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 rhis/orm
completely in ink. I you have any questions or need assistance, please ask us -
we will be happy to help.

Patient #

. . SS#/SIN
Patient Informatlon (CONFIDENTIAL) Date
Name Birthdate Home Phone
tate £l
Address City Prov. PpC .
Email Cell Phone
Chech Appropriate Box: __Minor "ISingle [ IMarried [ Divorced [ Widowed [ Separated
) State/ Full Part
If Student, Name of School/College City Piov. ClTime [ Time
Patient or Parent/Guardians Employer Work Phone
) ) tate, Zinl
Business Address City Prov. ’C.
Spouse or Parent/Guardians Name Employer Work Phone
Whom may we thank for referring you?
Person to contact in case of emergency Phone
Responsible Party —
Name of Person Responsible for this Account to Patient
Address Home Phone
Email Cell Phone
Drivers License# Birthdate ——_________ Financial Institution
Employer Work Phone SS#/SIN
Is this person currently a patient in our office? | Yes L No
For your convenience, we offer the following methods of payment. Please check the option you prefer Payment in full at each appointment.
I Cash _ Personal Check Credit Card [JVISA [ MasterCard LI T'wish to discuss the offices payment policy.
Insurance Information
. Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer Unionor Local # _____________ Work Phone .
) . ) tate/ Z};p/
Address of Employer City Prov. ’C.
Insurance Company Group # Igolic“\;/ID # :
tate, i
Ins. Co. Address City Prov %’%
How much is your deductible? _____________ How much have youused? ________ Max. annual benefit
DO YOU HAVE ANY ADDITIONAL INSURANCE? _Yes [INo IF YES, COMPLETE THE FOLLOWING:
_ Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer UnionorLocal# ____ Work Phone i
) ) State/ 7#%
Address of Employer City Prov. ’C.
Insurance Company Group # Policy/ID # i
' ; Stateé/ Z}yg
Ins. Co. Address City Prov. C.

How much is your deductible? ___________ How much have youused?________ Max. annual benefit
Over Please



Patient Medical History

Physician Office Phone Date of Last Exam
Yes No Yes No
1. Are you under medical treatment ROW? ........c.ocoveeevccrveerersssiioneen L) 0 10, Are you wearing contact lenses? ..o ' O
2. Have you ever been hospitalized for any 11. Are you alleigic to or have you had any reactions to the following?
surgical operation or serious illness within the last 5 years? ........... O O Local Anesthetics (e.g. NOVOCAIN) ...covvovveerrroeeeeee. 0 d
If yes, please explain Penicillin or any other Antibiotics ................c.ccccccocevven.... g U
Sulfa DIugs ..ccoovesevvveeececceeeeens ] O
3. Are you taking any medication(s) Barbifumles g O
including non-prescription medicine? .............cocooeeeeeeeerveevvcscsennnen O 0O }Sc;atwes ~~~~~~ E %
. _— ! i OAINE ...t |
Y yes, what medication(s) are you taking? ASPIFIL oo L) O
4. Have you ever taken Fen-Phen/Redux? ..........ccooovvvorovvcrvveccsicenirnns o O Any Metals ((g nickel, MEIULY, E16.) v [ Q
5. Have you ever taken Fosamax, Boniva, Actonel or any cancer Latc)x-Rubbet P O d
medications containing bisphosphonates? ... O O 12 Other (please hst)‘ - —
6. Have you taken Viagra, Revatio, Cialis or Levitra . Q() you havcf a pmststmt.mugh o llfmal clearing not —
in the 1St 24 ROUFS? ..o O O associated with a known iliness (lasting more than 3 weeks)?... L[]
7. Do you use tobacco? ..................... . [l 13. Women Only: ) S
8. Do you use controlled SUbSLANCES? ..........ooccrvvermrvvecrserrreeresirerreeenenens O o a) Are you p regnant or think you may be pregnant? ..... L L
b) Are you nursing? ..o O O
9. Do you have or have you had any of the following? ¢) Are you taking oral contraceptives? ............cccoccouevnnn. [
Yes No Yes No Yes No
High Blood Pressure ................... O O Heart DiSease ............cccoeeeeeen.... E1 T Chest Paing oo O
Heart AACR .........ooovvvveeerevern. L] [ Cadiac Pacemaker ... 1 [0 Easily Winded «......ooo.occcooooovo...... g
Rheumatic Fever .........cccovevvvnn. o0 Heart MUurmur ............cocoovvvenenn. O 3 SUORE oo OO
Swollen AnRIes ..o, N ANGING oo N Hay Fever / Allergies ...................... 1 O
Fainting / Seizures ............c......... L) [0 Frequently Tired .....cccoooommrrerirra. L1 [0 Tuberculosts oo G O
ASUING <o L [ Anemiq oo ) [ Radiation Therapy ....................... O O
Low Blood Pressure ................. O O Emphysema ............cccoovveorveeennnn.. O O Glaucoma oo O O
Epilepsy / Convulsions ................. O Od Cancer .......ccococeveveeeeeeieeeee O o Recent Weight Loss ............ccccc.... O U
LEUREMIA oo O O AFLRFIES covvooeeeeeeeeeee e O O Liver DiSease ........oovovvevevevereveren, O O
DiIADELES ......vvvorvvverreereie Ll [0  Joint Replacement or Implant ...... (] [ Heart Trouble ...oooovvvvvvrenrrr. UJ
Kidney DiSedses ................coowvvo.n. [ [0 Hepatitis/ Jaundice ............... C] [ Respiratory Problems . O
AIDS or HIV Infection .................. O 0 Sexually Transmitted Disease ...... 0O g Mitral Valve Prolapse J
Thyroid Problem ... o e Stomach Troubles / Ulcers ... 0 Other ]

Patient Dental History

Name of Previous Dentist and Location

Date of Last Exam

Yes No Yes
1. Do your gums bleed while brushing or flossing?..........ccuvn... 0O Od 8. Do you have frequent headaches?............ccccccoooocooene. ]
2. Are your teeth sensitive to hot or cold liquids/foods?................ 0 O 9. Do you clench or grind your teeth? ............ccc.ccoooovuene. ]
3. Are your teeth sensitive to sweet or sour liquids/foods?............ 0 O 10. Do you bite your lips or cheeks frequently? ................... £
4. Do you feel pain to any of your teeth?............c..cccoccvvvincn. O 11. Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near your mouth?......... [ N ERE PASL? ..o ]
6. Have you had any head, neck or jaw injuries? ............c.ccoo...... O O 12. Have you ever had any prolonged bleeding
7. Have you ever experienced any of the following Jollowing extractions? ..., Ll
problems in your jaw? 13. Have you had any orthodontic treatment?..................... O
CHERING .ot O 0O 14. Do you wear dentures or partials? ...........c...c.ccccoen.... ]
Pain (joint, ear; side of face) ...........cccovouviirnecnscinsrisinenn. O O If yes, date of placement
Difficulty in opening or cloSing ...........ccccoceivecesvinniinrinnenn. O Od 15. Have you ever reccived oral hygiene instructions
Difficulty in CROWING ......oovorvvecrerieeeriiecreeeseeserees e O 0O regarding the care of your teeth and gums? ................... ]
16. Do you like your smile? .............ccoovervircnnriccnnn, ]

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

Jor payment of all services rendered on my behalf or my dependents.

X

Z

000 O ool

10

Signature of patient (or parent/guardian if minor)

Date

Doctors Comments

Signature

Date

PATTERSON OFFICE SUPPLIES 1.800.637.1140 051-1014/16306



Oral Health Risk Factors

Patient’s Name:

1. Do you smoke or have you EVER smoked? JdYes O No
(No, proceed to question 2)

The amount that you are presently smoking (Check ALL that apply)
_None {quit smoking completely)

An occasional cigar

it smiok Less than 1 pack of cigarettes per day —_Cigars on a daily/regular basis
An occasional cigarette 1-2 packs of cigarettes per day - —Anoccasional pipe
Afew cigarettes per day 2 or more packs of cigareties per day —____Avpipe ona daily/regular basis
Iif you quit smoking, when did you quit?
Less than 6 months ago 6 months to a year ago t to 3 years ago __ Over 3 years ago

How many years have you (or did you) smoked?
Less than 2 years 2-0 years

5-10 years 10-20 years Over 20 years

2. Have you EVER chewed tobacco or used snuff or other similar substances?

L Yes J No
(If No, proceed to question 3)

Are you STILL using smokeless tobacco or snuff? JdYes 0O No

If No, WHEN did you quit?

Less than 6 months ago 6 months to a year ago ____Yto3yearsago Over 3 years ago
How many years have you {or did you) used smokeless tobacco?
. Lessthan 1 year 1-2 years 2-5 years Over 5 years
J. Approximate average amount of alcoholic beverages presently consumed per week:
None Lessthan1perweek  1-5drinks 6-11 drinks —___1M-20drinks . Over 20 drinks
4. Have you ever had a substance abuse problem? dYes 0 No

If yes, please describe

5. Do you presently use any recreational drugs? (J Yes O No
Ifyes, please list

6. Have you ever had an eating disorder? 1 Yes J No
It yes, please specify

7. Have you ever had any head, neck, or mouth piercings? (Other than ears) dYes O No
fyes, please list

8. Have you ever been informed that you have been infected with an oncogenic strain JYes O No
(possible cancer-causing) of the Human Papilloma Virus (HPV)?

9. Please list your history or any family member's history of cancer:

10. Other concerns and considerations:

Consem—To the best of my knowledge, alt of the preceding information is correct, and if there is ever any change in heaith or medi‘cations t.his practice will t;e‘informed of
the changes without fail. 1aiso consent to allow this practice to contact any heaithcare provider(s) and to have the patient's health information refeased te aid in care and

treatment. talso hereby consent to allow diagnosis, proper health care and treatment to be performed by this practice for the abave named individual until further notice. |
understand there are no guarantees or warranties in heatth or dental care.

Signature | Date
(Parent or guardian, if patient is a minor)
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