DENTAL HISTORY

[0 Bad breath {0 Grinding teeth O Sensitivity to hot

[ Bleeding gums : [0 Loose teeth or broken fillings [ Sensitivity to sweets

[ Clicking or popping jaw [ Periodontal treatment [ Sensitivity when biting

[ Food collection between teeth [ Sensitivity to cold [ Sores or growths in your mouth

How often do you floss? How often do you brush? %
rd o ' i A

Reason for Today’s Visit

Former Dentist
Address
Date of last dental care Date of last dental X-rays
Check [/] if you have had problems with any of the-following:

Physician’s Name ‘ Date of Last Visit

Have you had any serious illnesses or operations? OVYes [INo IfYes, describe

Have you ever had a tlood transfusion:? [1Yes [INec I Yes, give approximate dates
(Women) Are you pregnant? [JYss No  Nursing? [ Yes {INo  Taking birth control pills? [0 Yes [JNo

Check [/ if you have or have had any o the fcliowing:

O AIDS [J Cortisone Treatmenis [ Hepatitis [J Rheumatic Fever
[J Anemia [J Cough, Persisten: [ High Blood Pressure [ Scarlet Fever

[ Arthritis, Rheumatism {0 Cough up Blood ] HiV Posiiive [ Shoriness of Breath
[ Artificial Heart Vaives T Diabetes 1 Jaw Pain [J Skin Rash

[ Artificial Joints (] Kidney Disease [ Stroke

[J Asthma O Fai ] Liver Disease [J Sweliing of Feet or Anides
{1 Back Probiems aa {0 Mitrat Valve Prolapse [J Thyroid Problems
{] Blood Disease OH [} Nervous Problems [] Tobacco Habit

[ Cancer OH nur 3 Pacemaker {J Tonsillitis

{1 Chemical Dependency [1H roblems 3 Psychiatric Care (J Tuberculosis

[0 Chemotherapy Describe [J Radiation Treatment (1 Ulcer

[ Circulatory Problerns [J Hemophilia . {1 Respiratory Disease {0 Venereal Disease

MEDICATIONS i ALLERGIES
List Medications you are curreniy taking:

\. : : : #

| authorize my insurance company tc pay 1o the dentist or dental group all insurance benefits otherwise payable to W
me for services rendered. | authorize the use of this signature on ali insurance submissions.

| authorize the dentist to release all information necessary to secure the payment of benefits.
| understand that | am financially responsible for ali charges whether or not paid by insurance.

Signature Date

Payment is due in fuli at time of treatment unless prior arrangements have been approved. )
" - — —

i
Unless prior arrangements have been made, payment for treatment rendered is due at the time of your appointment.
For patients with insurance, payment oi deductibles and/or co-paymenis must be made at the time of your appointment.
EINANCE CHARGE. If | do not pay the entire New Balance within 30 days of the monthly billing date, a FINANCE CHARGE
will be added to the account for the current monthiy billing pariod. The FINANCE CHARGE will be a periodic rate of
1.5% per month for a minimum charge of $2.00 for a balance under $134.00, which is an ANNUAL PERCENTAGE RATE
of 18% applied to the last month's balance. In ihe case of default of payment | promise to pay any legal interest on the
balance due, together with any collection costs and reasonable atiorney fees incurred to effect collection on this account.

Signature of Responsibie Party Date

] Adult Patient ] Father {or Husband) {1 Mother {or Wife) {J Guardian )



