TO THE PATIENT: PLEASE COMPLETELY FILL OUT SECTIONS 1,2 & 3, SIGN AND DATE WHERE INDICATED.

[ secrion

—

Date.
Name; [ Married [ Single (] Minor (1 Male [] Female
Last First M
Birth Date: ! ! Ss# - - Drivers License Number:
Address: ——
Streef Apt# City State Zp
E-Mail Address Phone — Home:
Phone — Work: Ext. Time to Call: Caell:
Place of Employment Occupation/Position
if Full time Student, School Name: Grade
Medical Insurance Company: e Group #
Dental Insurance Company: Group #
Has any member of your family been treated in our office? OvYes ONo Local #
Whom may we thank for referring you to our office?
OFather OHusband Osother Owife
Last “First M Lot First M
Stroet City State  Zip Stroet cly State Zip
Home # Work # Home # Work #
Birth Date (Mo/Day/Year) SS# Birth Date (Mo/Day/Yaar) ss#
Employer Drivers License # Employer Drivers License ¥
Dental insurance Co. Group # Denta! Insurancs Co. Group #

Emergency Information Responsible Party

Outside of Immediate Family/Houaehold Responsible party currently Is a patient of record at this office (] Yes [0 No

Name Method of Payment:

Address Patients will be expected to pay for services when treatment is
rendered.

City/State/ZIP Visa/MasterCard are accepted.

Telaphone # [ 1 wish to discuss interest free financing with Care Credit

If you have insurance, we will help you to determine the coverage you have available. We ask that you assign your insurance
benefits to us. Professional care is provided to you, our patient, and not to an Insurance company. Thus, the insurance company is
responsibie to the patient and the patient is responsible to the doctor. We will help in avery way we can in filing your claim and in handling
insurance questions from our offica on your behalf. However, insurance balances 60 days and over are due In full from the patient.

| hereby authorize payment directly to the dental office of the group insurance benefits otherwise payabie to me. | understand that I
am responsible for all costs of dental treatment. | hereby authorize the dental office to administer such medications and perfarm such
diagnostic and therapeutic procedures as may be necessary for proper dental care. The Information on this page and the dental/medical
histories are correct to the best of my knowledge. | grant the right to the dentist to release my dental/medical histories and other
information about my dental treatment to third party payers and/cr other health professionals. | realize a responsibie adult (parent or
guardian) must remain in the office while treating a minor.

In connection with dental services which | am receiving, 1 consent that photographs, audio, and/ar video recording may be taken of
me for the explicit use of dental research, education, training or science; provided, however, that it is specifically understood that in any
such publication or use | shall not be identified by name. 1 waive alt rights that | may have to any claims for payment or royaities in
connection with any exhibition, televising, or other showing of the photographs/video tape regardless of whether such use of said
photographs/video tape is commercial, institutional or private sponsorship, and imespective of whether any fae or charge is received.

Initials: Date:
[T Adult Patient ] Father [ ] Husband [ TMother L[] wife [ Guardian




I SECTION 2

Medical History

Are your under a physician’s care now? Why? Who?
Date of last physical exam Primary Care Physiclan Phone #
Have you ever been hospitalized or had an operation? Describe
Have you ever had a serious injury to your head or neck? Describe
Are you taking any medications, pills or drugs? (Include illegalirecreational drugs) What?

ooo 0§
Oooo Oz

Are you taking or have you ever taken Bisphosphonates for osteoporosis or chemotherapy for multiple myeloma or
other cancers (Reclast, Fosamax, Actonel, Boniva, Aredia, Zometa, Prolia)?
Are you on a special diet? Describe
Are you allergic to any medications or substances? Please check box for allergic reaction below
[ Aspirin [] Penicillin [] Codeine [] Acrylic [] Metal [] Latex Rubber (O Other
Women (Please check): [] Pregnant/trying to get pregnant (] Nursing [J Taking oral contraceptives O Osteoporosis
Describe__
Do you have or have you ever had any of the following:

0o
00

(*If yes to any of the * starred conditions, please call prior to rour appointment...premedicatons may be required)
Yes No Yes No Yes No Yes No
Heart Trouble/Disease O O |[BniseEasy Og Emphysema O . Yeliow Jaundoe (|
Heart Mumr* O 0 |aema O O [ Tubercuosis a A Kidney Problems g a
Imequiar Heart Beat O O | ExcessiveBioedng O O | Cancer o 0O Renal Dialysis o0
Angina/Chest Pain O O [ siddeCelDiscase O [ | RedskonTherapy O O | myoidDisease 0O o0
Heart Attack/Faikre O O | Hemophiia @eedngProems) 1 [ | Cremaherapy O O | puwatyoidDisesss 0O O
CongecitaiHeatDsorder [0 (O | Leukemia O O |[SomecwnesiaOsesse O 0O} apvsecor O 0
Mitral Valve Prolapse® 0 0O |remtBodTenetisn 0O O | O O | ;seumetem oo
) Recent Weignt Loss o g . )
Scarlet Fever* O O ] Swelingoflimbs 0O 0 h O o Pain In Jaw Jaints g a
Rheumatic Faver* O O Funghisease O Qg I O o Cmsa'teMaddne oo
Artificial Heert Valve* 00 O | 8reathing Problems o Q0 Artikcial Joinks* O a
Exoessive Thirst o a
Heart Pace Maker* O O | shotessofSreah O 0a , Venereal Discase O d
Hypoglycemis o o
Hearl Surgery* 00 O | FrequentCough O O | UverDisese o o ADS’ O Q0
Blood Disease O O |Astma O O | HepatsC 0 O | OrgAddcionliss
Alcohal UseAbuse O O | FeverBisters O O | sroke O O Osteoporosis 0 0O
Depression O 0O |ApoabHD O Q Seinre O g Snorng/Sieepapnea O 0O
Have you ever had any other sericus fliness not checked above? Describe aa
Do you wish to talk to the dentist privately about any problem? m.

To the best of my knawledge, all the praceding answers are correct. If 1 have any changes in my heaith status or f my medicines change, | shall inform the dentist
and staff at the next appointment without fail | will inform the doctor promptly of any medications legal or ilegal, prescription or non-presctiption that | am taking.

In Accordance wilh the Heaith Insurance Portabllity and Accountabllity Act of 1996 ("HIPAA"), a NOTICE that describas how medical information about you may be
used and disclosed and how you can get access to this information is posted in the RECEPTION rcom. Should | desire to have a printed copy of this‘NOTICE.'I
will check the following box and notify the RECEPTIONIST: O 1 DO WANT A COPY OF NOTICE' [ 1DO NOT WANT A COPY OF ‘NOTICE

Date:
[T Adult Patient ] Father [1 Husband L1 Mother O wife | Guardian
Reviewed by Doctor Date BP
Medical History Update
Date Comments Signature

KMGCHO006 Revised 10-12-12



[ SECTIO KMGCHOOT Revised 8-15-08

Dental History (Patient To Fill Out Completely)

Primary reason for this dental appointment: [} Examination ] Emergency [_]Consuitation
Date of your last dental visit For what?
Date of your iast dental cleaning Yes No
Do you have a specific dental problem? Describe
What kind of denta! procedures have you had done in the past?
Do you have any sensitive teeth?
Have you ever had a toothache or a fractured tooth?
Have you ever had periodontal problems?
Do you like your smile? Why?
Does food catch between your teeth or do you have areas that are difficult to floss?
Does loss of teeth tend to run in your family?
Do you ever have clicking, popping or discomfort in the jaw joint? Do you brux or grind?
Have you ever had Orthodontics (Braces)?
Have your past experiences in a dental office always been positive?
Do you smoke or chew tobacco? Any sores or growths in your mouth? Describe
Name of previous dentist (Optional)
Why did you leave your |ast dentist?

O

ooooooooog
ooooooooono O

Have you noticed spots or stains on your teeth that concern you? O O
Anything else that concemns you about the appearance of your teeth? O O
If you could change anything about your smile, what would you change?

Do you have a denture or partial denture? [] No [ Yes How old are they? How do you like them?

Have you ever required Nitrous Oxide (Laughing Gas) or sedatives for your dental treatment? O O

Check Your Level of Bravery: Don't Worry, We Cater To Cowards

a a a 0 o
Ut

Initial Clinical Exam (I.C.E.)
Date: Patient Nama:
Blood Pressure: :
Suins:  DONo Qut  OMod [OHvy TMJ: CAsymptomatic CISynptoms:
Caculuss [INe [t [OMod [OlHvy Homecare: Brushing: ____ x/day Fioss: xiweek
Plaque: [ONe Ou  OMod DOHvy PedoDiag: [INormal [Gingivits [JEary Perio (IMod Peric  [Adv Perio  [IMaint
Bleeding: TINe [t OMed OHvy Instructions: [1Brush  [JFioss ClPerio Aid  [CJOther:
Ortho: Occlusal Type: Ocul QOcun acLim
Soft Tissue Scroening
Cancer Exam; ONomal  DLesion: Describe
Normal Abnormal Soe dental history for smoking fistory Soar T vy T Oroer
Lips [ Right |Anterior| Left
Mucosa o o
Palste g 0
Tongue 0O O
Floor g a Lower | Lower | Lower
Glands o Qo nx: Mtl:::'kat tti‘:“ﬂ\
Pharynx o o ¥ Pcynr“J sthm in mrnp
Recalk: Months Doctor's Signature: Reviewed by:




