
Thanh you for selecting our dental healthcare team!
We will strive to provide you with the best possible dental

care. To help us meet all your dental healthcare needs, please
.fill out this form completely in inh. If you have any questions

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

Patient # _

SS#/SIN ~_

Patient Irifonnation (CONFIDENTIAL) Date _
Name Birthdate Home Phone _

Statel Zip!Address City Prov. pc. _
Email Cell Phone _

Chech Appropliate Box: . ·Minor Divorced Widowed " Separated
Statel "F!-f.ll" Part

If Student, Name of School/College City Prov. '---J TIme U Time
Patient or ParentlGuardians Employer Worh Phone _

State! Zip!Business Address City Prov. P C. _

Spouse or Parent/Guardians Name Employer Worll Phone _

Whom may we thanh for refening you?
Person to contact in case of emergency Phone _

Responsible Party Relationship
Name of Person Responsible for this Account to Patient _
Address Home Phone _
Email Cell Phone _

Drivers License# Birthdate Financial Instittttion ----

RelationshipName of Insured to Patient _

Birthdate SS#/SIN Date Employed --

Name of Employer Union or Local# Worh Phone _
Statel Zip}Address of Employer City Prov. P'C. _

Insurance Company Group# PolicyIID#
Statel ZirlIns. Co. Address City Prov. p C. ~

How much is your deductible? How much have you used? Max. annual benefit _
Over Please

Employer Worh Phone SS#/SIN _

Is this person cWTently a patient in our office? Yes DNo

For your convenience, we offer the following methods of payment. Please chech the option you prefer. Payment in full at each appointment.

Cash Personal Checll Credit Card VISA MasterCard DIwish to discuss the offices payment policy.

Insurance Iriformation Relationship
Name of Insured to Patient _

Birthdate SS#/SIN Date Employed _

Name ofEmployer Union or Local# Worh Phone _
Statel Zip}Address of Employer City Prov. P'C. _

Insurance Company Group# PolicyIID# _
State; ZirlIns. Co. Address City Prov. p C. _

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

IF YES, COMPLETE THE FOLLOWING:DNoYesDO YOU HAVE ANY ADDITIONAL INSURANCE?



Patient Medical History

[]
[]
[]
[]
[]
[]
[]
[]
[]

No
[]

r-l Du

[J D
D 0
[] 0

Yes No
[] []
[] []
0 0
0 0
D 0
0 0
0 0
0 0
0 0
[] []
D 0
D 0
0 []

Chest Pains .. .
Easily Winded .
Sirohe .
Hay Fever / Allergies.
Tuberculosis. .. .
Radiation Therapy
Glaucoma
Recent Weight Loss .
Liver Disease .
Heart Trouble .. .
Respiralmy Problems .
Mitral \hlve Prolapse .
Other _

Yes
/0. Are you wcwing contclct lenscs? []
1I. Alcyou all(1gictoorIUiveyou lweI(myn::actiollStothefollowing?

Lowl Anesthetics (e.g. Novocain).. []
Penicillin or anv other Antibiotics []
Sulfa Dntgs []
Barbilllrates.. []
Sedatives []
~~ .•......................... []
Aspirin []
Any Metals (e.g. nicl1e!.mercury, etc.) []
Latex Rubber []
Other (pleme Iisl)

12. Doyou havea persistentcougllor thmat cleming not
associatedwith a Imown illness (lastingmore than 3 weehs) ?...

13. \vIJmen Only:
a) Are you pregnant or thinl1 you may be pregnant? .
b) Arc you nw'singl .

c) Are you tailing oral contraceptives? .
Yes No

Hwrt Disease.
Cwetiac Pacemal1er
Heart ,\IunJ1ur
Angina .
Frequcntly Tired.
Ancmia.
Emphyscma .
CCl11cer
Arthritis ..
Joint Replacemcnt or Implant ....
Hepatitis /Jcull1dice .
Sexually 'Ii'ansmittcd Disease ...
Stomach TJoubles / Ulcers.

High Blood Pressure.
Hem! Altadl .
Rhewnatic Fever
Swollen Anl1les .
Fainting / Seizures
Asthma ...
Low Blood Pressure.
Epilepsy / Convulsions .
Leul1C1l1ia.
Diabetes.
Kidney Diswses .
AIDS or HIV Infection .
Thy'roid Problem ..

Physician Office Phone ~ Date of Last Exam
Yes No

1. Axe vou under medical Umlmcnl now? .
2. Ha;e you ever been hospitalized for any

surgical operation or selious illness within the Imt .5years? ..
ijyes, please f.\plain

3. Are you lal1ing any medieation(s)
including Iwn-presCliption medicine?
If yes, whm medication(s) ure you tailing 1 ~

4. Have yoU evel tal1en Fen-Phen/RedlC\:? .
5. Have .~'ouever wilen FOSaI11ClX,Boniw!, Actonc/ or am cancer

l11edicatiollScontaining bispllOsphonates? . . .
6. Have you lal1en Viagra, ReVClti,Cialis or Levitru

in the lasl24 hoursl .
7. Do you use tobacco? .
8. Do vou llse controlled substances? .
9. Do 'you have or have you had any oj lhefollowingl

Yes No

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

1. Do your gums bleed while bn!shing orflossing/ ..
2. Are your teeth sensitive to hot or coldliquids/jCwdsl ..

3. Are yow teeth sensitive to sweet or sour liquids/foods I ..

4. Do you feel pain to any of you I' tceth? .
5. Do you have any sores or lumps in or near YOiIl' nlOwhl
6. Haveyou had any head, necl1 orjaw injuriesl ..
7. Have you ever experienced any of the jollowing

problems in your jaw I

Clicl1ing .
Pain 00int, em; side offace) .
Difficulty in opening or closing ..
Difficulty in chewing ..

Authorization and Release

Yes
I

--.J

c

Yes
8. Do you have frequent headaches?.... []
9. Do you clench or grind your teeth? []
10. Do you bite your lips or cheehs frequently? 0
11. Have YOl! ever had any difficult extractions

in the past? .
12. Have you ever had any prolonged bleeding

following extractions? .
13. Have you had any orthodontic treatment?
14. Do you wear dentures or partials? .

If yes, date of placement _
15. Have you ever received oral hygiene instntctiollS

regmding the care of your teeth and gums? 0
16. Doyoulil1eyoursmile? 0

No
[]
[]
o
[]

[]
D

I certify that I have rcad and understand the ((bove in/el/'motion to the best of my lwowledge. The above questions have been accurately answered.
] understmul t1wt pmviding incorlnt injol11wlioll can be d'lIlgerous 10 my health. I authorize the dentist to release any information including the
diagnosis and Ihe records of any treatment or examination rendered to me or my child during the !,eri.od of such Dental care to third party payors
ondlor health praCtltLOners. I authOrize and request my Insurance company to pay directly to the e entIst or dental group !11surance benefits
otherwisc payable to me. J understelnc1 thot my dented insurance carricr may poy less than the actual bill jor services. I agree to be responsible
for pavment of all scnice" rendiTed on my be1wlj or mv dependants.

X
Signature of patient (or parent/guardian if minor) Date

Doctor's COlllIl1CI1tS I

SignCl1U1c Date

PATTERSON OFFICE SUPPLIES 1.800.637.1140 051-1055/16797


