
IFTHIS

APPOINT

IS FORY(

START H]

DATE 1

t\

--/
1/

LAST NAME FIRST M.I

PREFERS TO BE CALLED BY

ADDRESS

CITY STATE ZIP

HOME PHONE NO FAX

CELL EMAIL

BIRTHDATE MALE FEMALE

MARRIED SINGLE DIVORCED WIDOWED

SOCIAL SECURITY NO,

DATE

LAST l.lAME FIRST M,l

ADDRESS

F(-)H

STAI

CITY STATE ZIP

HOME PHONE NO.

BIRTHDATE AUE MALE FEMALE

SCHOOL GRADE

SOCIAL SECURITY NO.

PATIENT REGISTRATION
PLEASE COMPLETE THE FOLLOWING EONFIDENTIAT INFCIHMATIGN

ITHIS

PPOINTMENT

i FORYOU

TART HERE

,POlNTMENT IS

)RYOURCHILD
AH I HTHE

IF YOUR CHILD'S LAST NAME AND/OR ADDRESS ARE NOT THE SAME AS YOURS, FILL IN THE TOP BOX ALSO

DENTAL INSURANCE 2

PRIMARY CARRIER

INSURANCE COMPANY

GROUP NO.

EMPLOYER NAME

INSURED'S NAME

DATE OF BIRTH IRELATIONSHIPTO PATIENI

INSURED'S I.D. NO.

INSURED'S SOCIAL SECURITY NO.

SECONDARY CARRIER

INSURANCE COMPANY

GROUP NO.

EMPLOYER NAME

INSURED'S NAME

DATE OF BIRTH I RELATIONSHIP TO PATIENT

INSURED'S I.D. NO.

INSURED'S SOCIAL SECURITY NO,

ACCOUNT TNFORMATTON 4

PERSON FINANCIALLY RESPONSIBLE FOR ACCOUNT

NAME

RELATIONSHIP TO PATIENT I SOCIAL SECURITY NO

/.

\.

GETTING TO KNOWYOU 3
ADDRESS

IS ANOTHER MEMBER OF YOUR FAMILV OR RELATIVE A PATIENT
AT OUR OFFICE?

NAME: RELATIOI{SHIP:

CITY STATE ZIP

PHONE NO
YOU WERE REFERRED TO US BY

YOU
YOUR FORMER ADDFESS

NAME

OCCUPATION
CITY STATE ztP

EMPLOYER'S NAIVE PERSON TO CONTACT FOR EMERGENCY

ADDRESS CITY PHONE NUMBER

PHONE NO, FAX NO, ADDRESS

YOUR SPOUSE CITY STATE ZIP

NAME
CLOSEST RELATIVE NOT LIVING WITH YOU

OCCUPATION
PHONE NUMBER

EMPLOYER'S NAME

ADDRESS
ADDRESS CITY

PHONE NO. FAX NO.
CITY STATE ZIP

@ pride fnsrirure FoRM ool (o9"o2) PleASe tUfn OVef And Sign t.8oo.925.26oo www.prideinsrirure.com



3,

4,

CONSENT FOR TREATMTNT

l, I herebir cuthorize doctor or designcted stoff to toke x-roys, study models, photographs,

cnd other dicgnostic cids deemed appropricte by doctor to make o thorough diagnosis

of (ncme of potieni) 's dentcl needs,

2, Upon such diagnosis. I outhorize doctor to perform cll recommended treclment
mutuclly agreed upon by me and io emplcy such ossisfcnce o$ required lo provide
proper ccre,

I cgree to fhe use of cnesthefics, sedctives cnd other medication os necesscry. I fully

understond ihci using cnesthelic cgents embodies cettsin risks, I understond thoi i

con csk for c complete recitol of ony possible complicctions.

I give consent fo the docfor's or designoted sicff's use cnd disclosure of cny orcl,

wrilten or electronic heollh records thaf ore individuqlly identifiable ss mine fot the
purpose of corrying ouf my trectment, poymenf cnd health ccre operctions, I

undersfond thot oniy the minimum cmount of informction necesscry to provide quolity

ccre will be used or disclosed cnd that c nolice fuily ouflining the protection of my
personol heclih informotion is ovoilable,

I ogree to be responsihrle for payment of oll services rendered on my beholf of my

dependents. I understcnd thct poymenl is due of the time of service unless other

orrcngements hcve been mode, In the event payments ore not received by ogreed
upon dcies, I understond fhoi u ]-1 12% lcte chorge (.18% APR) mcy be added to my

occcunt. lf required, I clso understand c check of my credit history moy be mcde.

WilnessPctient's Signaturs

PcrentlResponsible Pcrty's Signcture Relotionship to Pctient



DENTAL HISTORY

Welcome! So that we ma)/ prouide you ruith the best possible care

please complete both sides of this medical/dental history form.
All information is comPleteb confdential.

What is the reason for your visit today?

Date of Last DentalVisit

What was done atyour last dental visit?

Last Dental Cleaning Last Full Mouth X.rays

Dentist's NamePrevious

Address State 

- 

Zip

Telephone

How often do you have dental examinations?

How ofien do vou brush vour teeth?

Have you ever used or are currently using topical fluoride? Yes No

How often do you floss?

What other dental aids do you use? (lnterplak, toothpick, etc.)

Do you have any dental problems now? Yes No

lf yes, please describe:

lf yes, where?

Do you:

Clench or grind your teeth while awake or asleep?

Bite your lips or cheeks regulariy?

Hold foreign objects with your teeth?

(pencils, pipe, pins, nails, fingernails)

Mouth breathe while awake or asleep?

Have tired jaws, especially in the morning?

Snore or have any other sleeping disorders?

Smoke/chew tobacco 0r use other tobacco products?

Have you ever been told to take a pre-medication prior to dental treatment?

ls there anything else about having dental treatrnent that you would like us to know?

Have you ever had:

0rthodontic treatment?

OralSurgery?

Periodontal treatment?

Your teeth ground or the bite adjusted?

A bite plate or mouth guard?

A serious injury to the mouth or head?

lfso, please describe, including cause

Have you experienced:

Clicking or popping of the jaw?

Pain? fioint, ear stde offace)

Difficulty in opening or closing the mouth?

Difficulty in chewing on either side of the mouth?

Headaches, neckaches or shoulder aches?

Sore muscles (neck, shoulders)?

Are you satisfied with your teeth's appearance?

Would you like to keep all of your teeth all of your life?

Do you feel nervous about having dental treatment?

lf so, what is your biggest concern?

Are any of your teeth sensitive to:

Hot or cold?

Sweets?

Biting or Chewing?

Have you noticed any mouth odors or bad tastes?

Do you frequently get cold sores, blisters or

any other oral lesions?

Do your gums bleed or hurt?

Have your parents experienced gum disease

or tooth loss?

Have you noticed any loose teeth or change

in your biie?

Does food tend to become caught in between

your teeth?

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Have you ever had an upsetting dental experience? Yes No

lf yes, please describe

Yes No

Yes No

lfyes, please describe

(Please complete other side)

o Pride Instifufe FORM Or5 (il.Oz) 1.800.925.2600 www. pridei nstituf e.com



MEDICAL HISTORY

iPatient gccofnt :\l@. I

I

i

I

1. Physieian's Name Phone ( )

D+scribe -
Yes No

Yes No

Yes No

Yes No

a

3.

4.

Have you taken any medication or drugs

Are you currently taking any medication,

during the past two years? ....,...,...

drugs, pills or herbal remedies, including regular dosages of aspirin?

Yes No

Yes No

No

No

No

lf yes, please list name and dosage

No

if 'les, did you take any of the foilowirtg? (circle if yes) Fen-Phen Pondimen Redux

Have you ever taken bone loss prevention drugs sueh as Fosamax, Actonel, Boniva or other similar drugs? ..,."....... Yes

Are you aware of having an allergic (or adverse) reaciion to any substance or medication? ............,...,.. Yes

lf yes, please specify

8" lncjicate which of the foliowing you have had, or have at present. Circle "yes" or "no" to each item.

0ther

5.

6.

Heart iSurgery, Disease, Attack)... Yes No

Chest Pain Yes No

Congeniial f lead Disease ........... Yes No

Hean llurmur Yes No

High/l-ov,r Blood Pressure ....,....... Yes No

Mitral \tal';e Prolapse Yes No

Adificiai Hearl 'vhiveiPacemaker ......... Yes No

|lheuiraticFever..,,..,.".,....,.,,...... Yes No

Arthritis/Fiheumatism.......,,.,,...."., Yes No

Cnriisone Medicine Yes No

Swolien Ankles ............ v,es i{o

$troke ............. Yes No

lliei {S^er:;al.'aeqirrctcrl\ YeS NOL'\'r rv-vv,u,,

Art:irciai Joints (hip, knee. eic,) ,.., Yes No

f{i,lnev Trcuble Yes No

Ulcers ............. Yes No

Diabetes Yes No

Thvroid Prohlems ......... Yes No

Glaucoma Yes No

Contact lenses .........,... Yes No

Emphysema Yes No

Chronic Cough ...,.."...,. Yes No

Tuberculosis Yes No

Asthma Yes No

HayFeverlAllergy/Hives.............. Yes No

l-atexSensitivity..........."..,........... Yes No

Sinus Trouble Yes No

Radiation Therapy Yes No

Chpmnthcrenv Yes Nov, ,v, | ,vu 
'v, 

qyrY

Tumors ..,......... Yes No

Hepatitis A B C (circle).,. Yes

Venereal Disease Yes

A.|.D.S./H.|.V. Positive Yes

Cold Sores/Fever Blisters ....,...., Yes

Blood Transfusion .,...,"...........,,.. Yes

Hemophilia Yes

Sickle Ceil Disease Yes

BrLrise Easiiy Yes

Liver Disease/Yellow iaundice .. Yes

Neurological Disorders Yes

Epilepsy or Seizures Yes

Fainting ar Dizzy Spells ,"........... Yes

Nervous/Anxi0us .......,............... Yes

Psychiatric/Psychological Care.. Yes

No

No

No

No

No

No

No

No

No

No

No

No

No

No

lf yes, please iist:

Women: Are you pregnant or think you could be pregnant? Yes _Months No Nursing? Yes Nlo

Do y6x xo* birth control prescriptions?

1i.
14
i 1-.

i unelerstand the above infarmation is necessary to provide me with dental care in a safe and efficient manner. I have

answered all questions to the best of nry knowledge. Should further information be needed, you have my permission to
ask the respective health care provider or aEency, who may release such information to you" I will notify the doctor of
any change in my health or medication.

PatientiGuardian Signature Date

{'listory Review

DateQgltqst $!0.,@ury
ro Fride Institufe FORM Or5 (rr.O7) r.8CIo.925.2600 rrww. pridei nstlf ute.com
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