
'We are pleasecl to u,,elcome ),ou to our pructice. Plcasc take a 1-eu, minutes to fill out this lirrm as completel.\ as )'otl can.

Patient Information

Name Soc. Sec. #
Iast Name Fit'st Name

Address

CiN State _ Zip

Email

IIome Phone

Ce11 Phone

Sex OM OF Age Bilthdrte tr Single Ll Married I \Vidoletl ! Separ:ated tr Divorced

I'atient Emplorcd br, 0ccuplition

Ilnsiness Address IJusincss Phone

Business Erndl

\\hom urar \\'e thank for rcfclling r,ou?

,r-otifu iu case of cntclgencv

(bll Phonr:

Horne Phone

Busiuess Phone

Email

Primary Insurance

Person Responsiblc for Account

Relation io P':rtient

Last,\ame

Birthdatc

First Name

Soc. Sec. #

Addless (if dillelert fronr patient) llome Phone

CJt,V State _ Zip

Cell Phone Hrnail

Person llcsponsible Implored bl

[]usiness Address

0ccnpatron

Business Phone

Business Ilnrail

Insurance Companv

lnsurance lrnuil

l'honc

Contrrct # Cloup # Subscriher #

Name ol othel dependents undcr this plan

Additional Insurance

Is paticnt coleled br. uiklitionlLl insnrance!' OYes trNo

SLrbscribcl Nante Relrtior t0 l'xtient---l]ilthdrtc
,\ddress(ifdlftercntfrrlrrrpxtic11t)Soc.Sec,#
Citl'- Stxte Lip IIonre Phone

(1e1l Phone Email

Subscriber Hmpkrved br Business Phone

Business Emdl

Insur2lnce (ixnpanr

hrsulance Ilmail

Phonc

C(xltract #

\enre of othcr dcpcltlcnts

Please

both sidcs.

Group # Subscriher'#

Lirilt



Dental History

_\-ou us to do toda\'?. Are rlLr iu dental discomfort todt?

Dentist

Dentisls lmail

\dih'ess

Phone

I)ate of iast dentll care

Check ( / ) 1es or no if rou lttt'e hatl problerrs u'ith anl of thc lirllouirg:

Date of iast x-rays

trYlNBadbreath
trY ENBleedinggums

fl \- J N l'ood colhctiou betu'een teetir

Ll Y -l N Grinding cr clenching teeth

I )' tr N Periodoltal tlcttment

I Y tr N Seilsiti\,it\ ttl cold

l\'trNSensitiviNtuhot

tr Y tr N SensitiYity to sweets

El Y f, \ Sensitivity uhen biting

tr Y tr N Sores or growths in mouthJ \ tr r\ CLlcking or popping iari. ! l' -l \ l,otise teetlt rir brokeit tiLLings

How often do tou brush?

IIol do ron teel about thr appelrance olvonr ttcth?

0thel'intbnration rbout vour dentll hc'.rlth ol previous trelttrueltt

Medical History

Phr,sician s name Phone

Date of last Yisit

If yes, describe

Ilave you had any serious illnesses or operations? tr Y O N

Floss?

,\re lou cul'entlr under phvsrclan care? I \- E N

llai'e r,ou erel hrd n blrod tlmsfusioni' I \- I \
If yes, describe

lf vcs. givc xppro\jnrate dttes

HaveyouevertakenFen-PheniRedu,r? QY trN
Have you ever used a bisphosphonate medication? Brand names include Fosamar, Actonel, Atelvia, Didronel and Boniva. tr Y Q N

Women:Areyoupregnant? tlY trN Nursing? trY trN Takingbirthcontrolpills? trY trN
Check ( / ) yes or no whether you have had any of the following:

trY trN AIDS/HIVPositive

DY DN Anaphvlnxrs

trY trN Anemia

tr Y trN Afihritis, Rheumatism

tr \ tr l\ Arifici:d heart ralres

OY trN Arlificialjoints

trY flN Asthma

trY l\ Ileckproblems

-lY J\ Blooddisc',rst:

-.1 1' -l \ Canct'r'

f Y l\ Chcnrjcddependeno'

lY f\ Chenurtherepv

I Y f, \ (lircuhkrn'ploblems

J \ J\ (i)r'li)urlrtr(iltlu(Llt5

flY trN Cough,persistent

trY trN Coughupblood

trY trN Diabetes

trY trN Epilepsy

trY ON Fainting

trY nN !'oodallergies

trY trN Glaucoma

trY trN Jarvpain
DY trN Kidneydiseaseor

malfunction

trY trN Liverdisease

D Y trN Materialallergies
(latex, wool, metal,
chemicals)

tr Y trN Mitralvalveprolapse

trY BN Neivousproblems

UY trN Pacemaker/
Heart surgery

trY DN Psychiatriccare

tr Y tr N Rapidweightgainorloss

trY trN Radiationtrextment

flY trN Respiratorydisease

Q Y DN Rheumatic/Scarletfever

Shingles

Shofiness of breath

Skin rash

Spina Bfida

Stroke

Surgical implant

Swelling o{ feet
or ankles

Thlroid disease or
malfunction

Tobacco habit

Tonsillitis

Itrberculosis

Ulcer/Colitis

Venereal disease

trY trN
trY trN
trY trN
trY trN
trY trN
trY QN
trY trN

trY DN

trY trN
trY trN
trY trN
trY fIN
trY trN

D\ l\ \tr4ric(allergpronc) nl lN Ileadachcs

trY lN Heartmurmur

U Y .l N Heart problcms
Dcscribe

trY trN Hemophilia./
Abnormal bleeding

trY trN Herpes

trY BN Hepatitis

tr Y trN Highbloodpressure

Is petient culrentlv takng mv urcdicltionsi'Ilves. list'.r11: Does patient have drug allergies? If yes, List 'a1l:

Authorization

I have reviewed the information on this questionnaire, and it is accuratc to the best of my knowledge. I understand that this information will be used by the dentist

to help determine appropriate and healthful dental treatment. Ifthere is any change in my medical stafus, I will inform the dentist.

I authorize the insurance company indicated on this form to pay t0 the dentist all insurance benefits othelwise payable to me for services rendered.

I authorize the use of this signature on all insurance submissions.

u,hether ol not prkl hl insur'.tncc.

Signlture

Par.nrent is due in ftI1l xt tinc of trcahlcnt, unless pltor trl'etrgemcnts hltve been approved.

OSm'rlPrxcticeo. Al1 dghts resetred.

Date

II1,11.j999


	WELCOME FORM -2
	WELCOME FORM -1

