W

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

our dental healthcare needs, please fill out this kform

completely in ink. If you have any questions or need assistance, please ask us -
we will be happy to help.
Patient #
s g SS#/SIN
Patient Information (coNrDENTIAL) Dat
Name Birthdate Home Phone____
Address City gf,gffj Zl;%(
Email Cell Phone
Check Appropriate Box: [IMinor [Single [IMarried [JDivorced []Widowed [] Separa%%gtd Sy
If Student, Name of School/College City Prov. LU Time [ Time
Patient or Parent/Guardians Employer Work Phone ___
State/ Zip/
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 e
Name of Person Responsible for this Account to Patient
Address Home Phone
Email Cell Phone
Driver’ License# Birthdate Financial Institution
Employer Work Phone SS#/SIN
Is this person currently a patient in our office? [ Yes LINo

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

Insurance Information

Credit Card [ VISA [ MasterCard

U1 T wish to discuss the offices payment policy.

Relationship

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

; State/ Z}_l’p/
Address of Employer City Prov {8
Insurance Company Group # Policy/ID # -

: gtatef %;E[
Ins. Co. Address City Tov. A6

How much is your deductible?

How much have you used?

Max. annual benefit

DO YOU HAVE ANY ADDITIONAL INSURANCE? [ Yes LINo IF YES, COMPLETE THE FOLLOWING:

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. PC.

Insurance Compan Group # Policy/ID #

B d 2 Statejfl Z %
Ins. Co. Address City Prov. :

How much have you used?.
Over Please

How much is your deductible?

Max. annual benefit



Patient Medical History

Physician Office Phone Date of Last Exam ;
Yes No Yes No
1. Are you under medical treatmMent ROW? .......oooo..coeeeeeecceeeeeereeeessnnee (J [ 10. Areyou wearing contact lenses? .............c.c.ccccoeceersirune. ] s
2. Have you ever been hospitalized for any 11. Are you allergic to or have you had any reactions to the following?
surgical operation or serious illness within the last 5 years?.......... [ ][] Local Anesthetics (e.g. Novocain) .............cccocovceeiiisicvenneens OJ
If yes, please explain Penicillin or any other Antibiotics .... O
Sulfa Drugs ...... O
3. Are you taking any medication(s) Bar biFurates """ O
including non-prescription medicine? .................ccovvvvoveeerrinriiinnns B Isggam'“ -------------------------------------- %
o ; e e
1 & ihmedd ) are A e R Rl O
4. Favesou éver taken Ee-Dhen/Redioe? EE Any Metals (e.g. nickel, mercury, etc.) . ]
51k vl Vet iah s Boii . AoneLof oy cancer LAEX RUDDET .coinivsisist s mssissssssms o o &
medications containing bisphosphonates? ...........cc...cccoeeeicccecce, (=l Other (please hst). -
6. Have you taken Viagra, Revatio, Cialis or Levitra = o havg i tem_cough o Ih.m ganey
R P NN, 8 e e T B associated with a known illness (lasting more than 3 weeks)?.... (] [
1 O OO T o e e s o e et [EFEIE] 13. Wornen Only: ;
8. Do you use controlled substances? .. [ =E) g; i:: §§: f:;ergs?:;?t or think you may be pregnant? ..... g g
9. Do you have or have you had any of the following? ¢) Are you taking oral contraceptives? ..............cowe L[]
Yes No No Yes No
High Blood Pressufe ...........cco... [] [ Heart Disedse st s e (=] Chest Pains o o o i i [ [N
Heart Attack ............ o A I e Cardiac Pacemaker ...... [ Easily Winded ..... et o 10 B
Rheumatic Fever ... L1 [ Heart Murmur .. = Stoke o (s )
Swollen Ankles ... [ [J  Angina ... [J  Hay Fever/AHergws i B
Fainting / Seizures ... V= Frequently T:red O Tuberculosis .. L e [
Asthma ... ot [ = AT A it vmrorsiens s e e [0 [  Radiation Therapy L ] |
BB lo0d B ST o i e ] Emphysema [0 O  Glaucoma £ (]l
Eptlepsy/Convulsmns S S ] AHCeE R i e D (]t ed Recent We:ghr Loss P ]
Leukemia .. | B Arthritis .. S ) G I Liver Disease .. AT e ]
Diabetes .. ; EE T Joint Replacement or Imp!ant S B e L < Touble .., - ()2 {=]
Kidney Dlseases CE o S et [ S Hepatitis / Jaundice ... A e Respiratory Problems ... [ S
AIDS or HIV Infecnon ettt drs Bk Sexually Transmitted Disease orgai B A Mitral Valve Prolapse ..................... ElpesiE)
Thyroid Problem .......... (B o] Stomach Troubles / Ulcers .......... [ [] Other (] a ]
Patient Dental Hlstory
Name of Previous Dentist and Location Date of Last Exam
Yes No Yes No
1. Do your gums bleed while brushing or flossing?........cccccce. [ [] 8. Do you have frequent headaches?...........o...ccoovevceeee. ) [
2. Are your teeth sensitive to hot or cold liquids/foods?...... e 9. Do you clench or grind your teeth?....... e e o )|
3. Are your teeth sensitive to sweet or sour quuids/foods?.. (=] Sl 10. Do you bite your lips or cheeksfrequenﬂy?................... M
4. Do you feel pain to any of your teeth?.............ccccceervunenes [ o] 11. Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near your mouth?,,.,...,. [ ] in the past? ............... s v ] )
6. Have you had any head, neck or jaw injuries? ... [ s 12. Have you ever had any pmlonged bleea'mg
7. Have you ever experienced any of the following following extractions? ............. = o A |
problems in your jcm? 13. Have you had any orthodonnc Ireatment? EEE
Clicking .... = i | 14. Do you wear dentures or partials? ... ) [J
Pain (Jomt ear, side of face) FREAE If yes, date of placement
Difficulty in opening or ciosmg s e 15. Have you ever received oral hygiene instructions
Iifficultyinichewing2u o 28 B e [ ] regarding the care of your teeth and gums? .................. [ ] [
16/ D0y OUBRE Y OUT STHTIED, covoraetsinterr b e Tt [t [

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
and/or health practitioners. I authorize and request my insurance company to pay directly to the dentist 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)

Date

Doctor’s Comments

Signature,

Date

PATTERSOMN OFFICE SUPPLIES 1.800.637.1140 051-1014/16306



