{This informatian is necessary for our files and will be considered CONFIDENTIAL)

Cate
Patient's Name - - et Age  Patient’s Birthday O Maie ) Female
LAST FIRST BATIAL
If patient is a minor, give name of parent or legal guardian Relationship
Residence Address For how long? Oown Rent
STHEET iy o
Patientis: IMamied UISingle CDihvorced [ Separsted I'Widowed [ Minor Ernail
i Driver's License No, Social Security MNo. Res. Phone | }
Bank Acoount Mo, How long? Cell Phone [ )
Emploved by How long? Occupation
Business Address Bus. Phane ( )
ETREET Y ap
Spouse's Nama Driver's Licensa No. _ Soc: Sec. Mo
Empiloyed by How long?- Occupation
Business Address Bus. Phone ( )
STREET CITY o
lﬂmo!nmmtmﬁmnmmmym Retationship
‘ Complete Address Fes. Phone ( )
STREET cary . d have no physician
Mame of Physician { )
ADDRESRS CITY TELEPHOME
Former Dentrst { |
ADDRESS CITY TELEFHOME
changing dentists?
iz 8 Do you wish to speak to the
Purpose of Appaintment doctor privataly? [ Yes [ No
Is this office visit for Emergency Dental Care? [ Yes 1 No  liyes, explain:
School Children Attend Wham may we thank for referming you?

. _FINANCIAL INFORMATION.

L B e i L

Person respansible for this account Relationship [ L
Address (

STREET Ty a2 CELL PHONE
PREFERENCE OF PAYMENT. [ Cashondayoftreatment O VisaNo. o
O State Aid No. 1 Mastercard Mo. R
Mame of nsurance company (primany insurance)

SURED PERSCRE NAME EFTHOATE FELATICNSHIF BOCIAL SECURITY WO
MAME OF GROLP DENTAL PLAN GROUP MO, PLAM WO, MAME OF LINICB LOCAL
Mame of insurance company (secondary Insurance)

EURED PERSON'S NARE BFRTHOATE FELATICONS P BOCIAL SECURITY MO,
MAME OF GROUP DENTAL PLAN GROUP MO, PLAN MO MAME OF LINIC LOCAL

ﬁsamﬂmmmmwmm lmﬂwmmmmmmmm mmmﬁsmmlmmmmmmﬂsfumem
incumed in their care and financial responsibility on the part of each patient must be determined before treatment.

All emergency dental services, or any dental service performed without prior financial arangements, must be paid for in cash at the time services are performed.

| understand that dental services fumished to me are charged directly to me and that | am personally responsible for payment of all dental services. If | camry insurance, | understand
that this office will help prepare my insurance forms to assist in making collections from insurance companies and will credit such collections to my account. However, this dental
office cannot render services on the assumption that charges will be paid by an insurance company.

of Insurance: | hereby authorize my insurance company to pay directly to my dentist benefits accruing to me under my policy.

Asenrieeﬂw‘geM1‘I=%Nrnmmﬁﬂ%parmnum]{buthMﬁmmanﬂmmmmmmhmnmﬂﬂﬂ&rﬁhhﬂﬂlmmmmmmmﬂmm
on all accounts not paid within B0 days of treatment date.

| understand that the fee estimate listed for this dental case can only be extended for a period of six months from the date of the patient’s examination.

In consideration of the professional services rendered to me, or &t my request, by the Doctor andfor his staff, | agree to pay, therefore, the reasonable value of said services to
said Doctor, or his assignes, at the time said services are rendered, or within five (3) days of billing if credit shall be extended. | further agree that the reasonable value of said
services shall be billed unless objected to by me, in writing, within the time for payment thereof. Additionally, | agree that a waiver for any breach of any term or condition
hereunder shall not constitute a walver of any further term or condition. | further agree that in the event that either this office or | institute any legal proceedings with respect
g{mmm;mﬁtijefnrwﬁmmﬂdmd.mwmmmmMmmmmmmﬂIMimmmwmmm

| grant my permission 1o you, of your assigns, 1o telephone me at home or at my work to discuss matters related to this form.

| have read the above conditions of treatment and agree to their content:

Signed Data
PLEASE COMPLETE BOTH SIDES PATIENT INFORMATION FORM 1006 / REVOA/CS / ©2008 DENFRAM




mmmwmmﬁtmmml|raawammutakamwwmwpmﬁdnm;tmmm
Some guastions may seem unreiated to your dental condition, but they are all associated with proper oral health cane,

Please answer each quastion. Check the appropriate box and/or circle Yes or Ne where applicable. Example: Are you alive? @ Mo

MEDICAL HISTORY

1. Areyou in good heafth? .. L R T S T B e e e e U e e o Yes Mo

2. Date of last physical emn‘unatnn

. e your now Under Tha G OF & PEWSBICIAINTT .......ommwnimimsssssssssissssssnssssssbasnssissinsyaneisisdpassdissssgins esnadarssrridorsaiss Yoes Mo
if 20, what s the condition being treated?

4, Have you ever had any Senous BNESs OF OEIALIONT i ieiis e ias bebsiaessn s s ssassss s srssersrerersiasasens AR R~
If 50, what iliness or operation?

5. Hove voU Ever Doen OB B B T ..o e rrrrsisriisisss s iresassssnssnsnsnssmssesssbm b e bt f0d s sasa4sm4amemnnos s e R R R R R 1400 Yes Mo
If 50, what was the problem?

6. Areyoutakngany U medicetions, Dldmugsor DUBeme? i st s i o i et e~ Mo
If 50, what? What dosage?

7. Are you using any recreational drugs {marjuana, cocaing, ete.)? Yes [ No If so, what?

8. Have you ever been premedicated with antibictics for your dental treatment?.... Yes No

=}

Are you sensitive or allargic to any drugs or materials? [ Penicillin; I:ITetrecydm Dwfacmgs Elp.sp-in thodem DLaxax,Domer .......... Yes Mo
i Other, what drugs?

10, Do you have or have you had any of the following: (Please circle Y for Yes or ‘N’ for Mo - answer all conditions):

YM Anemiz |YM Impiant(s) |¥YN Headinjuries YN Drug Addiction  |Y N Blood Transfusion  |Y N Excessive Bleeding YN Osteoporosis

YN Herpes |YM Headaches |YM HearlFailure  [¥ M Kidney Disease  |Y N Joint Replacement | Y N Mitral Valve Profapse | N X-Ray or Cobalt Treatment

YN Stroke  |YM Glavcoma  |YN ScadetFever  |YM Chemotherapy  |YMN Mervous Disorders  |Y N High Biood Pressure  |Y M Radiation Treatment of any kind

YN Ucers (YN Tonsilitis YN SinusTroutde |¥ M Stomach Uicers |YM Tumors or Growths  |Y M HIV Related Complex  [Y M Veneread Diseass (Syphilis, Gonorrhag)

| |YN Digbetes |¥M Hemophifa |Y M HeartMurmur  |YM Angina Pectoris  |¥ M Allerglesor Hives  |Y N Respiratory Disease | Y M Acquimd immune Deficency Sindrome (40S)
YN Athritis |[¥MN ColdSores  |YN LherDisease (Y M Mental Disorder [ N Painin Jaw Joints  |Y N Epdapsy or Seizures YN TWJ (Temparomendibular Jaint) Disorder
[ [YM Asthena |Y N Emphyserna |Y M Biood Disease |Y M Thyroid Disease |Y M Artificial Prosthesis |Y N Psychistric Treatment  |Y M Other

YN Cancer |YN Rheumatism |YM Heart Alments (¥ N Fainting Spells  [Y N Sickle Cell Disease  |Y N Hapafitis or Jaundica

Y M Seinwes |YM ChickenPox |YM HeartAttack  |Y N Rheumatic Fever |Y N Cortisone Medicine |Y N Difficulty Swallowing
YN HayFever!|Y N Bruise Easity 1Y M Cerebral Patsy [Y N Tuberculosis (T8) |YN Allergies to Metals 1Y N Congenital Heart Lesions
I 11. Do you have any disease, condition or preblem not listed that you think we should KNow SD0ULT.......v.eceesseessesssesermesessssssssssssssseesessesier 188 NO
If 30, what?
12, Do you wear a cardiac pacemaker, or have you had heart surgeny?... e IR e e s o s (ST ey ] | 1)
13. Do you smoka? If yves, how much? 1 Cigarettes [ C.lgars D Pacicsperciay ..Yes No
14. Havie you ever taken the drugs [ Fen-Phen, [ Redux orany [ diet drugs?.... riUpmR et e o P L T
15. (Women) Are you pregnant? I so how many months? Yes No
16. (women) Do you have any problems associated with your menstrual period? Yes No
17. (Women) Do you Lake any Birth control Mrec oo 08 DaTTIONEE T uw . i sssssssissssssissesssssessosssssmemsets b bosasasamanshoraeama s reecsmesesesrescseasanssereeasssressssernnes YB3 - WO
DENTAL HISTORY
1. Hawe you ever had a local anesthetic (Movacaing, ete.)?... AT O Ly S oAt L e L, Erorroocpror e M Lol A B, et sy | R |17
2. Hawe you ever had any unfavorable reaction from a local anesthetic?............ i L By B T
3. Have you had any serious trouble associated with any previous dental tﬁaat-'nam? R e e es. <No
If 50, explain?
4. How long since your last full mouth X-Rays? Weaks Months Years
5. How long since your last dental treatment? Weeks Morths Years
6. Does dental treatment make vou nenous? 1 Slrghlhr | Mndarateiy O Extrﬂm&hﬂ T s e e e S e O, TD
7. Would you desire to be pre-sedated? ... Ne) ..Yes No

(1 heraby acknowledge | have received 2 copy of mu.s ﬂram:a g HimuE uF Pam-::v FR.M:TII':ES 1 fl.u‘thuf mxlafsband 'lhal me pracm:ewlll crﬁ'er me lwam m m+s NOTI-DE OF
PRIVACY PRACTICES should it be amended, modified, o changes in any way. [ Patient refusad / was unable to sign becausa

| have 1y Dental Materials Fact Sheet as ]
E WW% Mmammmmnmﬂqu h?mwmdwnmmwwmmlmmmmmmmawmmmm

@ Date i " Reviewed by Lic. # Date
© UPDATE — Since your last visit ():

1. Have you seen a medical doctor?... WEPPRNEP TRt oy T | o

2. Have you had a change in your medication?............ .- 185 No

3 HaueyouhadachangmnmmaducalmndiMnnrhadsmgw ......... Yes Mo

Please note changes in health since last visit. If no changes, please write “None”

Date Signature

® uPDATE — Since your last visitG):

1. Have you seen a madical doctor?... ‘f&s

2. Have you had a change |nyuurmadncatlan'? A ..Yes No

3. Haveyou haﬂachangﬂ mynurmaducaloondulmorhaﬂswgaﬁr? .Yes No
| Please note changes in health since last visit. If no changes, please write “None"

Date Signature HEALTH QUESTIONNAIRE MUST BE CONTINUALLY UPDATED!

CONSENT FOR TREATMENT: | hereby grant authority to the dentist(s) in charge of the care of the patient whose name appears on this Health History form,
to administer such anesthetics, analgesics, sedatives, nitrous oxide sedation and intravenous sedation; and to perform such operations as may be deemed necessary
or advisable In the diagnosis and treatment of this patient. | have been informed of all possible complications of the procedures, anesthetics andfor drugs.

All services are rendered and accepted under the terms and conditions printed on the reverse hereof:
Authorization must be signed by the patient, or by the nearest relative in the case of a minor or when the patient is physically or mentally incompetent,

Signed: Date: Relationship to Patient

FORM 100-8 /| REV 08 | ©E005 DENRAM CRAPHICS & PRINTING A1 nghts mesend, hhm'nlll‘uh'm Iba eorocuced in 1
DENRAM / 236 West Mugis Avtrun, Morvova, CA S1016-2987 ¢ FAX 626,357 8516 / o 626,350 8376 HEALTH HISTORY m%mwn mm 2
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