The benefits of a happy, healthy smile are immeasurable! Qur goal is to help you
reach and maintain maximum oral health. Please fill out this form completely.
The better we communicate, the better we can care for you.

o

J m
S Primary Insurance ey
= Today's Date: 5 )
= e L e Dental Coverage? O ves ONo
E-Mail Addraes 2 Insurance Co. Nome:
‘-;:"_: Nome: -. = - — Insurance Co. Address:
= r . #:
| prefer to be called: _ [ Male []Female Insurance Co. Phone
. y ! Group # (Plan, Local or Policy #):_
Birthdate: / Age: 554 : .
E - [ Insured's Mame: Relation: |
Wommy Acuiraie T e nsured's Bidhdote: / f nsured's |D #: H
- e . Ingured's Employer: = -
[lsingle [ Married [ Diverced [ Widowed [ Separated Employer's Address: .
Hm #: | ) Cell #: _ M Secondary Insurance = ‘_:.
Wk #: | ) B Exi: DL # Dental Coverage? B Yee Elno ; ?
Employer: Insurance Co. Mome: N
Employer's Address: Insurance Co. Address: _ :r
How long there? _ Occupation: ) Insurance Co. Phome #: [ |
Where & when are besi fimes fo reach you? ,_ Group # (Plan, Local or Policy #):
5 s o : 3 ®  Insured’s Mome: Relofion:
#  ‘Whom may we Thank for referring you? 3 s SR
; 8 |nsured’s Bithdate:  / ! Inzured's ID &:
&4 Other fomily members ssen by us: ) ;
* == & Insured's Employer:
3 Previous / Fresent Dantist: e :
Ao Placns Ciclal : 2 Employer's Address:

Lost Visit Dote:

Meighbor or Relative not living with you (for emergency).

His / Her Nome: Relofion:
= Wi# () Hm#: ()
—. Address: .
His / Her Mame: _ : -
Employer: . ———
Contoct #: | J Ext: 55 # A
I
Birthdate: _ / DL #: =

Person Responsible for Account: . Do you have a personal physician? [dYes Lino

Physician's Mame:

Contact #: | ) ) - —
P Phons #: (_ ] Date of last visit: _
Billing Address: A i B Yes FlNo
= re you currently under the care of a physicion? fes [LI1Mo
Relationship: 55 Please explain:
Employer: OL #: o ¢
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- EMERALD GREETINGS

= Declor's Comments:

7
. Your current physical health is: [ 1Good [ Fair [ Pour
Do you smoke or use tobacco in any other farm? Oves One
Have you had any metal rods, pins or implantsg [es Clne

Are you toking any prescription [ over-the-counter or herbal

supplemenial drugs? O Yes CMe
Pleose list each one:
Hove you ever faken Fosomay, or any other bisphosphonate? [l ves [ne
Have you been told that you snore or hold your breath while )

sleeping or woke up gasping for breath? [I¥es [IMo
For Women: Ase you using o ro_esl:rlbed method of birth controf2|_] | Mo
Are you pregnontd |: es LINo Wesk #: e
Are you nursing? Ll Yes CINo
Hmre rﬁll ever had any of the following diseases or medical problems

4 Abnormal Bleeding ¥ M Herpes / Fever Blisters

¥ ™ Aleohol / Drug Abuse ¥ M Hugh Blood Pressure

Y M Anemio Y M HWT AIDS

¥ M Adhrilis M Hospitalized for Any Reason

T ™ Ardificial Bones / Joints / Vialves M Kidney Problems

f M Asthmao N Liver Disease

¥ M Blood Transfusion M Low Blood Pressure

¥ N Concer /Chematherapy N lupus

Y N Colitis T M Miral Volve Prolopse

¥ M Congenital Heart Defect T M Osteoporesis / Poged’s Disease

¥ M Diobetes Y ™ Focemaker

¥ M Difficulty Breathing ¥ B Poychiotric Treaiment

¥ ™ Emphysemg ¥ ™ FRodiofion Treatment

¥ ™ Epilepsy ¥ M Rheumalic / Searlet Fever

¥ ™ Fointing Spells Y M Seirures

¥ ™ Frequent Heodoches Y M Shingles

F M Glovcoma YoM Sickle Cell Disease / Traits

¥ ®  Hoy Fever ¥ M Sinus Problems

¥ M Heor Aftock Y N Shroke

¥ M Heort Murmur T M Thyroid Problems

¥ M Heort Surgery Y N Tuberculosis (TE)

Y M Hemophilia ¥ M Uleers

M Hepafitis 7 n Venersal Diseose

Pleose list any serious medical condition(z) thal you have ever hod:

Are you allergic to any of the following?

M Aspirin T M Enthramyein ¥ N Tetrogycline
T M Codeine M Lotex Y N Other
¥ M Denfol Anesthetics ¥ M Penicllin

Please list any other drugs/materials that you are allergic fo:

Y, s, ol
e o w e T e fAT)

;

B
E:_:e.-
B

Why have you come to the dentist today?

Do you require antibicfics before dental frealment2 Ces Dhe
Are you currently in pain? Cves ONo
Haove you ever had a serious/ difficult problem

associoted with ony previous dental work? [¥es Mo
Do you have fears aboul going lo the dentist? Oves 0o
Have you ever had gum freaiment? [ No
Do you now or have you ever experienced pain ,-"

discomfort in your jaw jeint (TMJ / TMD)? |lYes [ INeo

Your current dental health is: L] Geod [l Fair [ Poar
Do you like your smile? L1 ¥ LIN Do your gums ever bleed2 [y [N
o doy do you brush?

Ll Hard

How mony fimes a week do you floss?
: | Madium
How long do you use o toothbrush before replocing it

Type of bristles? [ | Soft
Are your testh sensifive fo heat, cold or anything else?

Have you lost any teeth? [ Yes [ No  If yes, why?

T

I vnderstand that the information that | have given foday is comedt to the best of

 my knowledge. | also understand that this information will be held in the strictest

confidence and it is my responsibility o inform this office of any chonges in my

. medical siotus. | authorize the dental staff to perform ony necessory dental services

] Signaoture

ranE

Ao
&
el

| OFFICE USE ONLY OFFICE USE onw'orr USE ONLY OFFICE

| verbally reviswed the medical / dental information above with the pefiant nomed herein.

R W T A T R TSl T ST

that | may need during diognosis and treatmend with my informed consent,

Doie

Payment is due in full at the time of freatment
unless prior arrongements hove been approved.

If this office occepts insurance, | understand thal | am respansible for payment
of services rendered ond also responsible for poying any co-payment and
deducfibles thot my insuronce does not cover. | hereby outhorize payment
directly fo the Dentat Office of the group insurance benefits otherwise payable
to me. | underslond that | am responsible for all costs of dental freciment.
| hereby authorize release of any information, including the diognosis ond
records of freatment or examinalion rendered, fo my insurance company.

Date

' Our office is HIPAA Compliant and is committed to meefing ar exceeding the
srnndards uf ln’r'edlurl v:unlruF rnundclted |:u;.r QOSHA, the CDC and H'ua ADA

Slgnufure

bach . sy

Initials:

MEDICAL HISTORY UPDATE

| have read my medical history dofed
| hove read my medical hisfory dofed

| have read my medical history doled

FORM #DDS-246 V3

_and confirmed thot it stafes past ond present medical conditions.

and confirmed thot it states past and preseni medical conditions.

www.informsonline.com

o

and confirmed that it states past and present medical conditions.

Signature Dafe
Signature _ Date
Signoture Dute

o
2016 INFORMS 1-800-722-4884
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