
Employer Work PllOne SSIlISIN _

Is this person ammtly a patiellt in our office? 0 Yes 0 No

For your convenience, we offer the following methods ofpayment. Please ched~ the option you prefer. Payment in Jill! at each appointment.

o Cash 0 Personal Chech Credit Card ~ VJSA 0 MasterCa,d 0 I wish to disalSs the offices payment policy

IF YES, COMPLETE THE FOLLOWING,

Thanl, you for selecting our dental healtheare team'
We will strive to provide you with the best possible dental

eare. To help us meet all your dental healtheare needs, please
Jill out this form completely in ink Ifyou have any questions

or need assistance, please ash us - we will be happy to help.

DNaDYes

Patient II

SSIlISIN

(CONFIDENTIAL) Date

Birthdate Home Phone
State! Zip!

City Pmv Pc.
Cell Phone

o Ma,ned o Divorced ~Widowed ~Separated
State! Full Part

City Pro\! o Time onme

W,r/, Phone
State! Z,JP(City Pro\! .C.

Employer Worh PllOne

DO YOU HAVE A,\lY ADDITIONAL INSURANCE?

Responsible Party Relationship
Name ofPerson Responsible for this Account to Patient _

Address Home Phone _

Email Cell phone _

Drivers Ucense#' Bil1.hdate Financial 11Islitutiofl _

RelationshipName ofinsured to Panent _

Bi,tMate SSIlISIN Date Employed _

Name of Employer Union or Loealll Work Phone _-,.,= _
State! Zie/

Address of Employer City Provo Pc. _
Insurance Company Group# PolicXflDIl

Statil ZiplIns. Co. Address City pro" Pc. _
How much is your deductible? How much have you used? Max. annual beneJit _

Over Please

Patient Information
Name _
Address _

Email _

Chech Appropriate Box: 0 Minor 0 Single

IfStudent, Name ofSchooVCollege _

Patiellt or ParentiGumdians Employer _

Business Address _

Spouse or Parent/GuQnlians Name _

WllO»l may we than'~for refeningyou?
Person to contact ill case oj emclgeney Phol1e _

Insurance Information ReiatiOJlShip
Name ofInsured to Patient _

Binlutate SSIlISIN Date Employed _

Name oifEmployer Union or Loealil Wad, Phone _~=.,- _
State! Z'"IAddress ofEmployer City Pl1w P'C _

Insurance Company Grou"" Policy.flDII__-,.,= _
r" Statil Z'"IIns. Co. Address City Pro,, P'C _

How much is your deductible? How much have you used? Max. annual beneJit _



Yes No
0 0

0 0
0 0
0 0
0 0
0 0
0 0
0 0
0 0
0 0

0 0

0 0
0 0
0 0
Yes No
0 0
0 0
0 0
0 0
0 0
0 0
0 0
0 0
0 0
0 0
0 0
0 0
0 0

Date

Date

Chest Pains.
Easily Winded.
Strol?e .
Hay Fever / Allergies.
Iilberculosis .
Radiation Therapy.
Glaucoma
Recent Weighr Loss.
Liver Disease.
Heart Trouble .
Respiratory Problems
Mirral Valve Prolapse ..
Other _

'--- PATTERSON OFFICE SUPPUES 1.800.637.1140051.,055/,'6797

10. AreyOll wealing contact len.~es?.

11. AIeyOIl allergic to or have)'oo had any lractiom to thefallowing?
Local Anesthetics (e.g. NovDcain) ..
Penid/lin or any other Antibiotics ..
Sulfa Drugs .
Barbiturates .
Sedatives ..
Iodine ..
Aspirin ..
Any Metals (e.g. /lie/wi, mercury; etc.) ..
Latex Rubber.
Other (please list)

12. Do you have a persistent cough or throat deming Iwl
associated witli a Imowll illness Oasting more lh(l113 weells) ? ..

13. Women Gnly:
a) Arc you pregnant or think you may be pregnant? .
b) Areyou nursing? ...
c) Arc you tahil1g oral contraceptives?.

Yes No

o 0o 0o 0o 0o 0
o 0o 0o 0o 0o 0o 0o 0o 0

o

o
o
ooo

Heart Disease ..
Cardiac Pacemalw'
Heart Murmur ..
Angina.
Frequently Tired.
Anemia.
Emphysema.
Cancer.
Art/llitis .
Joint ReplacemC11t or Implant ..
Hepatitis /Jaundice.
Sexually Transmitted Disease.
Stomach TIDubles / Ulcers.

Signature

oooo
oooooooo

High Blood Pressure.
Heart Attach.
Rheumatic Fever "'
Swollen Ankles ...
Fainting I Seizures
Asthma.
Low Blood Pressure ..
Epilepsy / ConvulsiollS .
Leukemia.
Diabetes.
Kidney Diseases.
AiDS or HN Infection.
Thyroid Problem .....

Signature of patient (or parenUguardian if minor)

3. An:' you taking any medication(s)
including non~prescription medicine? 0
Ifyes, what medication(s) an:' you taking? _

Patient Medical Hbiory
Physician Office Phone _~c----------Dateof Last Exam

Yes No
1. Are you under medical tll::'atment /lOW? .. . 0 D
2. Have you ever been hospitaliz.edfor any

slltgical operation or sC1ious illness within the Ia.st 5 years? D 0
Ifyes, please explain _

x

Doctor's Comments _

4. Have you ever taken FC11-PhenlRedux? 0
5. Have you ever taken FosanUlX, Boniva, Actonel or any cancC1

medications con/Clining bi..sphosphonates? . 0
6. Have you taken Viagra, Revati, CiaUs or Levitra

in the Ia.st 24 hours' . B
;: g~~~~ ~~: ~~:c~~;isubstances? ::::::::::::::::::::::::::::::::::::::::::::::::::::: 0
9. Do you have or have you had any ofthe following?

Yes No

oooo
oooo
ooooo 0

Patient Dental History
Name of Previous Dentist and Location Date of Last Exam _

Yes No Yes No
1. Do your gums bleed while brushing or flossing?. 0 0 8. Do you haveJrequenl headaches?. 0 0
2. Are your teeth sensitive to hot or cold liquids/foods?. 0 0 9. Do you clench or gJind your teetll? .... 0 0
3. Are your teeOI sensitive to sweet or sour liquids/foods?. 0 0 10. Do you bite your lips or cheeks frequently? .. 0 0
4. Do you fed pain to any ofyour teeth?. 0 0 11. Have you ever had allY difficult extractions
5. Do you have any sores or lumps in or near your mouth ?. 0 0 ill the past? . 0 0
6. Have you had any head, necll or jaw injUlies?. 0 0 12. Have you ever had any prolonged bleeding
7. Have you ever e.xperiC1lCcd any of the following following extractions? .................. ..................... 0 0

problems in yOllrjaw? 13. Have you had any orthodontic treatment?. 0 0
Cliching 0 0 14. Do you wear dentures or panials? ... 0 0
Pain Qoint, eal; side offace) .. 0 0 Ifyes, date of placement
Diffiailty in opening or closing .. 0 0 15. Have YOlt ever received oral hygiene instructions
Difficulty in dlcwing . 0 0 reganling tile care ofyour teeth and gums?. 0 0

Authorization and Release 16. Doyou liheyoursmile? 0 0

I catify tha.r I ha.ve read and understand the above information to the best of my knowledge. The abovc questions !lave becn accurately answered.
I undcrstand that providing incorrect informatioll can be dangerous to my health. I audlOrize the dentist to release any infonnation including the
diaKIlOsis and tile records of any treatment or examination rendered to me or my child during tlte period of SUdl Dental care to third party payoys
ana/or health practitioners. 1 attthorize and request my insurmlce company to pay directly to rhe dentist or dental group insurance benefits
otherwise payable to me. I understand that my dental insurance CO/Tier may pay less than che actual bill for services. 1 agl'ee to be responsible
for payment of all services rendered all my behalf or Illy dependants.
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