PLEASE PRINT

CONFIDENTIAL INFORMATION QUESTIONNAIRE

PATIENT'S LEGALNAME  LAST, FIRST DATE OF BIRTH SOCIAL SECURITY #
PREFER TO BE CALLED HOME PHONE # CELL PHONE #

PATIENT’S ADDRESS STREET APTH  CITY STATE ZP | EMAIL

LRI USRI pATIENT'S / GUARDIAN'S EMPLOYER OCCUPATION

[ s | M| "Wl D

[ UNDER AGE 18

WORK ADDRESS STREET APTH  CITY STATE ZIP | WORK PHONE #

SPOUSE’S NAME LAST, FIRST M SPOUSE’S EMPLOYER OCCUPATION

SPOUSE'S WORK ADDRESS STREET APTH  CITY STATE 7IP | WORK PHONE #

OTHER FAMILY MEMBERS THAT ARE PATIENTS HERE WHO CAN WE THANK FOR REFERRING YOU TO OUR OFFICE?

EMERGENCY CONTACT INFORMATION

PERSON WE MAY CONTACT IN CASE OF AN EMERGENCY (OTHER THAN YOUR FAMILY HOME)

NAME RELATIONSHIP

HOME PHONE # WORKPHONE # CELLPHONE #

'REQUEST FOR CONFIDENTIAL COMMUNICATION

AS MY DENTAL CARE PROVlDER, YOU MAY DO THE FOLLOWING WITH MY PERMISSION:
YES NO
Contact me athome | [
Contact me via cell phone | [
Contact meatwork | [
Contact me viae-mail | z
Leave messages on my home voicemail / answering machine |
Leave messages on my cell phone voicemail §
Leave messages on my work voicemail / answering machine [ |

R e T T e B o e
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COVERAGE
P !

[ YES -?"‘"‘fNOg

INSURANCE AND FINANCIAL INFORMATION

RSO |\ URANCE COMPANY NAME

PLEASE PRINT

INSURANCE ADDRESS INSURANCE PHONE

SUBSCRIBER’S NAME

PATIENT’S RELATIONSHIP TO SUBSCRIBER | SUBSCRIBER’S BIRTHDAY | SUBSCRIBER'SSSN /ID #

| SELF | SPOUSE |  DEPENDENT

GROUP / PROGRAM NUMBER

EMPLOYER (IF DIFFERENT FROM ABOVE) EMPLOYER’S ADDRESS

" B

SIS N DPLUR SR | \SURANCE COMPANY NAME INSURANCE ADDRESS INSURANCE PHONE
COVERAGE

SUBSCRIBER’S NAME

PATIENT’S RELATIONSHIP TO SUBSCRIBER | SUBSCRIBER’S BIRTHDAY | SUBSCRIBER'SSSN / ID #

[USELF [ SPOUSE |  DEPENDENT

GROUP / PROGRAM NUMBER

EMPLOYER (iF DIFFERENT FROM ABOVE) EMPLOYER’S ADDRESS

~ RELEASE INFORMATION

YOU MAY DISCUSS MY HEALTHCARE WITH
YES NO OTHERS (PLEASE PRINT)
Health Care Providers | 1
Insurance Companies | [] :
520 D

DO YOU PREFER A CONFIRMATION CALL

No, it is unnecessary | Yes, itis a helpful reminder

| ASSIGNMENT & RELEASE

| hereby authorize my insurance benefits to be paid directly to the dentists. | am financially responsible for any

balances due and auth

| consent to making of

used by the doctor if he so determines. In consideration of the services rendered to me by this dental office, | am
obligated to pay said office in accordance with its credit terms and policy.

by the doctor in scientific papers or demonstrations.

| certify that | have read or had read to me the contents of this form and do realize the risks and limitations involved.

orize the dentists to release any information for this claim. | authorize that my records can be

videotapes, photographs, and x-rays before, during, and after treatment, and to use the same

SIGNATURE - PATIENT / GUARDIAN DATE

WITNESS SIGNATURE
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DATE
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PATIENT NAME

MEDICAL HISTORY

Birth Date

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may

following questions.

have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the

Are you under a physician's care now? O Yes (O No

lave you ever been hospitalized or had a major operation?@ Yes O No
Have you ever had a serious head or neck injury? O Yes () No

Are you taking any medications, pills, or drugs? () Yes (O No

Do you take, or have you taken, Phen-Fen or Redux? () Yes () No

Have you ever taken Fosamax, Boniva, Actonel or any
other medications containing bisphosphonates?

O Yes O No

Are you on a special diet? () Yes (O No
Do you use tobacco? () Yes (O No
Do you use controlled substances? (O Yes (O No

If yes, please explain:

If yes, please explain:

If yes, please explain:

If yes, please explain:

-Women: Are you

Pregnant/Trying to get pregnant?O Yes O No

Taking oral contraceptives? () Yes O No

Nursing? () Yes (O No

- Are you allergic to any of the following?

] Aspirin [] Penicillin [ ] Codeine [] Local Anesthetics [] Acrylic [] Metal [] Latex [] Sulfa drugs
[j Other If yes, please explain:

~Do you have, or have you had, any of the following?

AIDS/HIV Positive (O Yes O No | Cortisone Medicine (O Yes O No | Hemophilia (O Yes O No | Radiation Treatments O Yes O No
Alzheimer's Disease (O Yes O No | Diabetes (O Yes O No | Hepatitis A O Yes O No | Recent Weight Loss O Yes O No
Anaphylaxis (O Yes O No | Drug Addiction (O Yes O No | HepatitisBor C (O Yes (O No | Renal Dialysis O Yes O No
Anemia (O Yes O No | Easily Winded (O Yes O No | Herpes (O Yes O No | Rheumatic Fever O Yes O No
Angina (O Yes O No | Emphysema (O Yes O No | High Blood Pressure (O Yes (O No | Rheumatism O ves O No
Arthritis/Gout (O Yes O No | Epilepsyor Seizures (O Yes (O No | High Chalesterol O Yes (O No | Scarlet Fever O Yes O No
Artificial Heart Valve (O Yes O No | Excessive Bleeding (O Yes (O No | Hives or Rash O Yes O No | Shingles O Yes O No
Artificial Joint (O Yes () No | Excessive Thirst (O Yes (O No | Hypoglycemia (O Yes (O No | Sickle Cell Disease O Yes O No
Asthma O Yes O No | Fainting Spells/Dizziness O Yes (O No | Irregular Heartbeat (O Yes (O No | Sinus Trouble QO Yes O No
Blood Disease (O Yes ) No | Frequent Cough (O Yes (O No | Kidney Problems (O Yes (O No | Spina Bifida O Yes O No
Blood Transfusion (O Yes O No | Frequent Diarrhea O Yes O No Leukemia O Yes O No Stomach/Intestinal Disease () Yes () No
Breathing Problem (O Yes () No | FrequentHeadaches (O Yes (O No | Liver Disease O Yes O No | Stroke O Yes O No
Bruise Easily (O Yes (O No | Genital Herpes (O Yes Q) No | LowBlood Pressure (O Yes (O No | Swelling of Limbs QO Yes O No
Cancer (O Yes O No | Glaucoma O Yes (O No | Lung Disease O Yes (O No | Thyroid Disease Q Yes () No
Chemotherapy (O Yes (O No | Hay Fever O Yes O No | Mitral Valve Prolapse O Yes (O No | Tonsilliis Q Yes (O No
Chest Pains (O Yes O No | Heart Attack/Failure (O Yes (O No | Osteoporosis O Yes O No | Tuberculosis Q) Yes (J No
Cold Sores/Fever Blisters () Yes () No | Heart Murmur (O Yes O No | PaininJawJoints (O Yes O No AL Briorowiis O 19’5 8 :0
Congenital Heart Disorder() Yes () No | Heart Pacemaker O Yes O No Parathyroid Disease () Yes (O No \L/J::neer:eal — 8 YZi O Ng
Convulsions (O Yes O No | Heart Trouble/Disease (O Yes (O No | Psychiatric Care O Yes O No Yellow Jaundice O Yes O No

Have you ever had any serious iliness not listed above? () Yes () No

Comments:

" To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be
dangerous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN

DATE

L




