Patiant | Dalse Witlness

— - - Medical Information——mn-————— e
1. Are you having pairi prdiscomiont al this timB7 .ceeeriieecierereenenne e rerernenens erens treenerarereavananrarareans reesverrenanne restrrresssesaraneerateasancevesnnennenses T oy INDO
2. Have you baan a patient in the haspitél during the past two y8ars? ... crestererernesaenerras b errsenmsteriarir e aranrnraaans YES NO
3. Have you beaen under the care of a medical doctor during the past two years? ........ e v an s eeenmmne tererimnsesaca s neaenasnan s .-YES NO
Physician's Nams __PhoneNo. __ L
Address - - e e e e e e ——
4. Have you iaken any madicalion or drugs Quring the Past WO YEaIS 7 . et eeeceee e e rm e e e eas s s e raansinensnan e veannaateitsennseannnsen s YES NO
5. Are you now taking any medication or drugs? ............ eerennan e e h et eea et erieen et eaeeseat e ne aaeaa e n e tan et nnenrensnnnneerrn eremns reeexararaaeanas YES NO
if ves, please list; ____________,,____1__ e - |
5. Ara you ssensilive or allargic to any medication or anesthelics? ... i en b a i aeene s e aan e e s oo eeeevneaenenn. eereaerereeeiaesennn e ns YES NO |
If yes, please list: - e e e R |
7. indicate which of the following you have had or have al present. Circle "yes or "'ng"” 10 each ilem. '
| Haart Failure ..oovocrevnacenienee e YES NO Artiticial Joints (hip, knee, elC.).......YES NGO  Hepalilis B {serum).._..... rermmaaneeres YES NO |
Heant Disease or Allack ............ .. YES NO Kidriey Trouble ... YES NO Vanesreal Disease ......con.n...... . YES NO
Angina Pectoris .....ccccovveecveeee. YES  NO UICEIS oo cereens YES NO  AIDS. e, crerireieeneee. YES NO
Congenital Heart Disease .............. YES NO Diabetes........... e e s YES NO  HIV. Posiive coeeeeeeve YES. NO
Haart Murmur .o s YES NO Thyroid Problems ... NSO YES NO Cold Soras/fFever Blisters ........... YES NO |
High Biood Pressure ...........i........... YES NO  Glaucoma ... . YES . NO O Blood Transfusion ... YES NO
t ArleriosSclerosis e YES NO cancer ......... eame e YES NO Hemophilia ..o, e YES NO |
| Mitral Valve Prolapse ..ooooeeeveeeaee. YES NO EmMphysema ... YES NO ANBmia ....ocoeeeennn... e r——————— YES NO
’ Arificial Heart Valve ...oooveeeeeee YES NO  ChronicCough..oovcovcvceiviveceeee.... YES - NO Sickle Celil Disease ..................... YES NO
Hearl Pacemaker ......ccoceeeeeireinenee. YES NO TuberCUlOSIS .o YES NO - BruiseEasily ...ccoccvvveveveee . . YES NO
Heam SUTgerY .o e - YES NO ASIMA e YES NO Liver DISease .....ooooovvveeeenieann. . YES NO
| Rheumatic Fever......ooceoveeeeveernnnnns YES NO Hay FaVET . N YES NO  Yeliow Jaundice .......... IO YES NO
] Arthritis .......... crrevevaennanr i, YES NO  AllergiesorHives ... YES NO  Epilepsy or Seizures ............. - YES NO ¢
Eiheumaﬁsm reeveeereaiensersennnes rreceannes . YES NQO Sinus Troubl® .o YES NG Fainting or Dizzy Spells .............. YES NO j
| Contisone MegGIiCINg ...ccovvviveeeenivinnnen. YES NO Radialion Therapy .cvevvveneevnnens YES NO Nervousness ............ccceevveeeeeean. YES NO |
Drug Addiction .....c.cooveieniciine. YES NOQO  ChemotheraDy ... YES NO  TUMOIS .ot YES NO |
Stmke YES NQO Hepatitis A (infectious) ......... e enanan YES NO Developmentally Disabled ........... YES NO |
| 8. When you walk up stairs or fake a walk, do you aver have {0 stop because of pain in your chest, | |
| | shoriness of brealh, or because you are very tired? ... e reeeeeaemiaraneanrnanens e reenanna e vaeameran cerarriravatecaeraserens avsnnean YES NO
| 9. Do yourankles sweli during the day? ...............ccoeueee.s rererre s e s et ety e s Cemreeeernere e YES NO
| 10. Do vou use more than two pillows 10 sleep? ................ v remavannaernaenesaa- et aans aeraereanns e eaeeren e iamananraes vaeneaearannns e ror e nanns YES NO
| 11. Have you lost or gained more than 10 pounds in the past year? ... arerieeratarasaasesnaets e ee e erreenas rereeereaeeas eetrnreeresnrinnneneenes YES NO
12. Do you ever wake up from sleep and feel short of breath? ... e an s R et r e te et ettt et se b e et e e neeeenen. YES NO .J'
| 13. Areyouon aspecial diel? e b e e aee e aman e eatatA et ea e e e ae e e mn et s e e an et —amaeneananerannan rereanacrerrannns YES NO
14, Do you have or have you had any disease, condition, or problem not iSt8A7 ... ermrsrrireneeanneeennne. YES NO
if yas, please list: — _ - : SO |
FOR WOMEN ONLY: |
| Are you pregnant? 1 Yes, what month? O No  Are you nursing? U Yes J No  Are you taking birth controt pilis? _1 Yes A No
| understand the above information is necessary (o provide me with dental care in a sale and efficieni manner. | have answered all Questions truthiully |
- and the the best of my knowledge.
?Pmi&'m% Signature — _ - - S Date - — NS
C@ﬂﬁﬂﬂ‘*

1. The undersignad hereby authorizes doctor to take x-rays, study medels, photographs, or any other diagnostic aids deemed appropriate by dmtm {0

make a ihorough diagnosis of the paliant's denial negds.
2. | alse authorize docior io perform all recommended reatment mulually agreed upon by me and 16 use the appropriate madicalion and therapy

indicated for such {reaiment in connaction with (nama of patient) e Vunderstang that using anesthelic

agents embodies a cartain risk. Futhermore, | authorize and consant that doctor choose and empiw such assisiance as desmad it o provide

recommended ireatment.
3. tundersiand that all responsibility for paymem for denial services provided in this office for myself or my dependants is ming, dus and payable
 al the fime services are rendered unless othar arrangemesnts have been made. in the even! payments are not received by the agreed upon
dales, | undarsiang ihat a2 1 - 1/2% finance charge (18% ArR) may be auded o my account. :
4. Lasty, | understand that where appropriale, cradit bureau raports may be obtained.

Parent or. Responsible Party Relationship to Patient




We are complimented that you have selected us 1o provide dental cara for you and your family.
——— patient information e

Daie

Last First Biiichia

Strast City State  Lip
Birthdate _ e OOCH1E SeCUTIlY #

Home Phone

| If patient is a minor, give parent's or guardian'sname I e h

Whom may we thank for referring you to our office? ____

| Name of nearest relative not livingwithyou____ L

— i

- Complete Address Phone

' Name____ 00 R
f‘- Last

— e — ———— -:- e e L L L 3:.
kMiddle Maritiat Status ;'

“f-'_i;'st

| Residence

Street ! City State 2ip

Mailing Address______ - _

] e e e et me e A Ao e e o
Sireat City State Zip ;

| Howlongatthisaddress__________ Home Phone . _____ Work Phone

A P L, e L S ey Aol e, e e A

Speg: City State ' Zip

Previous Address {if less than 3 yrs)

| SocialSecurity#_______ Bithdate________________ Relationship to Patient e B

!
| ' .

Empioyer____ —_—_____ Occupation — e No. Years Empioyed

Spouse’'sName ____ : e Relationship to Patient .
| Last First Midgdle .
| Employer________  Oceupation______________ No Years Employed

| Saciai Security # Bithdate____ _ ______________WorkPhone___ '
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| Insured'sName_________ _ - -~ insuredsSoc Sec ¥ ___

. InsuranceCompany____ e —— e Group No.

,-. insurance Co. Address — e R I o1 -

| “Is policy connected with your union? Yes_ 'No NameofUnion________ _ Local No

It ves: Please compiets the following secondary insurance information.

; Do you have dual coverage? Yes NO

| Insured’'s Name ) i insured's Soc. Sec. #

P insurance Co. — _ _ . _ _ Group No Lﬁ’:f&.l No. —

\ InsuranceCo. Address ______ .o . e, Ph. =

 Insured's Employer _______ e PR # -~ -

| Do your gums bleed when you brush? Yes . MO ~

Mo Sweaets Yes NO _

Are your teeth sensitive {0 heat or coid? Yes ___ No__ Pressure Yes

B you grind or clench your teeth? | Yes . NO

Do vou have any fear of dental work? Yes No
What was done at that time?

- Date of last dental ﬁxammatmn e

| ngwquid you déscribe your current dental problem?

How do you feel about the appearance of your teeth?

Piease complels back page




