PATIENT INFORMATION CONFIDENTIAL PATIENT ACCOUNT NO.

(PLEASE PRINT) DATE
NAME BIRTHDATE HOME PHONE
FIRST M LAST
ADDRESS CITY STATE Z1P
DRIVERS LICENSE /STATE SOCIAL SECURITY NO.
CHECK APPROPRIATE BOX: MINOR SINGLE MARRIED WIDOWED EMAIL:
MALE FEMALE DIVORCED

PATIENT’S OR PARENT’S EMPLOYER

PATIENT’S OR PARENT’S OCCUPATION WORK PHONE

BUSINESS ADDRESS CITY STATE Z1P
SPOUSE OR PARENT’S NAME EMPLOYER WORK PHONE

IF PATIENT IS A STUDENT, NAME OF SCHOOL/COLLEGE CITY STATE
PERSON TO CONTACT IN CASE OF EMERGENCY PHONE

WHOM MAY WE THANK FOR REFERRING YOU?

PDINLONN BIAN N YW@ ¥ DIFFERENT FROM ABOVE

NAME OF PERSON RESPONSIBLE FOR THIS ACCOUNT RELATIONSHIP TO PATIENT
ADDRESS CITY STATE Z1P HOME PHONE
TX DRIVERS LICENSE NO. SOCIAL SECURITY NO.

EMPLOYER WORK PHONE

ADDRESS CITY STATE Z1P WORK PHONE
IS THIS PERSON CURRENTLY A PATIENT IN OUR OFFICE? YES NO

NAME OF INSURED RELATIONSHIP TO PATIENT
DRIVERS LICENSE/STATE SOCIAL SECURITY NO. BIRTHDATE
EMPLOYER WORK PHONE

EMPLOYER ADDRESS CITY STATE Z1P
INSURANCE COMPANY GROUP #

INSURANCE COMPANY PHONE NUMBER

DO YOU HAVE ANY ADDITIONAL INSURANCE? YES NO IF YES, PLEASE COMPLETE THE FOLLOWING:
NAME OF INSURED RELATIONSHIP TO PATIENT

DRIVERS LICENSE/STATE SOCIAL SECURITY NO. BIRTHDATE

EMPLOYER WORK PHONE

EMPLOYER ADDRESS CITY STATE ZIP

INSURANCE COMPANY GROUP #

INSURANCE COMPANY PHONE NUMBER

X

SIGNATURE OF PATIENT OR PARENT IF MINOR




PATIENT MEDICAL HISTORY CONFIDENTIAL

1. Are you haVing any pain OF AISCOMEOTT At LIS LIITIE 7+ ++vevreneernreernmettuettte ettt ettt e e ettt et eat ettt e e et e e st e e ttaeeetee bt aestaesain ettt eettaesateaaaneesaaasanns yes no
2. Have you been a patient in the hospital within the 1ast tWO YEArS? -+« s erererrrri yes no
3. Have you been under the care of a medical doctor within the 1ast tWo YEars? -« e yes no
Physicians Name
Address Telephone
4. Have you taken any medications or substances within the last two years? (please list DElOW): -+« -eeerereeenie i yes no
5. Are you taking any Medications OF SUDSEANCES At This LIIMIE T +++«+++rrrerreerrrumerrtiiiee ettt e e e et e e et e e e et e e e att e e e atbe e e e ettt e esettaeeeeaaes yes no
If yes, please list:
6. Are you aware of being allergic to or have you ever reacted adversely to any medication or SUDStANCE? -+« -«-eeerereeenrinrniiiniiie yes no
If yes, please list:
7. Please indicate which of the following you have had or have at the present.
Please circle “yes” or “no” to each item. OFFICE USE ONLY:
heart failure:---«--=seseeeeeee yes no StIOKE: e sserrereeeeeens yes no hepatitis a (infectious) -+ yes no
heart disease or attack:---- yes no artificial joints---- yes no hepatitis b (serum) «++--++ yes no
angina pectoris:««««««------- yes no kidney trouble------ yes no venereal disease:+-«++---++ yes no
congenital heart disease--- yes no ulcers:eeeeeeeeeeeeneens yes no ALD.S. coeeeeeeeneiieii. yes no
heart disease:-+--++++seeeeeee yes no diabeteg: - eeeeeeenees yes no H.LV positive::-«---eeeeeeeeee yes no
high blood pressure:--+----- yes no thyroid problems:-- yes no cold sores/fever blisters:-- yes no
arteriosclerosis: ««-xeeeeer yes no glaucoma:«---weeeeeee yes no blood transfusion::-«««-++--+ yes no
mitral valve prolapse------ yes no cosmetic surgery--- Yes no hemophilia:««««--esoeveeeeenees yes no
artificial heart valve-----+-- yes no emphysema--«------ yes no ANEIMNIAreeerrrrreeesreeerennnnns yes no
heart pacemaker-------+++--- yes no chronic cough------ yes no sickle cell disease:««+++--- yes no
heart surgery:---------+-++++:+ yes no tuberculosis«+-+--+- yes no bruise easily-««-«--eeeeeeeeeees yes no
rheumatic fever----------+-+- yes no asthma:-+---eeoeeeeees yes no liver disease:----=+sssveeeee yes no
ATtRLILS v eveeeeerrrrereennnnes yes no hay fever:- oo yes no yellow jaundice:--++++++++- yes no
rheumatism:«««+-seeeeeeeeee yes no allergies or hives:-+ yes no epilepsy or seizures:----+-+- yes no
pain in jaw joints:«------ yes no sinus trouble----+-+-- yes no fainting or dizzy spells--- yes no VITAL SIGNS:
cortisone medicine:---++ yes no radiation therapy--- yes no NEIVOUSNESS: -+ #wseessennessssss yes no BP
drug addiction:---«-«++--+ee yes no chemotherapy------- yes no psychiatric treatment----+- yes no Pulse
8. When you walk upstairs or take a walk, do you ever have to stop because of pain in your chest,
shortness of breath, Or DECAUSE YOU Are VEIY tIIEA T+ «+-wvreserrrsumemrit et yes no
9. Do your ankles SWell dUring the day? -+« - -+ wsersrrmeremm s yes no
10. Do you use more than two piHOWS to sleep? .................................................................................................................................................... yes no
11. Have you lost or gained more than ten pounds in the last year? ...................................................................................................................... yes no
12. Do you ever wake up from sleep ANd feel SHOTt Of DIEATRT «++ v errerermeertmmieeit i e e e e et e et e e e e e e e et e eeeaaans yes no
13. Are you on a special diet? - - yes no
14. Has your medical doctor ever told you that you have Cancer OF @ tUIMOL? ««+«+ -« s ettt yes no
15. Do you have or have you had any disease, condition, or problem not listed abDOVe? ««+«+-xoeeveueiiiiiiiii yes no
If yes, please list:
FOR WOMEN ONLY:

Are you pregnant? Yes No If yes, what month? Are you nursing? Yes No Are you taking birth control pills? ~ Yes

I understand the above information is necessary to provide me with dental care in the safe and efficient manner. I have answered all questions truthfully
and to the best of my knowledge.

Patient Signature Date

CONSENT FOR TREATMENT:

The undersigned hereby authorizes Doctor to take X-rays, study models, photographs, or any other diagnostic aids deemed appropriate by Doctor to make
a thorough diagnosis of the patient’s dental needs. I also authorize Doctor to perform any and all forms of treatment, medication, and therapy that may be

indicated in connection with (Name of Patient)

and further authorize and consent

that Doctor choose and employ such assistance as deemed fit. I also understand the use of anesthetic agents embodies a certain risk. I understand that
responsibility for payment for dental services provided in this office for myself or for my dependents is mine, due and payable at the time services are
rendered unless financial arrangements have been made. I further understand that a 1%2% finance charge (18% annually) will be added to any balance
over 60 days. In the event of default I (We) promise to pay legal interest on the indebtedness, together with such collection costs and reasonable attorney
fees as may be required to effect collection of this note.

Patient or Parent Signature Date Witness




