PATIENT IN

Date

FORMATION

S&HIC/Fatient iD & _____

DENTAL INSURANCE

Who is responsible for this account?

Relationship o Fatient

Patient, inzurance Go.
&
Address Group # —
City I5 patlent coverad by additional Insurance? [JYes [DNe
) serber!
Siata n Zip Subzerber's Name e e e e
Birthdate S5+
E-mai! .
Relationship to Patient _____
Sex OM  [OF Age
Inzurance Co,
Birthdate_
Group £ . o b
1 Married O Widowed ] Single O] Miner ASSIGNMENT AND RELEASE
) ' | cartify that [, andfor my dependent(s], have insurange coverage with
] Separated T Divargad 1 artnered for yaars
. and assign dirsctly @
. Mame of Insurance Company{ies
Occupation o pany{ies)
. o, alf insurance bensiits, if
Fatient Employst/School __ any, atherwise payable 1o me for services rendered. | understand that | am fnancially
o responsible for all charges whother o et paid by insurancs. | autharize the uss of
Employer/School Address __ ry gignatura an gl insurance submissions.
The a_[gove-named doctor may use my health care information and may disclose
such information to the above-ramad Inzuranee Companylias) and thair agants for
SmployerfSohoo! Phons ) — the purpese of obtaining payment 1or services and determining insurance hensfits o
the benefitz payable for related services. This. consant will end when my current
Soouse's Name - reatment plan is completed or ohe year from the date signed below.
Birthdate _ ) o
Sionatars of Patient, Parant, GLarsian of PErSONEl HEpresentaive
35+ . N
Spousa's Employer Pleass print name of Patisnt, Parent, Guardian or Personal Rapresentative
Wharn may we thank for refarving you? -
Cate Relattonshlp to Patient
[ e N - it 2
PHONE NJ!MBI’.RS
Heme {_. ) Work ( ) Ext Celt Phone ) o
Spousa’s Wark | ) Best time and place o reach you

IN CASE OF EMERGENCY, CONTACT (Specify sormeone whe does not live in your househald))

Name

Home Fhone { 1.

Reiaticnship

Work Phang ( )

DENTAL HISTORY

Reason for today's visit

Former Dentigt

City/State

Dry rmouth

Fingarnail biting

Date of last deantal visit

Date of last dental X-rays

Foraign objects

Flace a mark on "yes” or "no” 1o indicate it you

have had any of the following:
Bad breath

Blesding gumns

Blistars on lips or mouth

Grinding teath

Gums swaolten or tender
Oves [IMNc Jaw pein or tiredness
Oves O No Lipor chesk biting
ez [INo  Loose teeth or broken filings

Burning sensation on tongue
Chew on ane side of mough

Cligking or popping jaw

Tood callection betwaen the teeth [MYez [M]No  Sensitivity to heat

OYes ONo  Mouth breathing OvYes TINo

Tives [ONo Mouth pain, brushing [GYes IMNo

Gigarette, pipe, or cigar stoking (JYes []No Orthodontic freatment Oives O No
[]Yes [ Na Pain around sar [OYes [ONo

CiYes [ Mo Periodontal treatment OYas [JNo

[TY¥es [JNe Sensitvity to cold OYes [CNo

OYes OnNo

[GYes [[INe Sensitivity to sweets OYes TCNo

CYes [QMNe Sensitivity when biting OYes ONe

OYes O No Seores or growths in your mouth - £1Yes [IMo

TlYes [ONo
TiYes [ONe
TOiyes [ Ne How often do you brush?

How often do you floss?




