The benefits of a happy, healthy
smile are immeasurable! Qur goal is to

help you reach and maintain maximum

1
form completely. The betier we com- '|
municate, the better we can care for you. |

|

|
|

- CONTINUED ON BACK |

Evmail Address: Dental Coverage: O Yes O No
P = — T e Insurance Co. Name:
I prefer to be called: OMde 0O Female Insurance Co. Address:
Birthdate:  /  / Age: S5 #: Insurance Co. Phone #: ( )
Home Address: Group # (Plan, Local or Policy #):
AFT/CONDO & ;
Insured’s Name: Relation:
cmy * STATE w
OSingle O Marred O Divorced O Widowed O Separated Insured's Birthdete: __ / /  Insured's ID #:
Hmé: () Pager / Cell #: Insured's Employer: "
Wh#: ) Ext: _ DL# Secondary
Employer: Dental Coverage: O Yes O o
Employer's Address:
Insurance Co, Name:
How long there? Occupation: : -
Where & when are best times to reach you? SRRSO
Whom may we Thank for referring you? Insurance Co. Phone & ; )
Other family members seen by us: Croup # (Plan, Local or Policy #}:
Previaus / Present Dentist: nsred'sName: ____Relafion:
Peas Ceciel
/—f\ Insured's Employer:
7E ) TR T A TR N (S R PR T .
<A AT S RIS | [
> {\ e - In the event of an emergency, is there someone
His / Her Name: who lives near you that we should contact?
Employer: B His / Her Name: Relulion:
Wit B S5#: o W) . Mk )
Birthdate: __/ /  Driver's License #: .
( - . tOr g > A 4 r
Person Responsible for Account: W B’EDICAL HISTORY AT
Wl ) Bt Hm# ) il Do you have a personal physician? OYes ONo |
Physician's Name:
Billing Address: Phone # | ) Date of last visit:
Relafion: S5 #: Are you currently under the care of a physician? OYes ONo
A NN NN NN NN R :
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s Bismomy ™

T A 4 % 1§ -}_"»Is‘.l.r oy
H | e .
Are you faking any prescription/

over-the-counter or herbal supplement drugs? OYes ONo
Please list each one:

. ——

Why iwve you come fo the denfist foday?

Do you require anibiotics before dental freatment? DOres ONo
Are you currenily in pain? (J Yes O No Do your gums ever bleed? [ Yes OJ No

Have you ever had a serious / difficult problem associated

Hove you ever taken Fosamax, or any other bisphosphonate? C1Yes [ 1o

Have you ever laken Phenfen? DYes ONo with any previous dental worl? OYes LINo
For Women: Are you using a prescribed method of birth conlral? OYes ONo Do you now or have you ever experienced pain /
Areyoupregnant?  OlYes [Iio Week #: et L W =i Sl

Your current dental health is: 0 Goed O Foir O Pecr

Are you nursing? Oves O
W\"W/W\/\/\/\/\AN\_,\W,J Do you like your smile? OYes ONo

rﬂcve you ever had any of the following diseases or medical - ie?ﬂ Would you like whiter teeth? (JYes (o Fresher breath? [ Yes O No

Y N Abnormal Bleeding ¥ N Hepatitis How many times a week do you floss? adoydoyoubrush?
Y M Alechol / Drug Abuse Y- W Herpes / Fever Blisters , "
v N Anemia Y N High Blood Pressure Typeof bristles? OJsch [ Medium O Hard

N Arthritis
N Artificial Bones / Joints / Valves
I Asthma

N HIV* / AIDS Do you smoke or use fobacca in any other form? OVYes ONo
N Hospitalized for Any Reason
N Kidney Problems

I¥ Blood Transfusion I Liver Disease A\ ,

:" Cﬂll}c_er/Chethherapy M Low Blood Pressure 4 0
,‘j E;’;;;i,ﬂ, Hearl Defect "i 2?:11'1:;:32 Fislepas % understand that the information that | have
I\ Diabetes N Prychiairic Problams given today is correct fo the best of my
N Difficulty Breathing N Rodiios Trecknmd knowledge. | also understand that this information
N Emphysema N Rheumatic / Scarlef Fever will be held in the strictest confidence and it is my
N Epilepsy Seizures responsibility fo inform this office of any changes in my

N Shingles . : b 4
N ekl CollDisease / T medical sfatus. | authorize the dentol staff to perform ony

H S Problars necessary denial services that | may need during diagnosis
N Stroke and freatmeni with my informed consent.

N Thyroid Problems _
N Tuberculosis (TB) Signature

N Fainting Spells

N Frequent Headaches
M Glaucoma

N Hay Fever

N Heart Attack

N Heart Murmur

I\ Heart Surgery N Uleers

N Hemophilia M Venereol Disease

Please list ony serious medical condition[) thal you have ever had:
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fire you cflergic fo any of the following? V| p lihis office occepts insurance, | understand th«?t I am (esennsible for
. , ‘D payment of services rendered and also responsible for poying any co-
N é:ﬂ'"ﬂ v :‘l JE"Y";{;'“Y"" : ::Il lre'Fl';l' payment and deductibles that my insurance does not cover.
N Codeine Y N Jew enicillin

N Dental Anesthefics Y N Llofex Y N Tetracycline Signatars Date
iease list any other drugs/materials that you are allergic fo: " Our office 55 HIPAA Compliant and tommitied Yo meeling or exceeding Ihe

{ standards uiinfe:ﬁnnzoﬁﬁn‘lmnnduled]:y QSHQ,‘IBP.CDC ond the ADA. .. |§
‘ --'e‘-.-.‘..-......-....v
/OFEICE USE ONIY OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY OFFI

Date:

< =< =<

| verbally reviewed the medical / dental information above with the patient named herein. Initials:

Doctor’s Comments:

MEDICAL HISTORY UPDATE
1. Date: . Comments: _ . Signalure: _
2, Date: Comments: P Signaturé: it
3. Date: _ Commen_is: = S Slgnufure 25 ETR g, 3
1-800-722-4884

CLASSIC WELCOME FORM #DDS:2A2 www.informsonline.com ‘ @ 2009 E‘lf qr ms
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We_would like to welcome you and your child to our office, Our goal is to make every child’s
visit pleasant and educ_ational Our practice is based on preventive care. We strive to teach
good oral care that will enable your child to have a beautiful smile that lasts a lifetime.
ST e

Tell Us Ahout Your Cild i

Today’s Date:

i W o

Person Responsible For Account

Name: Relation:
Child’s Name: . ﬂm = Billing Address:
Nickname: [0 Male [ Female
Child’s Birthdate; / / Child's Age: & 3 i
School: Grade: kil 3t
Child's Home # (| 56 #: Fplop: 3
E-mail Address: - ey sl
Child’s Home Address: Who is responsible for making appointments?
APT/CONDO # Nome:
& Wil ] BExk . Hmsk
W= m;mi -;_:;,,z—.:.:mmnm.ni..:_f_mtm:w m::-" ! i —_—

o Is Accompanying The Child Today? @-: ;“;::;;’;g; ;:;‘,:’fu;‘;: 141

Name: Relation: ____

Insurance Co. Name:

Do you have legal custody of this child? OYes OONo ;»i Bl Insuronce Co. Address:
7
Whom may we Thank for referring you? {"_""-_-i Insurarice Co. Phone #: | )

Other family members seen by us: Group # {Plan, Local, or Policy #):

Policy Owner's Name: O

: : lationship to Patient:
Previous / Present Dentist: Relationship to Patient

e
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AVY:
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Policy Owner's Birthdates _ /  /  SS#:
Last Visit Date: :
Osingle  OWidowed O Parinered Policy Owner's Employer: s
Parent’s uriial Hus: OMorried Dvoed , Dpurcted Bl et Aifaee ‘
o ‘I,‘ t: ; L{: ) Orthodontic Coverage?  [lYes [INo : '
) Mother’s Informaio: [ step Mother [] Guardion Secondary Dental Insurance g Y
f/’ﬂ Name: Birthdate: __/ [ Insurance Co. Name:
Wk# () Ext _ Hm#: () Insurance Co. Address:
Employer: Insurance Co. Phone #: ()
Group # (Plan, Local, or Policy #):
SS #: DL #:
Policy Owner's Name:
Father’s Information: [ sepFather [ Guardian Relationship fo Pafient:
Name: Birthdate: __/ _/ Policy Owner's Birthdate: [ | sS#
Wk ) Bk Hm#l ) Policy Owner's Employer:
Employer: B8 Employer's Address:
SS #: DL #: . I Orthodontic Coverage? C'Ne

[Yes
L
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L0 ) Why did you bring the child fo the
dentist today?

Has the ~ o the

following medical problems?

Y N Abnormal Bleeding Y N Diabetes
- . Y N ADD / ADHD N Handicaps / Disabilities
&L b H.w chlld.ever had o serious / difficult problem associated Y N Allergies to any drugs N Hearing Impairment
Bt preicas Geekl workt U Yes TINo Y N Any Hospital Stays N Heart Murmur
Is the child’s water fluoridated? O Yes OONo Y N Any Operations N Hemophilia
Y

Is the child taking fluoridated supplements? [ Yes [INo ValVes N HIV+ / AIDS

Y N Asthma N Kidney / Liver Problems
Y N Cancer N Rheumatic / Scarlet Fever
Y N Congenital Heart Defect N Sickle Cell Disease/Traits |
Y N Convulsions / Epilepsy N Tuberculosis (TB)

Has the child ever had any pain / tenderness in his / her jaw
joint (TMJ / TMD)? UYes ONe

Y

¥

¥

iYi
N Artificial Bones / Joints / Y N Hepatitis

Y

Y

Y

Y

Does the child brush his / her teeth daily?  OYes ONo L
Floss his / her teeth daily?
Child’s Physician:

Phone #: [ )

OYes ONo

Please discuss any serious medical problems that the
child has had:

Date of Last Visit:

Is the child currentty under the care of o physician? [ Yes (] No

Please describe the child’s current physical health:

[J Good O Fair O Poor

L s SO TYT ST SIS (M S B A
] Does/did the child have any of the
Has your child ever taken Phen-Fen? OYes ONo

[Also known as Redux or Pondimin) If s0, when? iaiﬂaw’img habits?

Y N Lip Sucking /Biting Y N Nail Biting
Y N Nursing Bottle Habits Y N Thumb / Finger Sucking

Please list all drugs that the child is currently taking:

H HII'AA‘ Cnmplénnl and is committed to meet-
ing or exteeding the standards of infection control
mandated by DOSHA, the CDC and the ADA.
AR {5 LSO PR PSE

e o~ A % o

Please list all drugs/materials that the child is allergic to:

i Neighbor or Relative not living with you.

Latex? O Yes O

(7 £

| understand that the information that | have given status. | authorize the dental staff to perform the necessary [
is correct to the best of my knowledge, that it will be held in dental services my child may need.

the strictest of confidence and it is my responsibility to

informthisofficeofanychangesinmychild'smedical Signature of parent or guardian Date

The Parent or Guardian who accompanies the child is responsible for payment
at time of service unless prior arrangements have begn approved.

I verbally reviewed the medical / dental information above Medical History Update

with the parent / guardian & patient named herein. 1. Date: Signature:

Inthals: Date: Comments:

Doctor’s Comments:

2.Date: .~ . | Signature:

Comments:

FORM #DDS-2C3 vA
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