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 LhisF[ur'm
completely in ink. If you have any questions or need assistance, please ask us -

we will be happy to help.

Patient #

' . S5#/5IN
Patient Iﬂf{)ﬁmﬂ(}ﬂ (CONFIDENTIAL) Date
Name Birthdate Home Phone___
. State/ :-Flrp,{
Address City Frov. P
Email Cell Phone
Check Appropriate Box: | Minor _Single | IMarried [ |Divorced [ |Widowed L[] Separated
) , o - tate/ —_Full __ Puart

If Student, Name of School/College City Prov_____[1Time LI Time
Patient or Parent/Cruciclians Employe: Work Phone

, o State/ Zip/
Buisiness Address City Progia— e PIEL
Spouse or Parent/Gudidians Name = Emplaver Worl: Phone
Whom may we thank for referring you?
Persan to contact n case of emergency Phone
Responsible Party -

| Relationship

Name of Person Responsible for this Account to Patient
Adidress Home Phone
Email | Cell Phone
Divivers Licenses Birthdare Financial Institution
Emplover Work Phone SS#/SIN
Is this person currently a patient in our office? | Yes L1No

For vour convenience, we offer the jollowing methods of payment. Please checl the option you prefer. Payment in full at each appointment.

| Cash Personal Chech

Credit Card [ VISA

[ I MasterCard

Insurance Information

Weame of Insured

1 wish te discuss the officet payment policy

Birthdate

Name of Employe

S58/5IN

Address of Employer

nsurance Company

Ins. Co. Addiess

How much is your deductible?

How much have vou used?

Max. annual benefit

Rekzltimuhip
to Patient
Date Employed

Union or Local # Work Phone _

_ State/ Zip/
City Prov. P
Group # Policy/ID #

= tate/ i E{
City ov. 0 Bt 0000

DO YOU HAVE ANY ADDITIONAL INSURANCE?

Name of Insured

L | Yes | INo

IF YES, COMPLETE THE FOLL OWING:

Relationship

to Patient

Birthdate -

Name of Employer

_ S5&#/5INM

Union or Local #

Work Phone

Address of Employer

City

State/
Prov.

Insurance Company

Crroup #

Policw/ID #

Date Employed

Zif
_Pe

Ins. Co. Address

City

stotef
oy

How muech is vour deductible? _

__ How much have you used?

Over Please

Max. annual benefit



Patient Medical History

Physician

1. Are vou imder medical treatment nOw? ...

2. Have you ever been hospitalized for any

strgical operation or seriows illness within the last 5 vears? ...

I ves, please explain

Office Phone
Yes

3. Are you taking any medication(s)

includin £ nent-pescription medicing? ... ol e

If ves, what medication(s) are vou taking?

4. Have you ever taken Fen-Phen/Redux?
5. Have vou ever taken Fosamax, Boniva, Actonel or any cancer
mcdications conlaining .!Jispin I‘iFIrerHTIL 5 o

6. Have you taken Viagra, Revatio, Cialis or Levitra

_Date of Last Exam

10, Are you wearing contact [ENSEST .oo.vimimsreisisaiieisins
[ Ave vouallergic te or have you had any reactions to the following?
Local Anesihietics {e.g. NoVOcain) ...
Penicillin or any other Antibiotics ... i
T T 0 T T o A W NN A S o
T o T W e e L et
T (1 1440 o ST R
BOGHTIE .ottt e
Aspirin., .
Any Metals (e.g. mif.:t[ PRCTCUTY, u.cJ
LEEX RUBBET oo oot

Other (please list)
12, Do vou have a persistent cough or throat clearing not

w

L

e e

(12

IO

in the last 24 i'murr.:J ....................................................................... B :1{5:1{1‘.:.*[ﬁf with a known illness (lasting more than 3weehs)?... L1 [
Pl VO ISP ODAED R o e e s s e s G i B 13. Women Only: : ety e
B D0 Dt U5e O O e LB GEEY oo oo S & a) Are you pregnant or think you may be pregnant? ... | | |
: _ AR T VT T e S e A R T |
9. Do you have or have you had any of the Jollowing? c) Are vou taking oval contrace pllu..ﬁ ............................. il
Yes No Yes No Yes  No
High Blood Presswre e, [ S Heart Disease [ Chest PAins ...ooooceriosisessosmnsicimmenee. L L
Hear: AHOEK e e - Candiae Pacemaler = Fastly Winded ] [
Rheumatic Fever . omiims L Ii Heart MUFImHE sinaasisssn ELE Stroke .Lunn :| :
Swilles Anlles: G Lot L ANGING oo, L] Hay Fever [, ‘1|'|'4 rgies .. [ills S
Fainting / Seizures ... [0 Frequently Tived [ TiberetlOsis oo B
Asthma 5 B LT D nis e e el B R Radiation Therapy [RiiE]
Low Blood Pressure ...oooocociviene. 1) L] Emphysema o samssahene [T [ GIANEOME i o s TS
Epilepsy / Convulsions ... | |J T VA e [ ] Recent Weteht Loss .ooooevvennn, m = E
LEUREMIQ vvvviseeemrresevarenssssnsnseerse L) L ATHRITLS oo, I Liver DiSEse ..oooeoeeeeeeeereeeveiieee | ][]
Diabetes oo, = ; Joint Replacement or Implant ... : Heart Trouble o sanamuansie 2D 1
Kidney Diseases, oo L) Hepatitis / Jaundice ... Respivatory Problems ... 10 i |
AIDS or HIV Infection .................. [__I | | Sexually Transmitted Disease ... Mitral Valve Prolapse .........o.o....., il i
Thyroid Paoblem ... ] Stomach Troubles / Uleers ... | Othel | [ ]
Patient Denml Hlstory
Name of Previous Dentist and Location_ Date of Last Exam
Yes Mo - Yes MND
L. Do your gums Meed while brushing or flossing?........ .., | L 8. Do you have frequent headaches? oo L L
2. Are your teeth sensitive to hot or cold liquidsfoods? ... | | | 9. Do vou clench or grind your teeth? ..o, | |
3. Are vour teeth sensitive to sweet or sour Iif{td:lﬁ{ﬁ:euh.?'-... e 2 R 10. Do you bite your lips or cheehs frequently? ..o | |
4. Do you jeel pain to any of vour teeth?, ] | L 1 1. Have vou ever had any difficull extractions
3. Do you have any sores or [umps in or near your nt:u:rh“. el (VR m the puast? . ' e
B, Have you had any head, neck or jaw injuries? ... AENLE 12. Have you ever I:[m'mn !]rr:!mlé‘r_[f H:uh!l‘g
7. Have you ever experienced any of the Jollowing following extractions? ! s e = e
problems in your jow? 1.3, Have vou had any rml'mdnnm nuurumt? e | I [
R e e e W 1] 14. Do vou wear dentwes or partials? .. [ [
Pain (joint, ear, side of Je) oo ] 10 I ves, date of placement
Difficulty in opening or closing .......ccocimmmmsemesmssssrassnsons ] ] 15, Have you cver received oral hygiene instructions
ERRE eyt CREWINE <. e st it b s s i T regarding the care of your teeth and gums? ... 1 O
16. Do vou lile your smile? .o i

Authorization and Release

I certify that | have read and understand the above information to the best of my knowle dge. The

I understand that providing incorrect information can be dangerous to my health | authorize the
{h:[b:m:«n and the reconds of any treatment or examination rendered to me ov my child during the
andfor health practitioners. T authorize and request my insurance compeiny (o pay directly to the
[ understand that my dental insurance carrier may pay less thens the aetual bill for services, I agree (o be responsible

atherwise payable to me.

for pavment of all services rendered on my behalf or mv dependents.

X

above questions have been deeurately answered.
dentist (o release any information including the
peviod of such Dental care (o thivd party pavors
dentist or dental group Irl'iliirl.l.'.lr{{'lit"]'h,fii'-'.

Signature of patient (or parent/guardian if minor)

Doctors Comments

Dale

i-'igumm'u

Date

PATTERSON OFFIGE SUPPLIES 1 BOO.BA7 1140 081-1014,1 306



Patient 1D # Today’s Date

to our practice! We sirive to make each
of vour child’s visits pleasant and comfortable.
Please fill out this form completely in ink.

Your Child

Child's Name

Nickname Sex
Birthdate Age
SSH#HISIN

School Grade
Child's Home Address :

City s PR
Phone

Who is responsible for making appointments?

Name

Home Phone_ Cell Phone
Work Phone Exi.

Mﬂth E.r. | ?_-?[:,‘[:I]‘u':-ﬂ'l:':' O Giuiardlizn
Name

Home Phone Cell Phone

Work Phone Ext.

Ermnal

Employer
Oceupation il
SS#/SIN

DL #

Marital Status OSingle O Mamied  ODivorced
O Widowed O Separated

Primary Insurance

Insured's Name =

Relauonship .

Birthdate S5+#/SIN
Employer Date Employed

Occupation

Insurance Company

Group # Employee #

Ins. Co. address = P
State/ i

Clity V. I:’.[(){’ .

Deductible Copay

Amount already used

Max. annual benefit

Financial Arrangements

Responsible Party

Name N -

Relationship

Address
City Prov. | o 8

Emal

SS#/SIN

DL #

Best tume to call

Time Days

F Mhﬂf © OStepfather O Guardian
Name

Home Phone Cell Phone

Work Phone Ext.

Emal

Employer

Occupation

SS#/SIN

DI #

Moarital Status OSingle OMarried  ODivorced
OWidowed O Separated

Additional Insurance

Insured'’s Name

Relanonship

Birthdate SS#/SIN

Employer Date Employed
Occupation

Insurance Company

Group # Employee #
Ins. Co. address .
City___ Pler e
Deductible Copay

Amount already used

Max. annual benefit

For youwr convenience, we offer the following methods of payment. Please check the option which you prefer.

Payment in full at each appointment.  OCash

Credit Card OVisa

1 Personal Check
OoMC

0 1 wish to discuss the office’s payment policy.



Dental & Health History CONFIDENTIAL Patient ID # —

Your child's overall health as well as any medications which your child takes could have an important inter-
relationship with the dental care your child receives. Please answer each of the following questions completely.

How often does your child brush? How often does your child floss?

Is your child's water fluoridated™. . . . . .. .[d¥es [LINo Does your child take fluoride supplements?. . . . .. CIYes [INo
Does vour child:

Suck thumbffinger . coocnassnsaan [ Yes [ JNo Chew hard objects (pencils,etc.)............... [1Yes [INo
Suck/Bite lip .. vovvveeiieiieeainn [1Yes [INo Grindteeth ......c.oovvviiniinniiinninnennn.. [(1Yes [INo
Bite/AChew nale?: .o maa e i El¥es N Clepehjaws vl e [1Yes [ |No
Previous dentist Address

Date of last dental visit? : .
Has vour child had difficulty with previous dental visits? [ 1Yes [ ]No

Child's physician Address

Phone #

Previous Hospitalizations/Surgeries/Serious lnesses? When?
Is your child currently taking medications? [ I1Yes [INo (it yes, please list)

Has your child ever taken Fen-Phen/Redux? [1¥Yes []No

Daoes your child have a history of allergies/sensitivities/adverse reactions to any drugs or medications (penicillin,
Novocain, etc,)? [ ]Yes [No (if yes, please describe)
Does your child have a history of allergies to any other substances (latex, environmental, etc.)?

Has your child ever had any of the following:

i e SN0 IO I . .UYes [ONo Stomach, liver or kidney problems ..., ....... ..LYes [INo
CANCET - oo oo [JYes [ONo Handicaps/Disabilities. . . ... .................. [1Yes [INo
Hletetiite. o e [E1Yes |SINe TuberotiloNis o v s e [1Yes [INo
HIV/AIDS [JYes [INO DIabetes. . ... oveeeee e e e e eeeeeneeneens [1Yes [1No
HemopRilia e e e [ IYes [ INo RheumaticFever .......coviiiiiinineivinin [1Yes [1No
A persistent cough or throat clearing Congenital Heart Defect . .. ................... [ 1Yes [|No
not associated with a known illness B N AN [1Yes [INo
(lasting more than 3 weeks). . .. ........ [IYes [INo Convulsions/EpUepsy ... ........oovvurunen s, [1Yes []No
Abnormal Bleeding ..o iiva e [IYes [ [No

Please explain any medical problems that your child has:

Authorization & Release

To the best of my knowledge, the questions on this form have been accurately answered. I understand that
providing incorrect information can be dangerous to my child's health. It is my responsibility to inform the
dental office of any changes in my child's medical status. I also authorize the dental staff to perform the
necessary dental services my child may need.

I also authorize the Dentist to release any information including the diagnosis and the records of treatment
or examination rendered to my child during the period of such care to third party payers and/or other health
practitioners. | authorize and request my insurance company to pay directly to the Dentist or Dentist's group
insurance benefits otherwise payable to me. I understand that my 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.

Signature of patient (or parent/guardian if minor) Date
Dentist Review:

Signature of Dentist Date

1TESSTST-1380
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