
Employer Work Phone ___.......,.-_  
Is thisPerson Currently II Patient. in aU,r Office? 0 No  
For your convenience, me offer the followtf1;gme:th(;dsa/ paYment. Please check the option you prefer..Payment in full at each appointment.  
DCashOPersonalCheck ..... ' .'.. DVlSA DMasterOrrd Dlwishto the o{ficets payment policy.  

Insurance Information 



AsJlttiJa ,; .. " ... , 
LoWlUwdPresswe ", ..... . 

.. , . , , . 
. ...... . 

f)iQVe(es ',:.". ';. " .¥ 
.... ... " .. . 

Office. Phone 
Yes No 9. Are you allerjic to orhaf.i!'!I.ou had o 0 totHeJoHowmg? ......' . . 

Local Anesihetics(e.g. NU"cJOcain) , . ; .... : ., .... .o . [] Penicillin orany ofherAntibiofiC$ ;. ; , ...... .. 
Sulft/Drugs •• " ..¥¥. ; ¥¥.. i ' ...... ' .¥ ' " 
Batbitunltes . , , .............. ; , .. .; . ..¥ .. .', 
Sedilti1.'i?S , ..................., , . '.' . ' ¥.. '.' ,", ..¥¥¥ 

::::::.:: ...... 
Any Metals (e.g. nickel, mercury, etc.).. . .. . 
Laiex'Rubber ' .... ' , ... , .............. , ...¥.. 
()tIter (please list) , , ... '. 

1(J. Do '!/flu ,Iufve a persistent cough ar .t:'Jirtit Cleariug not. ¥.. 
.associated with a knQWrt illness thtm 

11.Wome,nOnly: " .. . 
a) ,keyou pregu4nt ar think you may be pregnant?' 
0) A.reyounursing? .....¥. , ....: > ¥¥ 

c) Ate Jlfiutaking oral contracephves? .. . 
Yes No 

Chest Pains. , .¥. . . . .. ¥ n 

Easily Winded .......... '. 
Stroke .......• , .¥. , ....," 

I Allergies ...... . 
ulosis . ¥.¥....... , .. 

Radiaiicm Therapy ... , .. .. 
Glaucoma ...... '" ¥..! .. " .¥ 

Recent WeightLess ...... ,. 
Liver Disease , ........ , .. . 
Heart Trouble ¥. , ... ; ..... . 
R..espimtory Problems ,,; . , ,. 
Mitral Valve Prolnpse ...... . 

AIDSorHlVJnfecticm .... , . .'fransmitte.t1)isease . 

o D 
D D 
DO o 0 
D 0 o D 
D D o D
DO 
DO 
o 0 
D 0 
D D 

Cold Sores i ..... , ¥¥¥¥¥¥¥¥¥ 

Other ___-----, Thyr(Jid Problem \..'......, . . . Sto11Ul(;'hTroublesjUfeers 

Patient .DentalHistory 
Name ojPreyWusDentist,anaLOCIltion .......... ____________ ofLast Exatn ________, 

1. Doyour gum.s bleed while brushing or jJQs$ing? ¥..¥¥.. , 
_ 2 . .tire ]lo.ur teeth sensitive to hot or cold liquids/foods? .. ' ¥¥ 

3. Areyouy teethsensittvt; to sweet or sour liquids/foods? ... 
4. Do you feeL pain to any ,ofyour teeth? .¥.. i ¥¥¥ , i ¥¥ , 

5. Do you hmJe tiny sares or lumps in or near your tnrfutlfl" ¥ 
6. Have you had any hea4, neck grja'll} injuries? ...,. ; .... , ; 
7. H1.zve you ever experienced any of the following 

problems in your jaw? 
Clicking? .... , ................ , ......¥....... 
Pain (joint, ear, side offace)? .......... , ..¥... : .¥ ; 
Diffi' Ity' . . I'?l cu m openmg or c osmg. ....... " .. ; .. , ... 
Difficulty in cheWing? ...¥: ............ ,,;,,;, ... . 

Authorization and Release 
I ·certiw that I have read and understand the above 
1un,aerst,anfit,hat providing i1tCOf.rect infi.arm,. .a.tion Cithe diagnosis and fhe rec,vrasofany treatmef]:t . 
payarsand/or ractitWners; J authonz 
ueflefits otnerwlSe Ie tome. IllMtl'stll 
responsfhlefor r .' .rijallseroicesrentiered 

8. Do you have frequent headaches? ............. . 
9. Do you clench or grind your teeth? ...¥........ 

10. Po you bite your lips ar cheeks frequently? ..... . 
11. H1.zve you ever had any difficult extractions 

in the past? .......¥......¥................. 
11" Have you ever had anyprolonged bleedmg 

fqllQWing extractions? ......... , ..... , ...... 
HaVe you had any orthocumtic treatment? ...... . 

,14. Do yotlWea'f' dentures ar partials? .¥ , ¥........ 
1fYe:s,:tffrte (Jj pltlcemlmt -,-_______ 

lS·HtJ've :Wit 'ever received oral hygiene instructions 
regarding the care ofyour teeth and gums? ..... . 

16.00 you likeY{lUr smile? ¥.........¥.¥...... , . 

Yes No 
00 
DO 
DO 

00 
DO 
DO 
0'0 


