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Patient Information
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Ema= Address:

Phone:十

Address: ★i
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City

Spouse/Pa「ent or Guardian name and phone numbers:
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Phone: i

Emergency Contact and phone numbers:
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Whom may we thank for refer血g you to our practice?

★　　「　‾ ‾‾‾‾‾-‾‾-‾‾‾ ‾‾‾‾‾‾-‾‾‾‾ ‾ ‾‾‾‾

Dental Histo「y

Date of iast DentaI Visit and Xrays?

帽喜百百百百

」__

Previous Dentjst’s name and phone number?

Do you have any dental complaints or concems about your smi!e?

UYes　し)No

If yes, PIease describe:



Piease list your physician and phone number:

Medica案History

Have you had any recent hospita=zations or surgeries? if so, PIease list,

i　‾、一、

PIease list any medications, herbaI remedies or supplements you are taking:

Do you or have you evertaken bone loss prevention drugs such as Fosamax, Boniva or any othe「 bisphosphonates? lf

yes, Piease list name and dosage:

Are you required by a physician to take antiobiotic pre-medication before dental appojntments?

し)准s　(J No

Do you smoke/use tabacco? Ifso how much?

[二

Have you ever undergone treatment fo「 aIcohoI or drug abuse?

(J滝s UNo

Ladies: Are you pregnant, O「 do you think you may be pregnant? lfyes, When is your due date?



」」 A=ergy-Amoxic冊an

」」 A=ergy-Codeine

土工Allergy-Latex

」」 Angina/Chest Pain

」」 BIood Thinners

」」 Chemotherapy

」」 Excessive Bleeding

」j Gum Treatment

」」 Heart Condition

山上Heart Stints/Shunts

山上HiVIAIDS

」」 Joint Replacement

山上Low BIood Pressure

山上Other側Iergies

」峠heumatic Fever

山上Stomach ProbIems

己丁MJ

」」 Venereal Disease

」」 AIlergy-Anesthetics

」j A=ergy-Eryth romycin

」」 A=ergy-Penic棚n

」」 As[hma

LJ Cancer

」」 Diabetes

」」 Fainting

」」 Head lnjury

」」 Heart Disease

山上Hepatitis

山上Hydrocodone a=ergy

」」 Kidney Disease

」」 Mentai Disorders

山上Radiation T「eatment

」」 RheumatismIA軸軸s

」」 Stroke

」」 Tuberculosis

」」 A=e「gy-Clindamycin

」」 A=e「gy-Hyd「ocodone

」」 Anemia

」」 BIood Disease

山上Ca「diac Pacemaker

」」 Epi!epsy/Seizures

」」 Glaucoma

LJ Hea直Attack

山喜Heart Murmur

山上High BIood P「essure

山上lmmune Deficiency

L」 Liver Disease

L」 MitraI Valve ProIaps

」」 Respiratory Problems

山上Sinus/Hay Fever

山上Thyroid Problems

」」 Tumors/Growths

Consent for Services

l he「eby give Dental Arts the right and permission to use my photographs/imaging fo「 educationaI o「 promotional

PurPOSeS. I release any 「ight to present o「 future compensation in connection with the use of said photographs/imaging.

」」 By checking this box, l acknowledge that l have read the statements above and ag「ee to the contents・

Response Date十‾‾‾- ‾‾‾‾‾ =コ



Dental lnsurance information

「　‾‾ ‾‾‾‾

Nameoflnsured: l

1nsured-s Binh Date:

Insured’s Address‥　」

C時

lnsured's EmpIoyer Name‥亡

City

□　「　‾‾‾「
State Zip Code

Patient’srelationshiptoinsured‥　し) Self u Spouse U Chiid u Othe「

Insurance PIan Name: l

lnsurance Address: !

City

Poiicy holderls social security number:

Secondary Denta=nsurance

UYes UNo
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Name oflnsured: 」

lnsu「ed’s Birth Date:

lnsured's Address言

lnsured's Employer Name: 「

EmpIoyer Address:

Patient’sreIationshiptoinsured‥　し) SeIf U Spouse　し) Ch胴　U Other

lnsu「ance PIan Name: l

!nsurance Address:

‾「 「‾

」

City

PoIicy hoIder’s sociaI security number:

Response Date:



聾二二一二三
Consent for lntemet Communications

PatientName‥ 「∴

i grant my permission to the dental p「actice to upIoad and sto「e confidential patient info「mation (including account info「mation, aPPOintment info「mation

and clinica=nformation) to the secu「ed web sjte fo「 the dental p「actice, l understand that, fo「 SeCu「ity pu「poses, the site requi「es a use「 iD and

PaSSWO「d fo「 access and use" l also lmde「Stand the dental p「actice and l a「e 「esponsibIe for maintaining the st「ict confidentiaiity of any iD and

PaSSWOrd assigned to me; and that the dental p「actice is no川able fo「 any charges, damages, O「 iosses that may be incur「ed o「 sしIffered as a 「esult of

my faiiu「e to maintain confidentiality. 1 unde「Stand the dental p「actice is not liable fo「 any ha「m 「eiated to the theft of my lD and passwo「d, my disciosure

Of my lD and passwo「d, Or my authorization to a=ow anothe「 person or entjty to access and use the dental practice web site with my iD and password. l

also ag「ee to immediately notify the dentaI p「actice ofany unautho「ized use of my ID o「 Of any othe「 need to deactivate my lD due to secu「ity conce「ns.

l also understand that State and Fede「a=aws, aS We= as ethicaI and licensure requi「ements impose obIigations with respect to patjent confidentia=ty

tha川mit the abiiity to make use of certain services o「 to transmit certaln information to thi「d parties. l understand the denta巾「actice w紺「ep「esent and

Warrant that they w町at aii times during the terms of this Agreement and thereafte「, COmPly with a旧aws di「ectiy o「 indirectiy appIicabie that may now o「

hereafte「 govem the gathering, USe) tranSmjssion, PrOCeSSing’「eCeipt, rePOrting, discIosure, majntenance, and storage of my infomation, and use thei「

best efforts to cause aIi pe「sons or entities under thei「 di「ection or contro=o compiy with such laws. l agree that the dental p「actice has the right to

monito「~ 「etrieve' StOre, =PIoad and use my information in connectjon with the operafron ofsuch services, and is acting on my behaIfin upIoading my

Patient information. l understand the dental practice w用use commercia=y 「easonable effo「ts to maintain the conndenhality of a= patien=nfomation that

is upIoaded to the web site on my behaI自unde「stand the dental practice CANNOT AND DOES NOT ASSUME ANY RESPONSIB旧TY FOR MY USE

OR MISUSE OF PATIENT INFORMATION OR OTHER INFORMATION TRANSMITTED, MON什ORED, STORED, UPLOADED OR RECEiVED

」」 l have read the infomation above regarding the secu「ed upIoading of patient information to the web site for the dental

P「aCtice, and grant the dentaI practice permission to securely upIoad my patient information [o the web site.

Signature of patient, Parent, Or guardian:

Signature:

Reiationship to Patient:

Date‥ 「

Response Date: :
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