~ Mapledale Family Dentistry
~a

general dentistry  periodontics ¢ orthodontics ¢ cosmetic denfistry

Patient Information

Date Social Sec. # Birthdate
Name Home Phone
Last Name First Name Initial
Address Cell Phone
City State Zip E-mail
Sex: D M D F D Minor D Single D Married D Long Term Partner D Divorced D Widowed D Separated
Employer Business Phone
Business Address Occupation
Who should we thank for referring you?
In case of emergency, who should we contact? Phone

Dental History

Former Dentist Date of Last X-Rays
City, State How often do you floss?
Date of last dental visit? How often do you brush?
Please check all that apply:
Bad Breath ..o [l Lip or Cheek Bleeding..........cccoeuururrunieniincunnnns ] Sensitivity When Biting...........cccccoeueruvniiiciniinnen. ]
Bleeding GUMS ......ccccovvviiiiniiiicces [l Loose Teeth or Broken Fillings ..........ccccccoovuuune. ] Frequent Headaches .........c.cccoeovevinincincincincncenne ]
Blisters on Lips of Mouth........cccccovvinininninnnnes []  Orthodontic Treatment........c..c...ooovorsverroerre L] Jaw, Head or Neck Injuries ..........c.cccccooevrurinnnne. ]
Finger Nail Biting [] Periodontal Treatment..........ccccocceeuvvviccrvenicncnnee [] Jaw Difficulty: Clicking and/or Pain.................. L]
Grinding Teeth.........cccccuviveineivicciecceices Sensitivity to Cold /HOt......coovururrrirriericiies (] Tooth Pain ]
Sensitivity t0 SWeets .......c.coovevereiciiiciic ]
Medical History
Physician’s Name Date of Last Visit
Yes No
Are you currently under medical treatment? ...........c.ccccoeneid 6. Have you had any allergic reactions to;:se foll\lT(C))wmg: Yes No
Have you ever had any serious illnesses or operations?........... Local Anesthetics (eg. Novocaine)....... Sedatives......
Are you currently taking any medication?.........cc.ccccceueriirrinnnacd Penicillin or other Antibiotics Todine ..........
Please describe Sulfa Drugs . Aspirin.........
Barbiturates (sleeping pills).................. Other-............

7. (Women Only) Are You:

Pregnant?.........c s
4. DO you SMOKE? .....ooviiiiiiciniiccc e .
) INUISING? oo

5. Doyou use alcohol, cocaine or other drugs? .....ovuvve Taking birth control pills? ..o
illegzei Checkallthat apply ............ [[] Circulatory Problems..............c...... [] Herpes....vucveeerierieveeiesieenienes [ ]  Rheumatic Fever.......oono...... L]
ANCTIA oo [ ] Congenital Heart Lesions............. [ High Blood Pressure...........c.c....... (] Scarlet Fever ... L]
Arthritis, Rheumatism.................. [[] Cortisone Treatments...........cccc..... L] HIV POSIHIVE ..cevreereeeericeeeieeeiens [ ] Shortness of Breath ..o []
Artiﬁcial/ Heart Valves oo [[] Cough- persistent or bloody....... [] JaUNAICe ..o L] Sinus Trouble oo []
ATtficial JOINtS oo [] Diabetes .o [ Latex Sensitivity .....coocvevrrircininn. (] SkinRash ..o L]
ASAMA oo [] Emphysema ......ccccocveevvuneececeennn. [l Kidney Disease........ccccerreereuneunce [ ] StroKe oo []
Back Problems .o []  Epilepsy s, [l Liver Disease.......cccoeeeurueueueueuennnen. [] Swelling of Feet/ Ankles ............... []
Bleeding abnormally, Fainting or Dizziness...........cc........ [] Low Blood Pressure...........c........... [ ] Swollen Neck Glands ......ooo....... []
with extractions or surgery........... L] Glaucoma oo [] Mitral Valve Prolapse .................... [] Thyroid Problems..........cccccecoeunee. []
Blood Disease.......ccccoeeveverereeueeninnne D Headaches.........cccccoocvinivcincinnnnee. D Nervous Problems.........ccccooueuenenee. D TONSIIIHS .o D
CaNCET .. [ ] Heart Murmur oo [] Pacemaker .......ccoooeeenivieiininccnn [] []
Chemical Dependency .................. [ ] Heart Problems........cco.coorrrrns [] Psychiatric Care......c.c.cecvevevererinnes [l L]
Chemotherapy D Hepatitis — Type......cccoovvrrrcnncns D Radiation Treatment .... D D
Respiratory Disease ............cccoeueee [] ]

Assignment & Release

I hereby authorize payment directly to Mapledale Family Dentistry for all insurance benefits otherwise payable to me for services rendered. I understand that
I am financially responsible for all charges, whether or not paid by insurance, and for all services rendered on my behalf or my dependents.

I authorize the above doctor and/or any provider or supplier of services in this office to release the information required to secure the payment of benefits. I
authorize the use of this signature on all insurance submissions.

Signature of Responsible Party Date
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