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Patient’s Mame " I I I Age  Palient’s Birthday O Male [ Femals
LAST FiRET INITLAL
If patient is a minor, give name of parent or legal guardian Relationship
Resicenca Address : For how long? O own Rent
BTREET ary Fi o
Patiertis: [JdMamied Single QDwvorced O Seporsted DWidowed O Minor Ermail
| Driver's Licensa MNo. Social Security Mo, Fies. Fhone { }
Bank Account No, How long? Cell Phone | )
Employed by How lang? Clecupation
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STREET aITY ap
| Spouse’s Name ) Driver's Licanss No. Soc, Sec. Mo
Employed by How long? Occupation
Business Address Bus. Phons ( ]
BETREET oy Fig
|INameofnaamﬂreiath.'amlM1gwnhym Relationship
Cornplate Address Res. Fhone ( ]
BTREET Ty ap i heve no physiceEn
Mama of Physician { )
ADDRESS Ty TELEPHONE
Former Daritist { ]
ADDRESS CITY TELEPHONE
Why are you changing dentists?
p Do you wish to speak to the
 Pumose of Appointment doctor privately? O Yes [ Mo
s this office visit for Emengency Dental Care? [ Yes [ Mo Iyes, explain:
School Children Attend mmmywﬁwhmﬁewgymﬂ
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Parson responsibie for this account Relationzhip { ]rmm
Address { ]
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PREFERENCE OF PAYMENT: [ Cashondayoftreatment [ VisaNo.
EXPIRATION DATE
1 State Aid Mo, 1 Mastercard No.
EXFFATION DATE
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s a condition of treatment by this office, | understand financial amangements must be made in advance. The practice depends upon reimbursement from the patients for the costs
incurred in thelr care and financial responsibility on the part of each patient must be determined before treatment.

All emergency dental services, or any dental senvice performed without prior financial amangements, must be paid for in cash at the time services are performed.

| understand that denial services fumished to me are charged directly to me and that | am personally responsible for payment of all dental services. If | carry Insurance, | understand
that this office wall help prepare my insurance forms to assist in making collections from insurance companies and will credit such collections o my account. However, this dental
office cannot render senvices on the assumption that charges will be paid by an insurance

Assignment of Insurance: Ihemhymﬂwﬁumimmmmwhmdhmﬂyhmydmﬂmhmﬂhmﬁghmmﬁmmmﬁq

A service charge of 1'/,% per month (18% per annum) (but in no event more than the maximum rate permissibie under state law) will be charged on the unpaid principal balance
on all accourts not paid within 60 days of treatment date,

| understand that the fee estimats listed for this dental casa can only be extended for a period of six months from the date of the patient’s examination.

In consideration of the professional services rendered to me, or at my request, by the Doctor and/or his staff, | agrae to pay, therefore, the reasonable value of said services to
sald Doctar, or his assignee, at the time sald services are rendered, or within five (5) days of billing if credit shall be extended. | further agree that the reasonable value of said
services shall be billed unless objected to by me, in writing, within the time for payment thereof. Additionally, | agree that a waiver for any breach of any term or condition
hersunder shall not constitute a waiver of any further term or condition. | further agree that in the event that either this office or | institute any legal proceadings with respect
lﬁMﬁ;ﬂWﬁﬁﬁmeﬁaM,hmﬂlﬂmﬁinmﬂthwlheenﬂﬂadt:r&cwﬂraﬂmlsmmlmmmmhhaﬂmnw'saﬂur

| grant my permission to you, or your assigns, to telephone me at home or at my work to discuss matters retated to this form.

| have read the above conditions of treatment and agree to their content:

Signed —r TR _ Date.__ -
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Thesa guestions are for your benalit and assure that treatment will take Into consideration your past and present health status.
Some guestions may seem unreiated to your dental condition, but they are all associated with proper oral health care.

Please answer each question, Check the appropriate box and/or circke Yes or No where applicable. EXAMpIe: Afe YOU BIVE? ..uv..vevecsmsscsrisio (Yes) No

MEDICAL HISTORY

2. Date of last physical examination _

e Ay e L w1 1T | e et T Sl 'y
It a0, whet is the condition being treated?

4 Hate Vouk sver hiadd By Serus BNGas OF OPIEIONT o irmabtbmsrmsssrmremrerrrrerer samasaasassassassss oo srasmssstasms sopengeesscaesasmasnssspsssasnpssesrprsesnssprensnsssstoes WO | MO
If g0, what liness or operation?
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If 20, what was the problern?
It 5o, what? What dosaga?

7. Are you using any recreational drugs (marijuana, cocaine, ete)? dYes TINo i so, what?

8, Have you ever been premedicated with antibiotics for your dental trealment?.... Mo

9. Ase you sensitive or allergic to any drugs or materdalz? [ Peniciling I:JTetracg.rclhef ﬁSuh‘a Drugs DAspm ElCode&w :ILala:-e:DOHw MNo

It Other, what drugs?
10. Do you have or have you had any of the following: (Please circle 'Y for Yes or "N for No - answer all conditions):
YN Anamiz |YN Implant (5) YN Hesdlnjuries  |YN DrugAddiction  |Y N Blood Transfusion  |Y N Excessive Bleeding YN Osteoporosis
YN Hepes  |YW Headaches |YM HeartFallwe |Y N Kidney Disease (YN Joint Replacement |Y M Mitral Viahe Prolapsa |Y N %-Ray or Cobalt Treatment
YN Sioke  |YN Glaucoma YN ScarletFever  |YM Chemotherapy  |YN Mervous Disorders (YN High Blood Pressure | N Radiation Treatment of any kind
YN Ucers  |YMN Tonsilitis YN SinusTrouble  |YN Stomach Ulesrs (YN Tumors or Growths  |Y N HIV Related Complex.  |W N Vanereal Disease (Syphilis, Gonarrhag)
YN Disbetes |¥YW Hemophilia  |YN Heart Murmur (YN Anglna Pectoris  |Y'N Allergles or Hives | Y N 'Respiratory Dissase YN Acouired immune Deficiency Syndmome (0S5
YN Anhritic |¥YMW Cold Sores  |YN Liver Disease  |¥ R Mental Disorder |Y'M Pain in Jaw Joints  |Y W Epllepsy or Seizures YN WU (Temporomandibutar Joint) Disonder
YN Asthmz |YMW Emphyssma  |YN Blood Disease (YW Thyroid Disease  |[Y N Arificial Prosthesis | YN Psychiatric Treatment | Y M Sleep Apnea
YN Cancer |YM Areumatizm |Y N Heart Alments |¥ N Fainting Spells (YN Siclle Cell Diseass  |Y N Hepatitis or Jaundice  |Y N Snoring
YN Seizures |YMN Chicksn Pox  |Y N Heart Attack YN Rheumatic Fever (Y N Cortisons Medicine | YN Difficulty Swallowing Y
YN Hay Fevor!Y N Bruise Easily |YN Cerebral Palsy 1Y N Tubercisosis (TB) 1Y N Allergles to Metals. 1Y M Congenital Heart Lesians
11. Do you have any disease, condition or problem nol listed that you think W ShoUKE KNOW BDOUET...........eessieeseiomssiemmsossss s bsssssssiosssssssas sossmessass

Yes
I =0, what?

12, Do you wear a cardiac pacemalker, or have you had heart surgany?.... Yas
13. Do you smoka? i yes, how much? Q Cigarettes O cgara l'.:I Pa.dcsp&‘daryr Yes
14. Have you ever taken the drugs [ Fen-Phen, [J Redux or any [ diet drugs?.... Yes
15. (Women) Are you pragnant? If so how many months? Yes
16. (Women) Da you have any problems asscclated with your manstrual period? Yes
Yes

Yes

Yes

Yes

Mo

Mo

Mo
Mo
No

17. (Wornen) Do your take any birth canirol mecioation O NOMIONBET. . ..ottt hasissss i siss baistaas o pesnsasvarassaissass sisemiasssssasasmtsediasas

DENTAL HISTORY

Have you ever had a local anesthetic [(Movocaing, etc)?... o

Have you ever had any unfavorable reaction from a local anesthitic? .........

Have you had any serious trouble associated with any previous dantal trsairmnl‘?

If s0, explain?

How long sinca your last full mouth %-Rays? Wiaeks Months Years

Howy long since your [ast dental trieatment? Weeks Months Years

Dioes dental trestment make you nervous? [ Slighty [ Moderataty [ EK{IET:-EEI}-"?

Would you desira to be pre-sedated?... "

':I | heneby acknowiadge | have received a copy of thls pm:tb&s HD‘HGE llF me;n"l' FMGIIBES I runha: unnermnn mat Ihe pmcﬂce wﬂl uﬂer me updals'.s m mis HDHGE OF
PRIVACY PRACTICES should it be amended, modified, or changes in any way, [ Patient refused / was unabie to sign because

I | have received a copy of the Dental Materials Fact Sheet as required by law. : o ;.
Tothe best of rmy knowledge, all of the preceding answers are frue and comect, IF] ever any change in my heatth or & my medications change, will, without fil, inform the docior at ry nesd appointment,
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Nooa

Q Date Signature Reviewed by Lic. # Date =
(3 UPDATE — Since your last visit ): I . o
S5 EDATE, o Sace wen el o) (/-0 -0y, DD DT, R NI EPACE S |
2. Have you had a change in your medication?... ..Yes  No Q .m @ @
3. Have you had a change in your medical condition or hatl surgaeq.f'? . Yes Nf"
Please note changes in heafth since last visit. Hnndlwmpﬁmm‘mnﬂ a—-—-—-—— DATE
! I'—'.

Date Signature | (5] B.P. 4 ! J
® UPDATE — Since your last visit®: DATE.  PULSE
1. Have you seen a medical doctor?...., i ... Y25 Mo i
2. Have you had a changa in your rmchcahon'? ‘r’as Mo @ i TEMP
3. Have :Eu hada change in your rmcbcar cmdnlun or had wgan,«'? ,,,,,,,,, Yes Nao

-
Date Signature HEALTH QUESTIONNAIRE MUST BE CONTINUALLY UPDATED!

CONSENT FOR TREATMENT: | hereby grant authority to the denlist{s) in charge of the care of the patient whose name appears on this Health History form,
fo administer such anesthetics, analgesics, sedatives, nitrous oxide sedation and intravenous sedation; and to parform such operations as may be deemed necessary
or advisable in the diagnosis and treatment of this patient. | have been informed of all possible complications of the procedures, anesthetics and/or drugs.

All sarvices are rendered and accepted under the terms and conditions printed on the reverse hereof:
Authorization must be signed by the patient, or by the nearest relative in the case of a minor or when the patient is physically or mentally incompetent.

Signed: Date: Relationship to Patient
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