
Please take a few minutes to answer the following
 
questions so we can better assist you with your dental needs.
 

PATIENTINFORMATION 
Date _ Soc. Sec. # _ Birthdate _ 

Name _ 
Last Name First Name Initial 

Address Home Phone _ 

City State Zip _ 

Sex: 0 M 0 F 0 Minor 0 Single 0 Married 0 LongTerm Partner 0 Divorced 0 Widowed 0 Separated 

Employer _ Business Phone _ 

BusinessAddress Occupation _ 

Whoshouldwe thankfor referringyou? _ 

Incase ofemergency, whoshouldwe contact? Phone;;;;;;;;;;;;;;;;::=======-__ 
,J.~ -,"'-~ '. ~> 

~ ~ 1 , PRIMARY DENTAL INSURANCE 

Last Name Initial 

City State Zip _ 

Responsible Party Employed By Business Phone _ 

Business Address Occupation _ 

Insurance Company _ 

Insurance CompanyAddress _ 

Subscriber 1.0. # Group #;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;::= ::::= =-__ 

ADDITIONAL IN URANCE 
Insured Name _ 

La. t Name Firat Name Initial 

RelationshiptoPatient Birthdate Soc. Sec. # _ 

Address Home Phone _ 

City State Zip _ 

Insured Employed By Business Phone _ 

Insurance Company _ 

Insurance Company Address _ 

__________________ Group# _ 

Please complete reverseside 
Form #4065 (1299) 



DENTAL HIS;..::.T .=.O~RY=--- ..;;;;; 
. Fonner Dentist _ Date ofLast X-Rays _ 

City, State _ How Often Do You Floss? _ 
Date ofLast Dental Visit _ How Often Do YouBrush?-----------­
Please check all that apply: 
Bad Breath 0 Loose Teeth or Broken Fillings O Sensitivity toSweets 0 
Bleeding Gums 0 Orthodontic Treatment 0 Sensitivity When Biting 0 
Blisters on Lips orMouth 0 Pain Around Ear 0 Frequent Headaches 0 
Finger Nail Biting 0 Periodontal Treatment 0 Jaw, Heador Neck Injuries 0 
Grinding Teeth 0 Sensitivity toCold , 0 JawDifficulty: Clickingand/or Pain.D 
Lip or Cheek Biting 0 Sensitivity to Heat 0 Tooth Pain 0 

MEDICALHIST..............�ORY� _ 

Yes 
1. Are you currently under medical treatment? 0� No 
2. Have you ever hadany serious illnesses� D 

oroperations? 0 o o 
o

3. Are you currently taking anymedication? 0 o o 
Please describe: _� o 

o 
D 

4. Do you smoke?� 0 D o 
5.� Do you usealcohol? 0 o 

o6. Do you usecocaine orotherdrugs? 0 o o 
7. Do you wear contact lenses? 0 o o 
Please check allthat apply: 
AIDS 0 Emphysema 0 Pacemaker 0 
Anemia 0 Epilepsy 0 Psychiatric Care 0 
Arthritis, Rheumatism 0 Fainting or Dizziness 0 Radiation Treatment... 0 
Artificial Heart Valves 0 Glaucoma 0 Respiratory Disease 0 
Artificial Joints 0 Headaches 0 Rheumatic Fever 0 
Asthma D Heart Murmur D ScarletFever D 
Back Problems D Heart Problems D Shortness ofBreath D 
Bleeding abnormally, Hepatitis-Type__ 0 Sinus Trouble.................................... 0 
with extractions orsurgery 0 Herpes 0 Skin Rash 0 
Blood Disease 0 High Blood Pressure 0 Stroke 0 
Cancer 0 HIV Positive 0 Swelling ofFeet/Ankles.................... 0 
Chemical Dependency 0 Jaundice D Swollen NeckGlands........................ 0 
Chemotherapy D JawPain D Thyroid Problems............................. D 
Chronic Fatigue Syndrome 0 Latex Sensitivity 0 Tonsillitis 0 
Circulatory Problems 0 Kidney Disease 0 Tuberculosis...................................... 0 
Congenital Heart Lesions 0 Liver Disease.................................... 0 Tumor orgrowth onhea<Vneck. 0 
Cortisone Treatments 0 Low Blood Pressure 0 Ulcer 0 
Cough - persistent orbloody 0 Mitral Valve Prolapse 0 Venereal Disease 0 
Diabetes D Nervous Problems D 

~:-:-~ - -� -:\~"-

=LEA	 f;;;~7ASSIGNMENTAND...RE ~S-=E _ -e-� ~:., 

I hereby authorize payment directly to for all insurance benefits otherwise payable tome for� 
services rendered. I understand that I amfinancially responsible forallcharges, whether or not paid by insurance, and for allservices� 
rendered on my behalf or my dependents.� 
I authorize the above doctor and/or anyprovider or supplier ofservices in this office to release the information required tosecure the� 
payment ofbenefits. I authorize the use ofthis signature onall insurance submissions.� 
Signature ofResponsible Party Date� 




