MARSH FAMILY DENTAL

Patient Information

Patient Name: Date:
Birthdate: Social Security #:
Drivers Lic.: E-mail:
Address:

Street Apt.

City State Zip
Home Phone: Cell Phone:

Referral Information

Whom may we thank for referring you to our office?

Spouse or Responsible Party

Name: Relationship:
Birthdate: Social Security #:
Drivers Lic.: E-mail:
Address:
Street " Apt.
City State Zip
Home Phone: Cell Phone:

Primary Insurance Information

Name of Insured: Birthdate:

Employer:

Insurance Company:

Subscriber ID:

Group Number:

Secondary Insurance Information

Name of Insured: Birthdate:

Employer:

Insurance Company:

Subscriber ID:




o Sn s edical Inforn

Please indicate if you have or have had any of the following diseases or problems.
Joint Replacement: Have you had an orthopedic total joint Allergies - Are you allergic to or have had a reaction to:
(hip, knee, elbow, finger) replacement? ____ ... . .............. Y N ACIYIC, e Y N
- - : = Y T e A O Y N
Are you taking or scheduled to begin taking either of the Codeine Y N
medications, alendronate (Fosamax) or risedronate (Actonel) ErythromyGin, oo Y N
for osteoporosis or Pagets disease? ... .. .............ccocee.ol Y N Latex__ S Y N
Since 2001, were you treated or are you presently scheduled lﬁzc:‘?‘l:ﬁ:esthehcs """"""""""""""""""""""""""" \y( :ll
to begin treatment with the intravenous bisphosphontes Tetracycli'rié """"""""""""""""""""""""""""""" Y N
(Aredia or Zometa) for bone pain, hypercalcemia or skeletal Metals: T
complications resulting from Paget's disease, multiple myeloma If yes, specify: Y N
or metastatic CanCer?_ ... ...........cccceeeeeeeeccnniaeeeeannnas Y N Other allergy not listed:
WOMEN ONLY - Are you: Ifyes specify: -0 r =
Taking birth control pills or hormonal replacement? ___.___._._.._.. Y N List any prescription or over the counter medicine(s) you are presently
Pregnant? taking:
Ifyes, numberofweeks .. .....oceeeenoe. Y N

Please indicate if you have or have had any of the following diseases or problems.

Artificial (Prosthetic) Heart Valve . ... ... ... Y N AT, e Y N
Previous Infective Endocarditis ____ ... ... Y N Autoimmune DiSease e Y N
Damaged Valves in Transplanted Heart_______.._...__............. Y N Rheumatoid Arthritis s Y N
Congenital Heart Disease (CHD): Systemic Lupus Erythematosus .. ... . ...o.ooociiiiiiiioiaan. Y N
Unrepaired, cyanotic CHD_____ . .. . iiiiiiiiiaanns Y N 73201 1) 111 O S, Y N
Repaired (completely) inlast6 months_ . _._.._............... Y N EMPNYSeMa, e nenae Y N
Repaired CHD with residualdefects. .. ._.._................... Y N TUDBICUIOSIS e Y N
Pulmonary ShUNtS e eeaeeeaeeanaas Y N
Except for the conditions listed above, antibiotic prophylaxis is no Cancer/Chemotherapy/Radiation Treatment, _____.___...._......... Y N
longer recommended for any other form of CHD. DIaDB S e Y N
Fen-Phen (fenfluramine/phentermine) Therapy. . _.................. Y N
Cardiovascular DiSease, ..o eeeeaaanas Y N Eating DiSOrder e Y N
N e 1o N Y N Gastrointestinal Disease/Stomach Problems ... _._____..... Y N
Congestive Heart Failure _____ ... .. . i Y N TV PTOBIOMS . ... .oooeen o con oo sos e ts s s e aa s Es Y N
Pamaged HeartValves . . . cccsiesvessessseassssmssses Y N SHOK . e Y N
Heart AACK e Y N Hepatitis, Jaundice or Liver Disease_ ... ... .........ccccceeenes Y N
Heart MUITT e eeeeemmmmans Y N Kidney Problems. . eeeeees Y N
LOW Blood PressUre, e Y N Sexually Transmitted Disease __ ... ... ... ....iociiiiiieenans Y N
High Blood Pressure._ .. ... ..ooiiieeeeeeeaeeeas Y N OStEOPOIOSIS . e eemeean Y N
Other Congenital Heart Defects ... .. ... ... .occooooiiiian. Y N Drug/Alcohol ADUSE. .. e Y N
Mitral Valve Prolapse .. Y N BRIy - oo Y N
PaCeMaK T s Y N Neurological Disorders
RheUMAtiC FOVET e emmnmen Y N If yes, specify: i Y N
Rheumatic Heart Disease, . ... e eeeeaaannn Y N Mental Health Disorders
Abnormal Bleeding. e eeee——a—a——- Y N Ifyes, specify: ... Y N
1N 1=t T Y N Other medical condition not listed:
Coumadin/Blood Thinner Therapy . ..o e e ceeeeeenn Y N Ifyes, specify: .. Y N
AIDS or HIV INfeCON e eeeeeeenan Y N
Have you had any previous hospitalizations or surgeries?:.__Y N If yes, specify:
Are you currently under the care of a physician? Y N If yes, please explain:

List the name of your physician and phone number:
List the name and phone number of someone to notify in case of an emergency:

N

N T R onzationiand CONSENIN. 40 e Viketh Siibo i A7
| understand that the information that | have given today is correct to the best of my knowledge. | also understand that this infor-

mation will be held in the strictest confidence and it is my responsibility to inform this office of any changes. | hereby consent to
and authorize the dental office to administer such medications and perform such diagnostic, photographic, and therapeutic pro-
cedures as may be necessary for proper dental care. | hereby authorize payment directly to the dental office of the group insur-
ance benefits otherwise payable to me. | understand that | am responsible for all costs of dental treatment. i further understand
that payment is due at the time of treatment unless prior arrangements have been made. | grant the right to the dentist to re-
lease my dental/medical histories and other information about my dental treatment to third party payors and/or other health pro-
fessionals.

Patient or Responsible Party Signature: Date:

T

Dentist Signature: Date:



Primary reason for this appointment:

o Examination

A

o Emergency o Consultation

Patient Name: Date:

(The following responses are for the patient)

Do you have a specific dental problem today? ... v e Y N
If yes, please explain:

Do you have dental examinations on @ routing basis?............ooocvviiiiie o Y N
Last visit?:

Do you brush your teeth on @ routing basiS? ............c.eieiinii i Y N
How often?:

DO you flosS ON @ rOUtING DASIS? ..........eviimiriiiiiiiiiiis i s Y N
How often?:

DO YOU KE YOUF SIMIIB?......vuviiieiieiiiieiiieies et e b i Y N
If no, why?:

Do you think you have active tooth deCay? ... i Y N

Do you think you have gUM dISEASE7.........ccceuriiuririiniiiiiis i e s Y: N

DO YOUF QUMS DIBEAP. ...t ieiieies ittt o b Shb s ¢ N

Do you have any 100Se tEBtN?..........ciiiiiiiiiiiiiies i Y N

Have you ever had any periodontal (QUM) treaments? ..o i Y N
If yes, when?: where?:

Do you want to keep your remaining teth? ...........ooiiiiii i s Y N

Do you ever have clicking, popping, or discomfort in the jaw JoINt?.........c..cooeiii v Y N

DO you brux or grind YOU tEEHN?..........ouiiiiiiiiniiiiis i e s Y N

DO you SMOKE OF ChEW tODBCCOT ........ooviiiiiiiiieieies ot bbb s Y N

Have you ever had orthodontic (braces) treatment? ... i s Y N

DO you wear dentures OF PATHAIS? .........ccoiiirieiiiiis wtiiii i b Y N
If yes, are you satisfied with them?:

Have you had any problems associated with previous dental trEAtMENE?..........ovorsssissiesmomsns wsemsmmesissismes Y N

If yes, please explain:

Name of previous dentist (optional):
Date of last full mouth x-rays (16 small films or panoramic):

To the best of my knowledge, | certify that the information given above is correct.

Signature of Patient/Legal Guardian:
Dentist Signature:

Date:
Date:
Date:
Date:

Date:

\J

Comments:

Comments:

Comments:

Comments:

Comments:

Initials:

Initials:

Initials:

Initials:

Initials:
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