Welcome

We are looking forward to having you join our great family of friends and patients.
The benefits of a healthy, beautiful smile are immeasurable and our goal is to allow you to
obtain the healthy teeth and attractive smile you want and deserve. Please complete this form so that
we can provide the best care possible for you.

fqéﬁuf (gf}“ Today's Date:

Name: Date of Birth:
I like to be called: Social Security Number:
Home Address: Home Phone:
Cell Phone:
E-mail:
Employer: Work Phone:
Occupation: When is the best time to communicate with you?
Marital Status: ~ Single Married Divorced Widowed and where?
SPOHE&’ 9nﬁ7’maﬁ0” Who may we thank for referring you?
Spouse’s name: Social Security Number:
Birthdate: Employer:
Employer #:

In case of an emergency, is there someone we can call?
Name: Other Family members seen by us?
Phone Number:

Insurance Information

ﬂv’mmy Insurance

Dental Insurance Name: Insurance phone #:
Ins. Co. Address: Group #;
Insured’s Name: Relation:

u\’econ&e{y Insurance

Dental Insurance Name: Insurance phone #:
Ins. Co. Address: Group #;
Insured’s Name: Relation:
Dental History
Why have you come to see us today? The date of your last dental visit:

previous dentist's name:

How would you describe the condition of your teeth and gums? O Have you ever had gum treatment2

O Good O Fair O Poor O Do your gums ever bleed? O ltch?

O Do you have any discomfort with your teeth and gums? O Have you ever had periodontal disease?

O How often do you floss? O Are your teeth sensitive?

O Have you ever experienced pain in your jaw joint? O Do you have mobility in your teeth?

O Do you grind your teeth? O Do you still have wisdom teeth?

O Have you ever been treated for TMJ symptoms? If you could change anything about the appearance of your
If yes, please explain smile, what would you like to do?2

O Do you have tension headaches?



Ll L Liofna
Health History
O Have you been hospitalized in the past 5 years2 Date of last health care exam:

It yes, reason: what was this exam for2

O Are you currently receiving care?
If yes, nature of care: What is the name of your current physician2

For the following questions please check all that apply. Your answers are for our records only and will be
confidential. Please nofe that during your initial visit you will be asked some questions about your
response. Our team may ask additional questions concerning your health.

O Abnormal heart condition O Acid Reflux O ADHD
O Alcohol/Drug abuse O Allergies O Angina
O Arthritis O Atificial Joints O Asthma
O Blood Disease O Cancer O Dental Anxiety
O Diabetes O Emphysema O Epilepsy
O Excessive Bleeding O Fainting O Glaucoma
O Hay Fever O Head Injuries O Heart (surgery,disease, attack)
O Hepaititis, any form O HIV positive or AIDS O Hypoglycemia
O Joint Replacement O Kidney Disease O Liver Disease (inc. Jaundice)
O Migraine Headaches O Mitral Valve Prolapse O Nervous Disorders
O Organ Transplant O Pacemaker O Radiation Treatment
O Rheumatic Fever O Sinus Problems O Stroke
O Thyroid O Ulcers O Venereal Disease
O Are you require fo Pre-Medicate before dental treatment? Women:
O Abnormal blood pressure? O Are you pregnant?
It yes, what is it usually: S /D (ex.: 120/80) O |If no are you planning a pregnancy in
the near future?
O Are you a nursing mother?
Are you allergic or have you had a reaction to: O Are you taking birth control pills?
O Local Anesthetic O Latex Allergy
O Penicillin or other antibiotics O Erythromycin
O Aspirin O Sulfa O Are you a smoker or have nicotine use?
O Codeine If yes, how much do you smoke per day?
O Other
Please list any medications you are currently taking:
O Are you taking or have you ever taken Fosamax? O Do you eat or drink grapetruit?
O Do you take antacids? If yes, how often? Food Allergies
O Are you taking any herbal supplements/medicines?
If yes, which ones? Sugar in your diet:

O None O Slight O Moderate O High

Authorization, Release, Photography Release, & Agreement to pay for services rendered
[ understand the information that | have given foday is correct fo the best of my knowledge. | also understand that this information will be held in the strictest
confidence and it is my responsibility fo inform this office of any changes in my medical status. | authorize the dental staff to perform any necessary denfal
services that | may need during diagnosis and freatment, with my in formed consent. Payment is due in full at the time of treatment, unless prior arrangements
have been made. | understand that | em responsible for payment of services rendered and also responsible for paying any co-payment and deductibles that my
insurance does nol cover. | hereby authorize payment directly fo the denfal office of the group insurance benefits otherwise payable fo me. | understand that |
am responsible for all costs of dentol freatment. | hereby authorize release of any information, including the diagnosis and records of freatment or examination
rendered, fo my insurance company. The leam at M Dental Studlio offen takes digital pholos in order to properly document the condition of your teeth and
gums. Additionally, these photos will help us fo make more accurafe diagnosis. Dr. Ruegsegger might publish articles and make presentations fo other dentists
where these photos are invaluable in explaining the lafest fechnigques and the resulls that can be achieved when done precisely. My signature acknowledges that
photographs of me may be used for educational purposes as stated above.

Signature Date







