FEE-27-213 16:45 From:FRAMCLIN DENTAL ‘ B To:121423912244 Fage:1-2

1t Medical History -

— Office Phone Date of last Exam
BT 4 ] t leses? sl
1. Are you under medical tremment now? o, O [ - ATE YOU WERING CONMALE IETSES? oo
2 Have you ever been hospitalized for any | e oo ipepuladay s o beflpng?
surgical operation ov serions iliness within the last 3 years?. ... O O cal Anzsthetics (g NOoWOCTI oo 0
Ifyes, plertse oxplain Penicillin or any other ARHBAOHZS - ..oooocoeee s O
Sulfa DUGS e i e .0 O
3 Are you taking ary medcation(s) BAPPUUIEES . o = B
including non-prescription mr;dil:inﬁ?r....; .................. bt o odive O 0
y-'yEJW tmediation(s) ey Iﬂ]’?l?‘lg‘ A_spmn e e e e 0 O
e e — < <R LT ettt B
3. Have you ever taken Fosamax, Boniva, Actonel or any cancer medice- Other (please list) O a
fions containing DispRospAOnIEs? v oo GO pm Yo have a perststent cough or thioat dearing fot
6. Have you taken Viagm, Revatio, Clalis or Levitra assaiated with a kngwn ilingss (lasting more than 3 weehs)? o O
in the last 24 ROUKS? ......voovciecr e s 1 O 13, Wormen Omly:
7. 10 YO0U USE LOBACED? ..ot o a O a) Are you pregnant or think you may be pregnant?. ... O O
& Do you use controlled substances? .o, O O b) Are you ”“"3'”8’7!? e e E]I g
9 Dyou have or have you had ary of the ellmnng? &) Are you taking oral contracepives? ... oo .
Yes Mo Yez Mo Yes  MNo
High Blood Pressure ... 0 O Heart DiSedse covevrercoove e, O O Chest Pains ... e, 0 [
Heart Attach ... v, O O Cardiac Pacemaker oo 0 0O Easily Winded ... oo . O O
Rheumatic FRVer ....oovveivovivernennn. O O Heart Murmur ..., L0 SEORE i e . O [
Swallen Ankles ... S Ll O ARG e s b O Hay Fever / Allergies ... ... . 0O [3
Fainting / Setzures o..oooooooceee. O O Frequently Tired .. U I T cra T v O I B iy |
Asthmd e O O Anemtia - g 0O Radiation Thetapy ... . vooovsirens I
Low Blood Pressure ... O O Emphysema. SRR I B GlAUCOM ..o ceoneirisne. 1
Epilepsy / Convulsions ............cocovennee O 0O Caneer oo a ad Recent Weight Loss —w.vocoevsirees. 3 [
Lewhenma ... PRV O O Arhntis oo, O O Liver THSEASE ....oeveecrcerevieeees o O
el T LI O Joint Replacement or Implant ... o 0O Heart Trouble ... o O
Kidney DISEAsEs .. ownsiinniernnnnnn s O Hepatitis / Jaundice ...................... O O Respiratory Problems .. ooooees o0, o o
AIDS or HIV Infection w8 O Sawally Transmitted Disease .......... 0 O Mitral Vabve Prolapse ... R
Thyroid Problom .o, O O Stomach Troubles / Ulears ... L1 O Other O O
[ L J
Patient Dental History
Narme of Previous Dentist and Location Diate of Last Fxam
Yes No Yes Mo
1. Do your gums bleed whils brushmg or flossing? .....coovcovceecvoee. O O 8. Do you kave frequent headaches? .......ooveee e, . O B
2. Are your tecth sensuive to hot or cold liguidsfoods?. ... O o 8 Doyoudench or grindvour teeth?.coeocne oo .. O O
3 Are your teoth sensitive to sweet or sour Bquids/foods?, .o v o a 10 Do you bite your lips or cheehs frequenty?. ... .. O O
4. Doyou feel pain io any of vour t2eth?. ..o —e 30 11. Hawve you ever had ary difficult extractions
5. Do you have any sores or hamps in or near your matath? ..., o O iR B8 PASER. ....ece e ririeiee e [ O
o 6. Havevou haud ary head, neck or jaw infuries? .. oo, 11 12 Hive you ever had any prolonged bleeding
' 7. Have you evir experianced any of the following Jollmwing extractions?. .o o e O T
problems tyour jaw? 13 Maveyou kad any orthodmtic treatment?.. ... O O
L R A N 14. Do you wear dentures or peartials?.ovveeeeeee e (1 10
Pairt oint, ecr; side of face)........ O LI Ifves, date of placement
Diffiuilty in opening or dosing...... O O 13. Heve you ever received oval hygiene instructions
Difficdty v chewittg..oo.e e, oo regarding the care of your teeth and gurs? ... O O
18, Do yima ik your Sile? ... O g

Authorization and Release

Payment is due in full at the time of treatment unless prior arvangements have been approved,

This office accepts insurance, [ understand that | am responsible for payment of scrvices ren;éren‘ and also responsible for paying any co-payment and
deductibics that my insurance does not cover. T hereby authorize payment directly to the Dental Office of the group insurance bemefits otherwise payable
to me. Tunderstand that I am responstble for all costs of dental treatmene. | hereby quthorize releqse of any infermation, including the diagnosis ard
records of treatment or cxamination vendered (o my wsurance company
Tunderstand that the information that | have igivcn toddy is correct to the best of my knowledge. T alse understand that this mformation will be held in o
the stnctest confidence and (15 my responsibility to iform this office of any changes in my mechcal status. 1 authorize the dental staff 1o perform any -
necessary dental services that | may need during diognoss and treatment, with my informed consent. ’

X
w Signatuie of patient (or parent/guardian if mingr) Date w

' y " TEASAN QEEICE SURPLIES 1,800.887.1140 084-aBa3fIT0IE
‘ i ‘
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o

Thank you for selecting owr dental healthcare team!
We will strive to provide you with the best possible dentul care.
To help us meet all your dental healthears needs, please fill out

Te:12142912%44

this form completely in ink. If you have any questions or need Fatient #
assistance, pleuse ask us - we will be happy to help., SS#/SIN
. . Date
Patient Information conpoexnan Pancs s OF  OM
Name Birthdate ome Phone
Address City Pﬁg\gﬁ / I§ 22/
Email Cell Phone
Do you prefer to receive calls at your: ! Home L] Wark L1 el Phone
Check Approprigte Box: [ Mingr [ Single [ Married [ Divorced T3 Widowed [ Sep«:;jrtaargi/ Eul Purt
If Student, Name of School/College City Prov, OTime O Time
zam.mt or Parent/Criardian’s Emplover . gﬂpjé/li’hone ﬁlg/
wsiness Address City o EC.
Spouse or Farent/Guardian’s Name Emplayer Work Phone
Whom May We Thark for Referring You?
Person to Comtact in Case of Emergency Phone
L
Responsible Party o
Name of Person Responsible for this Account %gl%gg?ﬁ;l ¥
Address Home Phone
Email Cell Fhone
Driver’s License# Birthdate Financial Institution
Employer Work Phone SS#/SIN

Is this Person Curvently a Patient in our Office? 3 ¥es (O No
For your convenience, we offer the following methods of payment. Please chech the option you prefer. Fayment in full at each appointment.

L Cash 1] Personal Check

Credit Card O VISA O MasterCurd

Insurance Information

B Iwish to discuss the office’s payment pohcy.

Relationship

Nasme of Insured to Patient
Birthdate S5#/5IN Date Employved
Name of Emplayer Union or local # Work Phone

. o
Address of Employer City v C.
Insurance Compan Group # Folicy/ID#

pary o Staig/ Z

Ins. Co. Address City Prov. PC.
How Much is Your Deductible? How Much HuveYou Used? Max. Annual Benefit

DO YOU HAVE ANY ADDITIONAL INSURANCE? O ¥es O No

IFYES, COMPLETE THE FOLLOWING:

Relationship
Name of Insured to Pattent
Birthdate __ SS#/SIN Date Ermployed
Name of Employer Union or local # Work Fhone

State/ 2
Address of Employer City Prov. EC.
Insurdnee Comt Group# Folicy/TD#

Py ) P by ra% Zi%[

Ins. Co. Address City Proni PC.

Masx. Annual Benefit




