


Reason for today’s Visit

Fo「mer Dentist

Address

Date o=ast dental care

Date o=ast dentaI X-rayS

Check ( / ) if you have had prob-ems with any of the fol看owing:

□ Bad breath

□ Bieeding gums

□ CIicking or popping jaw

□ Food co=ection between teeth

How o軸en do you floss?

□ Grinding teeth

□ Loose teeth or broken fiIlings

□ PeriodontaI t「eatment

□ Sensitivity to coid

PhysICian’s Name

How often do you brush?

Date of Last Visit

□ Sensitivity to hot

□ Sensitivity to sweets

□ Sensitivity when biting

□ Sores or growths in your mouth

Have you ever taken any of the group of drugs coIIectiveiy refe「「ed to as “fen-Phen?” These include combinations of lonimin, Adipex, Fastin (brand

names of phentermine), Pondim-n (fenfiuram-ne) and Redux (dexfenfluramine〉, □ Yes　□ No

Have you had any serious i=nesses oroperations? □ Yes　□ No Ifyes, describe

Haveyou everhad abloodtransfusion? □Yes　□ No

(Women)Areyoupregnant? □l七s　□No

Check ( / ) if you have or have had any o=he foilowing:

□ Anemia

□ Arthritis, Rheumatism

□ A面ficial Heaれ¥faIves

□ A珊icial Joints

□ Asthma

□ Back Probiems

□ Biood Disease

□ Cance「

□ Chemicai Dependency

□ Chemotherapy

□ CircuIatory ProbIems

If yes, glVe aPPrOXimate dates

Nursing? □Yes　□No

□ Co面SOne Treatments

□ Cough, Persistent

□ Cough up BIood

□ Diabetes

□ Epilepsy

□ Fainting

□ GIaucoma

□ Headaches

□ Hea巾Murmur

□ Heart ProbIems

□ Hemoph=ia

MEDICA丁IONS

List medications you are cur「entIy taking:

l ce珊y that i, and/or my dependent(S), have insurance coverage with

“faking birthcontroI p川s? □Yes　□ No

□ Hepatitis

□ High BIood Pressure

□ HlV/AIDS

□ Jaw Pain

□ Kidney Disease

□ Liver Disease

□ Mit「ai Vave Prolapse

□ Pacemaker

□ Radiation Treatment

□ Respiratory Disease

□ Rheumatic Fever

□ Scariet Feve「

□ Shortness of Breath

□ Skin Pash

□ St「oke

□ Swe=ing of Feet orAnkles

□丁hyroid ProbIems

□丁bbacco Habit

□ lbns冊tis

□ Tuberculosis

□ Uice「

□ VenereaI Disease

ALLERGiES

Name of Insurance Company(ies)
and assign directly to

a旧nsurance benefits, if any, Otherwise payable to me for services rendered. l understand

that l am financia叫y responsible for aII charges whether or not paid by insurance・ l authorize the use of my sIgna山re oIl a旧nsurance submissions,

丁he above-named dentist may use my heaIth care information and may disc-ose such information to the above葛named lnsurance Compary(ies) and

their agents for the purpose of obtainlng Payment for services and determin-ng -nSuranCe benefits or the benefits payable for related servICeS, This

COnSent Will end when my cur「en=reatment pian is comp-eted or one year from the date s-gned be-ow"

Signatu「e of Patient, Parent, Guardian or PersonaI Representative

Piease print name of Patient, Parent, Guardian or Personal Representative ReIationship to Patient

申yment is d山e m血〃 at軸Ie Of froafment mfess p〃Or a仰ngemen書S have been approvedL
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