MCRA:E DENTAL

@é/&’ ome

Thank you for selecting our dental healthcare team!
We will strive to provide you with the best possible dental care. To help us meet all of your dental healthcare needs, please fill out
this form completely in ink. If you have any questions or need assistance, please ask us — we will be happy to help.

Patient Information (Confidential) Date

Full Name Birthdate Soc. Sec. #
Address City. State Zip.
Home Phone Work Phone Cell Phone

Check Appropriate Box: ' Minor Q Single O Married Q Divorced 1 Widowed Sex:'2 Male O Female E-mail Address

If patient is a minor: Mom’s Name Dad’s Name.

Whom May We Thank For Referring You?

Person to Contact in Case of Emergency Phone
Responsible Party Same as Patient Information? Q Yes or L No  IF NO, COMPLETE THIS SECTION:
Name of Person Responsible for this Account Relationship to Patient

Address City State Zip
Birthdate Soc. Sec. # Home Phone Work Phone
Employer Is this Person Currently a Patient in Our office? O vyes O No
Insurance Information

Name of Insured Relationship to Patient
Birthdate Soc. Sec. # Insurance Effective Date
Name of Employer Work Phone

Address of Employer City. State Zip.
Insurance Company Group # 1.D./Policy #

Ins. Address City. State Zip.
Ins. Phone #

How Much is your Deductible? What is your Max. Annual Benefit?

DO YOU HAVE ANY ADDITIONAL INSURANCE ? U Yes A No  IF YES, COMPLETE THE FOLLOWING:

Name of Insured Relationship to Patient
Birthdate Soc. Sec. # Insurance Effective Date
Name of Employer Work Phone

Address of Employer City. State Zip
Insurance Company Group # 1.D./Policy #

Ins. Address City. State Zip.
How Much is your Deductible? What is your Max. Annual Benefit?

Reminder Information

Because we know your life is busy, we use an electronic appointment reminder and messaging system. Please check all that you prefer, as our
best way to contact you. [ Home O work QA cell

Check Appropriate Box: 1 Email Only [ Text Message Only ' Text Message & Email 1 Personal Phone Call ) Don’t Need A Reminder

For Women Only

Are you taking birth control pills? 1 Yes O No
Are you pregnant? ' Yes dNo [ Week #
Are you nursing? U Yes [ No

Qver Please




DENTAL HISTORY

Please check any of the following problems that apply to you.

If you could whiten your teeth for a cost anyone could

-Sensitivity (hot, cold, SWEet) ........ccccciviviniiiinnincininiieeseesiessissasns afford, Wollld YOU Ao ? ... i i tisiaismemsvosiamiossissvesats O
e . L Do you smoke or use chewing tobacco? ]
-Headaches, hes, R e e B O ST e I et ot e b s s il Lot ot o SR AU B ON I IS AR NG
Headaches, earaches, neck pain How Much? FoF Now fonig?

-Jaw joint pain........cccccenesrrericannnns
-Teeth or fillings breaking ..............
-Grinding or clenching teeth .........

-Bleeding, swollen or irritated gums .......cococeveeneecrrieecenniesscneessrcnnans

-Loose, tipped or shifting teeth.....
=Badbreath). i cernanairisases

Do you have or have you had any of the following? :gggg:: ﬁ::'sps?:; tt::tt:
»Denftulrzs ........................................................................................ -Replace old crowns that don't match
-gf:;aes OTIIITOS <a iiisisricivvsovrsait svorsaivadaiabosvaedsas Fuaroabesatns vt suasanaaias ~HAVE 8 ST MAKOOVEF - ot oeses et eso ettt

Ple, share the following dates:

If | could change my smile, | would:

-Make them whiter .....cc..cccoeuee -
-Make them straighter .............. L
-Close SPaces .....c.ccceevveeenuennens -
-Replace black metal fillings with tooth colored restorations ......... L

On a scale of 1-10, with 10 being the highest rating:

-How important is your dental health to you?
1l 2 B b 67 8 18T 10

Y OISt CIBANIIG cvie: i b ecsrst e e s e =,
-Your last oral cancer SCreening..........ue.cevesmvein—— 4 -Where would you rate your current dental health?
A —— U e22 Mg 4R G SI0F B g =10

-Your last complete X-Rays ..........

Name of Previous Dentist

City

State

Phone Number

What is the most important thing

to you about your future

-Where do you want your dental health to be?

1 2 3

4 6 6 7 8 9 0

Why did you leave your previous dentist?

What is the most important thing to you about your dental visit today?

smile and dental health?
MEDICAL HISTORY
Please check any of the following that apply to you: High Blood Pressure [[] Respiratory Problems
LIAIDS Dizziness HIV Positive L] Rheumatic Fever
L_| Allergies (Seasonal) | Drug Addiction Jaundice L] Rheumatism
L Anemia Emphysema Jaw Joint Pain []scarlet Fever
L_| Anti-biotic Allergies | Excessive Bleeding Kidney Disease [l seizures
LI Arthritis Fainting Lidocaine L] stomach Problems
L_| Artificial Heart Valve Glaucoma Liver Disease ] Stroke
L_| Artificial Joints Heart Conditions [ Low Blood Pressure ] suifur
| Asthma Heart Lesions (Congenital) LI Mitral Valve Prolapse L] Thyroid Disease
__| Blood Disease Heart Murmer Nervousness/Depression ] Tuberculosis
L] Bruise Easily [l Heart Surgery Pacemaker [l Uicers
- Cancer | Hepatitis A Phen Fen (1 month +) L] Venereal Diseases
L_| Chemotherapy | Hepatitis B Pregnant Currently [J other
[l Diabetes [[J Hepatitis C (] Radiation (head/neck)

Do you have any of the following allergies?

Are you under a physician’s care? What for?

[ Aspirin [ Codeine

Vicodin ] Erythromycin
E gg{f‘;“s Oxide \’;:'r'l'}’(’:‘i“mn Are you taking any medications? What?

Local Anesthetic Metal

Latex [ other Have you ever had to premedicate before any dental visits due
Family Physician Phone Number to: Heart Murmur, Joint Replacement, Rheumatic Fever?

Yes No ?

*If yes, what type of premedication?

Authorization

| have reviewed the information on this questionnaire, and it is accurate to the best of my knowledge. | understand that this information will be
used by the dentist to help determine appropriate and healthful dental treatment. If there is any change in my medical status, | will inform the
dentist.

| authorize the insurance company indicated on this form to pay to the dentist all insurance benefits otherwise payable to me for services
rendered. | authorize the use of this signature on all insurance submissions.

| authorize the dentist to release all information necessary to secure the payment of benefits. | understand that | am financially responsible for
all charges whether or not paid by insurance.

Signature: Dental Personnel Initials:




