\Ale\come

About You
Todoy's Date; E-mnil Addrass:
Mame: | prefer 1o be colled: 0O Male 3 Famale
Last Firad Mo M M Ma Dr

Birthdote: __ / f  Age: Social Security #: J Single U Married U Diverced J Widowed J Separated
Home Address:

Sl City Seale Lip
Haome Phone #: {_ Cellfather #: [ ] Wark Phane #: | ] Exi: _ Driver's License #:
Whare & when are best fimes fo reach you? - Wham may we thonk for referring you?
Other fomily members seen by us! -
Employer: How lang there? Crecupation:
Employer’s Address:

Srreet Ciy St Tip

Meighber or Relative not living with you

His / Har Noma: Relofion: Work Phone #: (| _ Haome Fhone #: | ]
Address:

Streed City St T

&
Spouse Information
His / Her Momie: Bithdote: __ /. /  Social Security #:
Employer: Wark Phonea #: { ] B Driver's Licanse #:
Insurance Information

Primary Insurance Dental Coverage? [ Yes 0 No Orthedontic Coveroge? dYes Mo Medical Coveroge? 1 Yes U Mo
Insurence Co. Mame: Phane #: | J Group # (Plan, Local or Policy #);
Imsurance Co. Address;

Frpel/PO o Cily Siate Ip
Insured's Mome: Insurad’s Social Security #: Insured's Birthdate: /7 Relation:
Insured's Employer: Employer’s Address:

Street/ PO Bea ity Sazin I

Secondory Insurance Dentol Coverage? U Yes d No Orthodentic Coveroge? O Yes U Na Medicol Coverage? I Yes O Mo
Insurance Co. Mome: Phone #: | ] Group # (Plan, Local or Policy #):
Insurance Co. Address:

ShowelPO B Eity Stahn Tp
[rsured’s Mome: Insured's Social Security #: [nsured's Birthdate: /¢ Relation:

[nsured’s Employar; Employer’s Address:




Dental History

Why have you come to the dentist today?

Are your feeth sensitive 1o heat, cold, or anything else?

Do vow have mability in your teeth? O Yes O No
Ara yau currantly in pain? 3 Yes O Mo De yau shill have wisdom leath? O Yes d Mo
Do you require aniibiofics before dental treaiment? O Yes O Ne Previous / Present Dentist: Last Visit Dote:
Yeur current dental health is 0 Good O Fair O Poor [ F"Ekﬂ- )
Do you floss daily? O Yes QN Brush daily?l Yes G Wauld vou like fresher breath? 2 Yes O Mo Whiter teeth2 Yes d Ne

you aily? Ve L] rush doi :

Are happy with the smile looks? O Yes dMe

Tipe of brisiles on your Joothbrush? OHerd O Medum 0 Soft PREORES i
_ _ ) ) If not, what would you chonge?
Do your gums ever bleed? O Yes O Mo Bver Hch? [ Yes QMo |
Have you ever hod pericdontal diseose? J Yes QMo
L] L]
Medical History
Do you have o personal physicion® I Yes o No Hawe you been told that you snere or hald your
Physician’s Name: _ I breoth while sleeping or wake gosping for breoth? L Yes L Na
fchess: ey Do you smake or use fobocco in any other form@ O Yes dNe
G e — Have you ever laken Fosamox or any other bisphosphonate?. U Yes d Ne

Phone #: | Date of last visit:

For W t Ar taking birth trol pills? o O
Your current physical health is: DGoed. CiRale Do | o | ez y toking Sirh-oomol pi ry °
Are you currently under the care of o physician? 1 Yes ONa | Are you pregnont? < Unsure U Yes - Mo
Fleose explain: Weelk #: Are you nursing? U Yes O Mo

Do you or hove you experienced the following?
¥ M Abnomal Bleeding [ ¥ N Celiis ¥ N Glovcoma ¥ M Kidney Problems ¥ M Seizures
¥ M Alcchol Abuze Y M Congenital Heart ¥ M Hay Fever ¥ N Liver Disease Y M Shingles
Y N Apemic Diafoct Y N Headoches ¥ N Low Blood Pressure Y M Sickle Cell Diseose
¥ N Arhifs ¥ N Diabetes ¥ N Hearl Attack ¥ M Lupus ¥ M Sinus Problems
¥ M Adificicl Bones/loints ¥ W Difficulty Breathing Y M Heart Murmur ¥ M Mitral Valve Prolopse | ¥ W Stercid Therapy
¥ W Afificol Valves ¥ M Drug Abuse ¥ M Heart Surgery ¥ M Pocemaker | ¥ W Siroke
¥ N Asthmo ¥ MW Emphysema ¥ M Hemophilio ¥ M Persistent Cough ¥ M Thyroid Problems
¥ N Blood Transfusion ¥ N Epilepsy ¥ N Hepafiis ¥ M Psychiairic Problems ¥ N Tonsiliis
¥ N Concer ¥ M Ever Hospitalized ¥ M Herpes ¥ M Rodiotion Treatrment I ¥ N Tubarculoss (TB)
¥ N Chemeotheragy ¥ N Foinfing Spells Y M High Blood Pressure Y M Rheumatic Fever Y N Ulcers
¥ N Chicken Pox Y M Fever Blisters Y N HWTJAIDS ¥ M Scorlet Faver | ¥ M Venereal Disacse
Plaase list any serious medical candifion(s) that you have experienced:
Are you faking any prescripfion/over the counter drugs? ' Yes O Mo If yes, please list each one:
Are you ollergic to any of the following?

Y MW Aspitin Y M Codeine ¥ M Erythromyein Y M Latex Y M Sedafives ¥ M Tefrocpcling
Y N Barbiturates ¥ M Deniol Anesthetics ¥ M Jewelry / Metals ¥ M Penicllin ¥ MW Sulfa Brugs Y N Other

Please list amyihing additional that couses allergic reacions:

Authorization

| affirm that the information | hove given is correct fo the best of my knowledge, and that it is my responsibility fo inform this
office of any changes in my medical status. | authorize the dental stoff fo perform the necessary services | may need. | ossign
the Doctor all insurance benefits. | understand that | am responsible for payment of services rendered, ony deductible, and
co-payment that my insurance does not cover. | have received a copy of this offices Motice of Privacy Practices.

Signature

Date

FORM #AD-CUST-02 8.0
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