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Welcome

Thank you for selecting our dental healthcare team!

We will strive to provide you with the best possible dental
care. To help us meet all your dental healthcare needs, please
fill out this form completely in ink. If you have any questions
or need assistance, please ask us - we will be happy to help.

Patient #

. . SS#/SIN
Patient Inﬁ)rnmtlon (CONFIDENTIAL) Dute
Name Birthdate Home Phone
_ State/ Zip/
Address City Prov. B,
Email Cell Phone
Check Appropriate Box: _Minor [ Single [ Married | _|Divorced | Widowed Separated
fl ppropriee ) v EE b i ) E tate, _ Eull Part
If Student, Name of School/College City Prov. I Time _ Time
Patient or Parent/Guardian’s Employer Work Phone _
' B State/ Zip)
Business Address City Prov FC,
Spouse or Parent/Guardian’s Name Employer Work Phone
Whom may we thank for referring vou?
Person to contact in case of emergency Phone

Responsible Party

Name of Person Responsible for this Account

Relationship
to Patient

Address Home Phone
Email Cell Phone
Driver’s License# Birthdate Financial Institution

Employer Work Phone SS#SIN

Is this person currently a patient in our office? ! Yes | No

For your convenience, we offer the following methods of pavment. Please check the option you prefer. Payment in full at each appointment.
Credit Card || VISA MasterCard

Insurance Information

Cash Personal Check T'wish to discuss the office’s payment policy.

) Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Emplover Union or Local# Work Phone
. . State Zip/
Address of Employer City Prov. P
Insurance Company Group# Policy/ID# .
o Staté Zip/
Ins. Co. Addyess City Prov. 2

How much have you used?

How much 1s your deductible? Max. annual benefit

DO YOU HAVE ANY ADDITIONAL INSURANCE? Yes I No IF YES, COMPLETE THE FOLLOWING:

Relationship

Name of Insured to Patient

Birthdate SS#/SIN Date Emploved
Name of Emplaver LInion or Local# Worl: Phone ___
R N States Zip/
Address of Employer City Prov. PC.
Insurance Company Group# Policy/ID#
B ) Staté Zip/
Ins. Co. Address City Prov. P'C.

How much is your deductible? How much have you used?

Over Please

Max. annual benefit




Patient Medical History

Physician Office Phone Date of Last Exam
Yes No Yes No
1. Are you under medical treatment nOW? ............coooovevevuemremmiinicas ioi [ us 10. Are you wearing contact lenses? ................. seen: = L
2. Have you ever been hospitalized for any = i 11. Are youallrgic to or have you had any reactions to the ollowing? B
surgical operation or serious illness within the last Syears? ... | || Local‘ﬁrnesthcm:s (eg Noya{_mrt_) """""""""""""" = /=
If yes, please explain Pemicillin or any other Antibiotics ... v L L
Sulfa Drugs oo o L _1
3, Are you taking any medication(s) N N ga;‘bt{umtes ............................................... B N ‘
including non-prescription medicine?..................ccccowo L1 L] Io"d"m_""s """"""""""""""""""""""""""""" =
BT . S I P N e = [l
4. Have you ever taken Fen-Phen/Redux? .............ccovvvvievmivivsiinnnnnns O O 'E"’ty Mgilgc(c,g. PAENel, PREPCHI BUEd s s =
5. Have you ever taken Fosamax, Boniva, Actonel or any cancer el Olihﬁ;’ ( ‘leas; Bty L — o
. };nedications containing bisphosphonates? ... [ ‘ 12 Da_mulqumm;mtstmtwu@orthrmt pm— -
. Have you taken Viagra, Revatio, Cialis or Levitra S sated with a nown illness (last than 3veet)?.. [
T ERE ASE 29 ROUIS?....ooseoeveees oo ssss s essessesse s assssaesssens |:J L IJCWomm (‘3:11 G mon EHCs (sng mare A IWeeR v = 5
7. DO YOUUSE IODACCO? ... oo ) L o) Arean yc N X S— o ]
8. Do you use controlled SUBSEANCES?.......ov.eoooeeeoeeoeeeeeeeeee e O 0O L) 4',‘,':“ ﬁ:‘i’:"g5 YOU May D¢ Pregnant...... ‘:‘ M
5 Do hav o hve o ad any f v i -y et ey «
Yes No Yes  No Yes No
High Blood Pressure....rnee | — 1 Heart DiSease......cevccevecceccccurice L1 [ Chest P L
Henrt Atack uimmemmsmam: =t Cardiae PACEHARET cusnivimigss L1 [ Easily Winded i i
Rheumatic Fever ... — 1 Heart Murmur....... L1 LI Stroke....o....... 1 (S
Swollen Ankles...... . B L Anging.n . LI L) Hay Fever / Allergies.. |
Fainting / Seizures. ..o ouamseimen. Frequently Tired .oooovvovnivvcvviccnnnee 1 Tuberculosts .o L L
7030 1,1 R 5 (N 51 QY SRR L L) Radiation Therapy......coovie
Low Blood Pressuire..............cccovveeee. Ll L Emphysemss cocmassasssmss: Q L Glaneoma i Ll
Epilepsy / Convulsions.................. Ll Ll Cancer....ocnieecissrnene. L1 Recent Weight Loss ..o L L
LeuRemia oo 1 1 Arthritis Ll O Liver Disease ..o e
DAGBELES. oo oomsinreisinirissene )\ Joint Replacement or Implant...... || || Heart Trouble............... Y O
Kidney Diseases....... . i Hepatitis / Jaundice.............cc ! [ Respiratory Problems =1 L
AIDS or HIV Infection................... | Sexually Transmitted Disease ...... ) L Mitral Valve Prolapse .............. .
Thyroid Problem. ... 1 L1 Stomach Troubles / Ulcers ... L1 L1  Other -
Patient Dental History
Name of Previous Dentist and Location Date of Last Exam
Yes No Yes No
1. Do your gums bleed while brushing or flossing? .............ccc.... O O 8. Do you have frequent headaches? ... L ;‘
2. Are your teeth sensitive to hot or cold liquids/foads? ................ Ll LI 9. Do you clench or grind your teeth? ... 0t L
3. Are your teeth sensitive to sweet or sour liquids/foods?............ I 10. Do you bite your lips or cheeks frequently?................. -
4. Do you feel pain to any of your teeth? ..o L Ll 11 Have you ever had any difficult extractions e e
3. Do you have any sores or lumps in or near your mouth?....... ;‘ j ANEPARED - vssmnoms ez s TR A =
6. Have you had any head, neck or jaw injuries? ... 1 LI 12 Have you ever had any prolonged bleeding B B
7. Have you ever experienced any of the following following extractions?...........ccccuevcccivccreioicinosssccisinnes (1 [
problems in your jaw? 13 Have you had any orthodontic treatment? ... L
CHERING.......corcovoeeerscrsnessresesssssesssessssssssssmsssssssesenceees 1 L 14. Do you wear dentures or partials?............oooecovions
Pain (joint, ear, side of fAce)..............coovmrveveeremmreneecerercrene L L If yes, date of placement
Difficulty in opening or closing...........cwwccscmisis 15. Have you ever received oral hygiene instructions il
Difficulty in chewing.............. 1 O regarding the care of your teeth and gums? ... L] L

TR B/ EY TGO g L - —————ey S R B

Authorization and Release

1 certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered.
1 understand that providing incorrect information can be dangerous to my health. 1 authorize the dentist to release any information including the
diagnosis and the records of any treatment or examination rendered to me or my child during the period of such Denial care to third party pavors
umF/or health practitioners. I authorize and request my insurance company to pay directly to the dentist or dental group insurance benefits
otherwise payable to me. I understand that my dental insurance carrier may pay less than the actual bill for services. 1'agree to be responsible

for payvment of all services rendered on my behalf or my dependents

X
Signature of patient (or parent/guardian if minor) Date

Doctor’s Comments

Signature Date

- PATTEASON OFFICE SUPPLIES 1.800.637.1140 051-1055/16797




	NP Medical Front
	NP Medical Back

