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We are pleased to welcome you and/or your child to our practice. Please take a few

minutes to fill out this form as completely as you can. If you have questions, we’ll be glad
to help you. We look forward to working with you in maintaining your dental health.

B0 PATIENTINFORMATION HEQO

Date Occupation
SS/HIC/Patient ID # Patient Employer/School
Patient Name Employer/School Address
Address
City Employer/School Phone ( )
State Zip Spouse’s Name
- E-mail Birthdate SS#

Sex (JM [JF Age Birthdate Spouse’s Employer
L] Married (] Widowed L1 Single ] Minor Whom may we thank for referring you?
[] Separated [C] Divorced [C] Partnered for years
OBeEW[] »E INSURs Ct [ ]

NTALINSvRINCE HELINe
Subscriber's Name Is patient covered by secondary insurance? []Yes [ No
Relationship to Patient Subscriber's Name
Birthdate SS# Relationship to Patient
Insurance Co. Birthdate SS#
Group # Phone ( ) Insurance Co.

Group # Phone ( )
i + +
PHONENvMBERS [JlleHMO

Home ( ) Work ( ) Ext Cell ( )
Spouse’s Work ( ) Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household.)

Name Relationship
Home Phone ( ) Work Phone ( ) Ext Cell Phone ( )
-+ -l..—_ o grsaenaay
PENTALHISTORY O eEO
Reason for today'’s visit Please check () “yes” or “no” to indicate if you have had any of the following:
Bad breath [JYes [ No  Jaw pain or tiredness [OYes [JNo
Bleeding gums [JYes [ONo Lip orcheek biting [OYes []No
Former Dentist Blisters on lips or mouth [OYes [ No Loose teeth or broken fillings [JYes [JNo
City/State Burning sensation on tongue [JYes [JNo  Mouth breathing [OYes [No
Chew on one side of mouth [JYes [JNo  Mouth pain [JYes []No
Date of last dental visit Cigarette, pipe, or cigar smoking [JYes []No  Orthodontic treatment [JYes [JNo
icki ing j Pain around ear Yes No
Diite 5t 1ol detial 5 fags Clicking or popping jaw [OYes [JNo l‘ O O
Dry mouth [JYes [JNo Periodontal treatment [OYes [No
How often do you floss? Fingernail biting [JYes [1No  Sensitivity to cold [JYes []No
Food collection between the teeth []Yes [JNo  Sensitivity to heat [OYes []No
How often do you brush? : ] . i
Foreign objects in mouth [OYes [1No  Sensitivity to sweets [JYes [1No
Do you wear contact lenses? []Yes []No Grinding teeth [JYes []No  Sensitivity when biting [JYes [JNo
Gums swollen or tender [JYes [ No  Sores or growths in mouth [JYes [JNo
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elQO MEPICAL HIS TORY _ e

Physician’s Name Date of last visit
Phone ( ) Pharmacy Phone ( )
Please check (F) “yes” or “no” to indicate if you have had any of the following:
AIDS [JYes [JNo High Blood Pressure [OYes [JNo Tonsillitis [JYes []No
Anemia [OYes [JNo HIV Positive [OYes [JNo Tuberculosis [OYes [1No
Arthritis, Rheumatism [OYes []No Jaundice [JYes []No Tumors or Growths [JYes [No
Asthma [OYes [INo Jaw Pain [OYes []No Ulcer [JYes []No
Back Problems [OYes [JNo Kidney Disease [JYes []No Venereal Disease [OYes [1No
Cancer [OYes []No Liver Disease [OYes [JNo
Chemical Dependency [JYes []No Low Blood Pressure [OYes []No Have you ever had or been
Chemotherapy [OYes [JNo Nervous Problems [Yes [No diagnosed with:
Circulatory Problems [OYes []No Psychiatric Care [JYes [JNo Artificial Heart Valves [JYes [JNo
Cortisone Treatments [OYes []No Radiation Treatment [COYes [JNo Artificial Joints, Screws,
Cough, persistent or bloody [Yes [INo Respiratory Disease [Yes [No Pins, etc. [IYes []No
Diabetes OYes [JNo Scarlet Fever CYes [JNo Bleeding abnormally, with
Emphysema [JYes []No Shortness of Breath [JYes [JNo extractions or surgery [OYes [ONo
Epilepsy [OYes []No Sinus Trouble [OYes []No Blood Disease [ClYes [1No
Fainting or dizziness [JYes []No Skin Rash [JYes []No Congenital Heart Lesions [(OYes [JNo
Glaucoma [Yes []No Special Diet/Weight Loss [lYes [1No Heart Murmur [IYes [JNo
Headaches [IYes []No Stroke [JYes [JNo Hernia Repair [OYes [No
Heart Problems [OYes [ No Swollen Feet or Ankles [OYes []No Mitral Valve Prolapse ClYes [JNo
Hepatitis Type CYes [INo Swollen Neck Glands ClYes [JNo Pacemaker [lYes [1No
Herpes [Yes [No Thyroid Problems [IYes [INo Rheumatic Fever OYes [No
Have you ever had any complications Have you ever taken any of these medications? Are you allergic to:
following dental treatment? [ |Yes []No Blood Thinners [OYes []No Aspirin [OYes [JNo
. Coumadin [JYes []No Barbiturates [JYes [JNo
e TR ie Warfarin [OYes []No Codeine [OYes [No
Diet Medications [JYes []No Ibuprofen [OJYes [JNo
Have you ever been hospitalized or do you have Dexfenfluramine [OYes []No Latex [JYes [JNo
any other health concerns? [OYes [INo Fen-phen [OYes [JNo Local Anesthesia OYes [JNo
: Pondimin [JYes [1No Metals (i.e. gold) [JYes []No
s pass RS Redux CYes [INo  Penicillin ClYes [JNo
Levoxyl [OYes [INo
Women: Are you pregnant? [JYes []No Synthroid CYes []No Other
Due date sy
Are you nursing? TlYes [JNo Please PRINT all medications now taking:
Taking birth control pills? JYes []No
SIGNATURES
To the best of my knowledge, the above information is complete and correct. | understand that it is my responsibility to inform my doctor if I, or my minor child, ever have a change in health.
Insurance Assignment: | certify that |, and/or my dependent(s), have insurance coverage with and assign directly to
Name of Insurance Company(ies)
Dr. all insurance benefits, if any, otherwise payable to me for services rendered. | understand that | am financially responsible for

all charges whether or not paid by insurance. | authorize the use of my signature on all insurance submissions.

The above-named doctor may use my health care information and may disclose such information to the above-named Insurance Company(ies) and their agents for the purpose
of obtaining payment for services and determining insurance benefits or the benefits payable for related services. This consent will end when my current treatment plan is
completed or one year from the date signed below.

Authorization to Release Protected Health Information: | understand that there may be a need to consult with other health care providers. | voluntarily authorize

Dr. to use and/or disclose my Protected Health Information (PHI) related to
Name of Doctor Disclosing PHI Describe in detail the Protected Health Information

. The information will be used and/or disclosed for the purpose of
you are authorizing to be used and/or disclosed. Describe each purpose for which you are authorizing

. | authorize Dr. to receive and use the information.
your Protected Health Information to be used and/or disclosed. Name of Doctor Receiving PHI
This authorization will end when my current treatment plan is completed or one year from the date signed below. | understand that once the information is released it may be re-
disclosed by the recipient and may no longer be protected by federal privacy regulations. | understand that | may revoke this authorization at any time by notifying, in writing, the
above-named doctor disclosing the PHI. However, if | do revoke this authorization, it will not have any effect on any actions taken by the above-named doctor disclosing the PHI
prior to their receipt of the revocation. | understand that my treatment cannot be conditioned on whether | sign this authorization. | understand | may refuse to sign this authorization.

Signature of Patient, Parent, Guardian or Personal Representative Date

Please print name of Patient, Parent, Guardian or Personal Representative Relationship to Patient

B DPOCTOR'SCOMMENTS &:VPP-ITE @

(to be completed by the dentist) '

Medical Clearance Letter Sent to Date

Results

Signature Date



P Blenvenido

Le dawmos la bienvenida a nuestva clinica. Tomese a@wws minutos para comp{emr
este formu,[ario en la ﬁ)rm mds exhaustiva pon'b[&. Con qusto m;pondermo; todas sus prequntas.
Nos a.[eﬂm tmbajkw con usted, para mantener suw salud, dental.

Fecha Teléfono del hogar ( ) Celular ( )
i Nombre SS/HIC/ID Paciente
Apellido Nombre Inicial del segundo nombre
A Direccion o Correo electronico
» Ciudad Estado Caodigo postal
Sexo[JM [JF Edad______ Fecha de nacimiento [] Casado [ Viudo ] Soltero 1 Menor
[] Separado ["] Divorciado [] En pareja durante anos
Empleador/escuela del paciente Ocupacion

A Direccion del empleador/escuela

- &A quién podemos agradecer su referencia?

Teléfono dei empleador/escuela (_

= RS S

Teléfono ( )

(En caso de emergencia, a quién debemos notificar?

1

- Persona responsable por la cuenta

Apellido

Relacion con el paciente

Direccién (si es diferente de la del paciente)

Fecha de nacimiento

Nombre Inicial del segundo nombre

Num. Seg. Soc.

Teléfono ( )

Ciudad

Estado Cédigo postal

Persona responsable empleada por

Direccion laboral

Ocupacion

Telefono laboral ( )

Compania de seguros

. Numero de contrato

Nombres de otras personas a cargo cubiertas por este plan

Numero de grupo

Numero de suscriptor

Sequro adicional

¢El paciente esta cubierto por algun seguro adicional? [] Si
Nombre del suscriptor Fecha de nacimiento

Direccion (si es diferente de la del paciente)

[ No

Relacion con el paciente

Ciudad

Suscriptor empleado por

Companiia de seguros

Teléfono ( )
Estado ______ Cddigo postal l
Teléfono del trabajo ( )

N Num. Seg. Soc. __ o

Numero de contrato

Nombres de otras personas a carge cubiertas por este plan

Numero de grupo

Nuimero de suscriptor

(Vers.3508)

Sirvase completar ambos lados
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Historial odontolo_gwo
Motivo de la consulta de hoy Fecha de la dltima consulta odontolégica -
3 Dentista anterior Fecha de la ultima radiografia odontologica
2 Domicilio B

Marcar ( " ) si ha tenido alguno de los siguientes problemas:

[] Mal aliento [] Rechinar de dientes [] Sensibilidad al calor
[J] Sangrado de encias [[] Dientes flojos o0 empastes rotos [[] Sensibilidad a lo dulce
.
2 [] Chasquido o crujido mandibular [[] Tratamiento periodontolégico [] Sensibilidad al morder
; [] Acumulacién de comida entre los dientes [] Sensibilidad al frio [ Liagas o protuberancias en la boca
¢ Con qué frecuencia utiliza hilo dental? B ;Con qué frecuencia se cepilla los dientes?

4 Histovial wmédico

Nombre del médico Fecha de la Ultima consulta

¢Alguna vez ha tomado alguno de los farmacos del grupo denominado en inglés “fen-phen"? Esto incluye combinaciones de lonimin, Adipex, Fastin (nombres
comerciales de la fentermina), Pondimin (fenfluramina) y Redux (dexfenfluramina). []Si [ ] No

¢Ha tenido alguna enfermedad grave u operacién? []Si [ ] No Si respondié si, describa
¢Alguna vez se le ha efectuado una transfusion de sangre? []Si [ ] No Si respondi¢ si, indique fechas aproximadas
(Mujeres) ¢ Esta usted embarazada? []Si [ No (Amamantando? []Si ] No ¢ Tomando pildoras anticonceptivas? []Si []No

Marcar ( v ) si ha tenido alguno de los siguientes problemas:

[] Anemia [] Tratamientos con cortisona [] Hepatitis [] Fiebre escarlata
[ Artritis, reumatismo [] Tos persistente [[] Presién sanguinea alta [[] Dificultad para respirar
i [ Vélvulas cardiacas artificiales [[] Tos con sangre ] VIH/SIDA [[] Erupcién cutanea
, [ Articulaciones artificiales [] Diabetes ] Dolor mandibular [[] Apoplejia
] Asma [[] Epilepsia [] Enfermedad renal [[] Hinchazén de pies o talones
3 ] Problemas lumbares [[] Desmayos [C] Enfermedad hepatica [[] Problemas de tiroides
[[] Enfermedad sanguinea [] Glaucoma [] Prolapso de vdlvula mitral [] Tabaquismo
4 [] Cancer [] Dolores de cabeza [l Marcapasos [] Amigdalitis
[] Dependencia de farmacos [] Sople cardiaco [J Radioterapia [] Tuberculosis
i [J Quimioterapia [] Problemas cardiacos [[J Enfermedad respiratoria ] Ulcera
[ Circulatory Problems [ Hemotilia [[] Fiebre reumatica [] Enfermedad venérea
MEDICAMENTOS ALERGIAS

. Enumere los medicamentos que esta tomando actualmente:

Certifico que yo y/o mi(s) persona(s)a cargo tenemos cobertura de seguro con R y cedemos directamente al
Nombre de la(s) Compania(s)de Seguros

4 Dr. todos los beneficios del seguro, si los hubiere, de otro modo pagaderos a mi por servicios prestados. Comprendo
que soy responsable desde el punto de vista financiero por todos los cargos, sean o no pagados por el seguro. Autorizo el uso de mi firma en todos los documentos del
seguro.

El dentista arriba mencionado puede utilizar mi informacion sobre atencién de salud y puede divulgar dicha informacién a la(s) Compariia(s) de Seguros arriba mencionadas
y sus agentes con el fin de obtener el pago de los servicios y determinar los beneficios del seguro pagaderos por servicios relacionados. Este consentimiento terminara
cuando se complete mi plan de tratamiento actual o un afioc después de la fecha de suscripcién a continuacién.

Firma del paciente, padre/madre, tutor o representante personal Fecha

Indicar nombre del paciente, padre/madre, tutor o representante personal Relacién con el paciente

El pago debe efectuarse en su totalidad en el momento del tratamiento, a menos que se hayan aprobado otros arreglos al respecto.



