
We are compl imented that you have selected us lo provide dental  care lor you and your family.

Whom may we thank for referr ing you to our off ice?

Patient Information
Date - Patient's Name

Actctress

Home Ph.  #  (_  )

Birthdate- /- /- sex M F lf patient is a minor, give parent,s/guardian's name

Soc. Sec. # _ -_ Drivers Lic. #Work Ph. # (_ )

Name ot nearest relative not living with you

Complete Address_

Emergency Contact

P h . # ( _ ) _

P h .  #  ( _ )

Middle t\lai.iilStatus--
Soc. Sec. #--- --Birthdate- l- l- 'Relationship to patient

Previous Address (if less than 3 years)

soc. sec. # - -Birthdate -/ _l_ work Ph.#

ls policy connected with your union? Yes- No- Name of Union

Do you have dual coverage? Yes- No-lf yes: Please complete the following secondary insurance information.

Dental lnformation
Do your gums bleed when you brush?

Are your teeth sensitive to heat or cold?

Do you grind or clench your teeth?

Do you have any fear of dental work?

Date of last dental

Yes_ No _

Yes- No - Pressure

Yes- No -

Yes- No -

What was done at the time?

Former Dentist Name

Trojan &99

feel about the teeth?

Sweets

How would you describe your current dental problem?

How do



1. Are you having pain or discomfort at this time?....
2. Have you been a patient in the hospital during the last two years?..............

YES
YES

YES NO
YES NO

YES NO

NO
NO
NO3. Are you now taking any medication or drugs?......... . . . . ._ YES

It yes, please list:
4. Have you taken any medication or drugs during the last two years including appetite suppressants - fen-phen (tenluramine & phentermine)

5. Have you been under the care of a medical doctor during the last twg years or since taking any of the appetite suppressants named above?

Address

6. Are you sensitive or
lf yes, please list:

Hepatit is A ( infect ious).. . . . . . . . . . .  YES NO

Hepatit is B (serum)... . . . . . . . . . . . . . . .  YES NO

Venereal Disease... . . . . . . . . . . . . . . . . . .YES NO

A.t.D.S... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  YES NO

H.l.V. Posit ive... . . . . . . . . . . . . . . . . . . . . . . . . .YES NO

Cold SoreVFever Blisters........ YES NO

Blood Transfusion... . . . . . . . . . . . . . . . . . .YES NO

Hemo0hi1ia.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .YES NO

Anemia... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .YES NO

Sickle Cell  Disease... . . . . . . . . . . . . . . .  YES NO

8ru ise8as i1y . . . . . . . . . . . . . . . . . . . . . . . . . . , . . .YES NO

1iver0 isease. . . . . . . . . . . . . . . . . . . . . . . . . . . . .YES NO

Yel lowJaund ice . . . . . . . . . . . . . . . . . . . . . . . .YES NO

Epilepsy or Sei2ures... . . . . . . . . . . . . .  YES NO

Fainting or Dizry Spe||s.. . . . . . . . .  YES NO

Nervousness... . . . . . . . . . . . . . . . . . . . . . . . . . . .YES NO

Tumors... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .YES NO

B. When vou walk u0 stairs or take a walk, do Vou ever have to stop because of pain in your chest,
shor tn6ssofbreath,orbecauseyoUareVeryt i red?. . . . . . . . . . . . . . . . . . . . ._ YES NO

13. Are you on a special diet?... . . . . . . . . . . . . . . . . . .  YES NO

lf yes, please list:

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

Patient Signature Date

Physician's Name Ph. # (-)

7. Indicate which of the following you have had or have at the present. Circle'!es or no" to each item

HeartFai lure... . . . . . . . . . . . . . . . . . . .YES NO

Heart Disease or Attack YES NO

AnginaPectoris.. . . . . . . . . . . . . . . .YES NO

Congenital Heart Disease YES NO

Hear tMurmur . . . . . . . . . . . . . . . . . . . . .YES NO

High Blood Pressure... . . . . .  YES NO

Arteriosclerosis.. . . . . . . . . . . . . . . . .YES NO

Mitral Valve Prolapse........ YES NO

Artificial Heart Va1ve.......... YES NO

HeartPacemaker.. . . . . . . . . . . . .YES NO

Hear tSurgery . . . . . . . . . . . . . . . . . . . . .YES NO

RheumaticFever.. . . . . . . . . . . . . .YES NO

Ar thr i t i s . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .YES NO

Rheumatism... . . . . . . . . . . . . . . . . . . . .YES NO

CortisoneMedicine... . . . . . . .YES NO

DrugAddict ion... . . . . . . . . . . . . . . . .YES NO

Stroke... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .YES NO

Allergy to Latex.................. YES NO

Tuberculosis . . . . . . . . . . . . . . . . . . .YES NO

FOR WOMEN ONLY:
Are Vou preqnant? Yes-What month?- No-Are Yes- No - Are l a birth control ? Yes- No-

Medical Information

CONSENT:
1 . The undersigned hereby authorizes doctor to order x-rays, study models, photographs, or any other diagnostic aids deemed appropriate by doctor to

make a thorough diagnosis ot the patient's dental needs.
2. I also authorize doctor to perform all recommended treatment mutually agreed upon by me and to use the appropriate medication and therapy

indicated for such treatment in connection with (name of patient) . I understand that using
anesthetic agents embodies a certain risk. Furthermore, I authorize and consent that doctor choose and employ such assistance as deemed fit to
provide recommended treatment.
I understand that all responsibility for payment for dental services provided in this office for myself or my dependents is mine, due and payable at the
time services are rendered unless other arrangements have been made. In the event payments are not received by the agreed upon dates, I
understand that a 1 - 1/2"/"linance charge (18% APR) may be added to my account, in addition to any collection charges.
t understand that where appropriate, credit bureau reports may be obtained.
I understand that it is my responsibility to advise your office of any changes in the information obtained on this torm.

Patient Witness

Parent or Responsible Party Relationshio to Patient

4.

Date

FOR OFFICE USE: Heviewed by Dr. Date




