
The bcncfih 0 I PI v, Icalthy mil ble! 
Our -oat is P ou rc ch and maintain m i moral hCilltl . 

fill out fbi'> form campi t Iy. 
e communicate, the better we can care fi r ou. 

ABOUT YO.U " .. 

Today's Date: E-mail Acldress: _ 

Name: __-:-=­ --="....­ -------, -------,,.---,-,_=_ 
lAST FIR51 MI IAAMiSMSOil 

I prefer to be called: _ Mole Female 

Birthdate: I I Age:__ 55 #: _ 

Home Address: ----,=-=~ 
AFT ..CONoca 

OTT 

L Single L Married 

Hm #: t-l 
WI< #: t-l 

WidowedDivorced 

Pager / Other #: 

Ext: DL #: 

._ Separated 

_ 

_ 

Employer: _ 

Employer's Address: 

How long there? Occupation: _ 

Where & when ore best times to reach you? _ 

Whom may we Thank for referring you? _ 

Other family members seen by us: _ 

Previous / Present Den~sl: _ 
l'Ieo1eOrde! 

Lost Visit Date: _ 

SPOUSE INFORMATION 

His / Her Nome: 

Employer: 

WI< #: t-l 
Birthdate: I I Driver's License #: 

Ext S5 #: 

_ 

_ 

_ 

_ 

Person Responsible for Account: _ 

WI< #: t-l Ext _ Hm #: l-l' _ 
Billing Address: _ 

Relo~on: S5 #: _ 

Employer: Ol#: _ 

-. --. 
. ' . INSURANCE COVERAGE 

~. _0 ..-,_,. L. _. r o" ~ _.,~ 

Primary 

Insurance Co. Nome: _ 

Insurance Co. Address: _ 

Insurance Co. Phone #: LJ _ 
Group # (Plan, Local or Policy #): _ 

Insured's Nome: Relation: _ 

Insured's Birthdate: _..I./_---L/_Insured's SS #: _ 

Insured's Employer: _ 

Secondary 

Insuronce Co. Nome: _ 

Insurance Co. Address: _ 

Insurance Co. Phone #: 1-J _ 
Group # IPlan, local or Policy #1: _ 

Insured's Nome: Rela~on: _ 

Insured's Birthdote: _--!/~--!./_ Insured's SS #: _ 

Insured's Employer: _ 

In the event of an emergency, is there someone 

who lives near you that we should contact? 

His / Her Nome: Relation: _ 

Wk#:!-J Hm #: (~, _ 

MEDICAL HISTORY 

Do you have a personal physician? Yes eNo 

Physician's Nome: _ 

Phone #: !-J Dote of lost visit _ 

CO TINUED ON BACK
 



---------------

Your current physical health is: Good Fair Poor 
Are you currently under the care 01 0 physician? Yes No 
Please expain: _ 

Are you taking any prescrip~on / over-the-coun r drugs? Yes _. No 
Please list each one: 
Do you smoke or use tobacco in any other lorm? Yes 
No 
Have you ever token Phen-Fen? (Abo known as Redux or P m) Yes No 

For Women: No 

Are you pregnanl? Yes No W #: _ 

Are you nursing? Yes No 

Have you ever had any of the following diseases or medical problems?' 
Y N Abnormal Bleeding 
Y N Alcohol! Drug Abuse 
Y N Anemia 
Y N Arthritis 
Y N ArtiFitiaJ Bones / Jaints ! Valves 
Y N Asthma 
Y N Blood Transfusion 
Y N Cancer /Chematherapy 
Y N Colitis 
Y N Congenital Heart Defect 
Y N Diabe s 
Y N Difficulty Breathing 
Y N Emphysema 
Y N Epilepsy 
Y N Fainting Spells 
Y N Frequent Headoches 
Y N Glaucomo 
Y N Hoy Fever 
Y N Heart A"ack 
Y N Heart Murmur 
Y N Heart Surgery 
Y N Hemophilia 

Y N Hepatitis 
Y N Herpes! Fever Blisters 
Y N High Blood Pressure 
Y N HIV+! AIDS 
Y N Hospitalized for Any Reason 
Y N Kidney Problems 
Y N liver Disease 
Y N Low Blood Pressure 
Y N Mitrol Valve Prolapse 
Y N Pacemaker 
Y N Psychiatric Problems 
Y N Radiation Treatment 
Y N Rheumatic! Searlet Fever 
Y N Seizures 
Y N Shingles 
Y N Sickle Cell Disease! Traits 
Y N Sinus Prob ems 
Y N Stroke 
Y N Thyroid Problems 
Y N Tuberculosis fTBl 
Y N Ulcers 
Y N Venereal Disease 

Please list any serious medical condi~on(sl that you have ever had: 

Are you allergic to any of the following? 

Y N Aspirin Y N Erythromycin Y N Metels 
Y N Codeine Y N Jewelry Y N Penicillin 
Y N Denial Anesthetics Y N Lotex Y N Tetrocycl ine 

Please list any other drugs/materials that you are allergic to: _ 

Why have you come to the den~st today? 

Do you require an~biolia before dentalrreatment? 

Are you currently in pain? 

H you ev r had a serious / diffi It pro em associated 
. any previous d tal werle? 

Do you now or have you ever experienced poin / 
disco fort in y ur jaw joint fTMJ / TMDI? 

DNa 

DNa 

..JYes oNo 

r;Yes No 

Your current dental health is: - Good Fair Poor 

Do you like your smile? Yes DNo 

Would you like whiter teeth? ..., Yes ~ No Fresher breath? ..J Yes [J No 

00 your gums ever bleed? JYes UNo 

How many times a week do you Ross? a day do you brush? ___ 

Type 01 brisrles? Soft Medium L:i Hard 

I understand that the information that I have given today' is 
correct to the best of my knowledge. I also understand that 
this information will be held in the strictest confidence and it 
is my responsibility to inform this office of any changes in my 
medical status. I authorize the dental staff to perform any nec· 
essary dental services that I may need during diagnOSIs and 
treatment with my informed consent. 

Signature Date 

If this office (l(cepts insurance, I understand thai I om responsible for payment of services 
rendered and also re$ponsible for paying any co-payment ond deduclible$ that my in$ur­
once does not cover. 

Signoture Date 

Our office is committed ta meeting or exceeding the standards 
of infedio control mandated by OSHA, the CDC and the ADA, 

OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY' OFFICE USE ONLY OFFICE USE ONLY 

I verbally reviewed the medical/dental information above with the patient named herein Initials' Date' 

Doctor's Comments: 

1. Date: 

2, Dote: 

3. Dote: 

FORM #82SA 

Comments: 

Comments: 

Comments: 

TRANQUILITY 

M I L HISlO Y 

- ­

PD IE 

ignatu : 

S·gnalure: 

Signature: 

© 2002 INFORMS, INC. 1·800-722·4884 


