Full Part
If Student, Name of School/College City Prov. U Time [ Time
Patient or Parent/Guardian's Employer ' Work Phone
: ( : State/ Zi%/

Business Address City Prov. P
Spouse or Parent/Guardian's Name : Employer Work Phone '
Whom May We Thank for Referring You?
Person to Contact in Case of Emergency Phone
Responsible Party B

Relationshi
Name of Person Responsible for this Account to Patient
Address Home Phone
Email Cell Phone
Driver's License # Birthdate Financial Institution
Employer Work Phone SS#/SIN

Is this Person Currently a Patient in our Office? [] Yes  []No

For your convenience, we offer the following methods of payment. Please check the option you prefer. Payment in full at each appointment.

[ cash [ Personal Check - Credit Card Llvisa [ MasterCard [ 1 wish to discuss the office's payment policy.
Insurance Information e
Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer Union or Local # Work Phone
; : State/ Zip/
Address of Employer City Prov. P
Insurance Company Group # : Policy/ID #
: State/ Zip/
Ins. Co. Address City Prov. EC.

How Much is your Deductible?

How Much Have You Used?

Max. Annual Benefit

DO YOU HAVE ANY ADDITIONAL INSURANCE? [ Yes [ No

IF YES, COMPLETE THE FOLLOWING:

Relationship

Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer Union or Local # Work Phone

3 State/ Zipl
Address of Employer City Prov. PIL.
Insurance Company Group # Policy/ID #

: State/ ZipC/
Ins. Co. Address City Prov. P

How Much is your Deductible?

How Much Have You Used?

Over Please

Max. Annual Benefit



PRV J) R0 s S e ) N B
Patient Medical History
Physician - Office Phone 3 Date of Last Exam
1. Are you under medicai ireatment ROWZ LD B A e TES] E) PN Rt i s thefoll\(()ev;ing%
O e s S e o s ] Tt \ Local Anesthetics (e.g. NOVOCAIN)............c...coccovmrrerernerann.
mrgic%l operation or segouslzillnefss wii)ilu'n the last 5 years?.... B Penicillin or any other ANtbIOLCS .............coooccomrrveirerrnnan. ]
If yes, please explain Sulfa'Drugs ............................................. B
Barbinhvetes v Lot e R e L B
3. Are you taking any medication(s) Sedgnves """""""" R g
including non-prescription medicing?................c..ccoccceeceeivurc. B I"dl"'e ------------ bbb
If yes, what medication(s) are you taking? AR U O R S R Ll [
Any Metals (e.g. nickel, mercury, etc.).........c.ccccccuuvunee. FlE®
. : Littex: Rubbet i e s SR e e R
4. Have you ever taken Fen-Phen/Redusc?.......co....coovvvvveerovererecnn: T e Other (please list) FleEd
5 10. Do you have a persistent cough or throat clearing not ¢
0. Doouse ORACEOL. il el T Bhaiteans: D o ey withtzzeznown illnefs it inord thar;gS s FloRT
6. Do you use controlled SUbStANces? ................cccoveeeerenirenirnncns L.l g 11. Women Only:
7Are YOU Wearing CORLALLIENSES?. ........hvcisinswnsiiiiomsossississsssovoi e | a) Are you pregnant or think you may be pregnant?..... B8
: b) AreyounursingPic s ah e, el L G li<
8. Do you have or have you had any of the following? c) Are you taking oral contraceptives?...............coouwee.n. e
Yes No Yes No Yes No
Ul meme Diseabe . oosiiithvicin EEEED  ChestPabit .o ili i i A
0 O cardiac Pacemarer............... 0 [  Easily Winded .. Ld 13
0 P T T e G L] sl S i i fd ]
2 i * [ O HayFever/Allergies ... Lo
B - requently Tired .. L1 O Tuberculosis o
Ll O] O  Radiation Therapye .. im G 59 g B
Low Blood Pressure ....................... Ll PRad]  Cloudomm oo s fd £
Epilepsy / Convulsions .. g L1 O Recent Weight Loss .. BT
7 RSt i el AR ey Pl bl Bk Tl Dinegse - e @
DAGhBLES i o S S ws, AR T L ) Replacement or Implant ....... i RS R T A e i Lot
Kidney Diseases ............. C] [0  Hepatitis/Jaundice........... O] [0  Respiratory Problems... |
AIDS or HIV Infection ... CI [0  Sexudlly Transmitted Disease ...... 0 O  Mital valve Prolapse S
Thyroid Problem ...............ccc...... O [  stomach Troubles/ Ulcers............ [0 Other Edef]
Patient Dental History
Name of Previous Dentist and Location : Date of Last Exam.
Yes ‘Ne YestNo
1. Do your gums bleed while brushing or flossing? ..............cc..... B 8. Do you have frequent headaches? .................cccourucnn... =
2. Are your teeth sensitive to hot or cold liquids/foods? .................. g 9. Do you clench or grind your teeth? .............c...ccocurue. e
3. Are your teeth sensitive to sweet or sour liquids/foods? .............. B L) pe you bite your lips or cheeks frequently? .................. Ead ]
4. Do you feel pain to any of your teeth? ............ccccocoervernvirernnnn. []  11. Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near your mouth? .......... S i e paste s e anus sl L o s TR0 k]
6. Have you had any head, neck or jaw injuries? ..................cc..... OO0 0O 12 Have you ever had any prolonged bleeding
7. Have you ever experienced any of the following Hollowmg extrdctionsR.... . SN e i s et
problems in your jaw? 13. Have you had any orthodontic treatment?..................... 5 gl
Glicknaol.n Lo o s R e SRR Lol 1m0 you wear dentures or partials?...............ccovevveverics N
Pain (Joint ear SIEORI0E) <. 5k s s s e ess el it B If yes, date of placement
Difficulty in opening or closing ................cccccuecoveeverenerereonseens C] O 15 Have you ever received oral hygiene instructions
DTCUly BrcHewine S Sp st B i s e 0 regarding the care of your teeth and gums?.................. el
16:Doyoulike your smile? ... w0 il b Lo

Authorization and Release

I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered.
I understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information including the
diagnosis and the records of any treatment or examination rendered to me or my child during the period of such Dental care to third party payors
anﬁ'(;r health practitioners. I authorize and request my insurance company to pay directly to the fentist or dental group insurance benefits
otherwise payable to me. I understand that my dental insurance carrier may pay less than the actual bill for services. I agree to be responsible
for payment of all services rendered on my behalf or my dependents.

X
Signature of patient (or parent/guardian if minor)

Doctor’s Comments

Signature Date

gree

ITEM 07-0511089/16798 © 1997 COLWELL 1.800.637.1140



Patient Name:

Prescription Medications

Date Today's Patient
Medication & Dose Directions Started Date Initials Office Use

Over the Counter Medications

(Vitamines, Herbal Supplements, o)

Date Today's Patient
Medication & Dose Directions Started Date Initials Office Use




ACKNOWLEDGEMENT OF RECEIPT OF NOTICE

As required by the Privacy Regulations, | hereby acknowledge that | have received a current copy
of this practice’s "NOTICE OF PRIVACY PRACTICES", revision date

As required by the Privacy Regulations, from
Name of Staff Member

this practice has explained the "NOTICE OF PRIVACY PRACTICES" to my satisfaction.

As required by the Privacy Regulations, | am aware that this practice has included a provision that
it reserves the right to change the terms of its notice and to make the new notice provisions
effective for all protected health information that it maintains.

Requests:

I wish to file a "Request for Restriction" of my Protected Health Information.

| wish to file a "Request for Alternative Communications" of my Protected Health
Information.

I wish to object to the following in the "Notice of Privacy Practices":

I understand that this office is not required to honor any changes to the "Notice of Privacy
Practices".

Signature - Date

Print Name

(OFFICE USE ONLY)

Signed form received by: Date:

Good faith effort to obtain receipt: (Describe)
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