The benefits of a happy, healthy smile are immeasurable! Our goal is to help you reach
and maintain maximum oral health, Please fill out these forms completely.
The better we communicate, the better we can care for you.
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Employer: . Insurance Co. Name:
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Where & when are best times to reach you? _ . "l Group # [Plan, Local or ol o e Sl S
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Your current physical health is: [ Good [ Fair [ Poor Why have you come to the dentist today?
Are you currently under the care of a physician? [CINo [JYes .
Please explain S U [l o S| -
Are you taking any prescription / over-the-counter drugs? [[TNo [IYes Are you currently in pain? TINo [Yes
Please list each one o e £ Have you ever had a serious / difficult problem associated with any
For Women Are you faking birth control pllfs’ CINo [dYes previous dental work? [INo [[Yes
Areyou pregnant? CINo [lYes Week# = Do you now or have you ever experienced pain / dis-
Are you nursing? [C1No [IYes comfort in your jaw joint (TMJ / TMD)? [ No [Yes
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Please list any serious medical condition(s) that you have ever had: Signature - Date

Pnymeni is due in full at the time of treatment unless prmr :

arrangements have been approved,

Are you allergic to any of the following drugs?
Thank you for filling out this form completely.
It will enable us to help you more effectively.
If you have any questions at any fime, please ask
us. We are happy to help.

Y N Penicillin Y N Tetracycline Y N Latex
Y N Aspirin Y N Dental Anesthetics Y N Other
Y N Erythromycin Y N Codeine

Please list any other drugs that you are allergic to:

Our office is committed to meehng or exceeding the standards
andated b A, the CDC and the ADA.
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