DYER
DENTAL CARE

E

Patient Information Dental Insurance
Date e i ] . . Who is respongible for this account?
SB/HIC/Patient 1D # _ _ | Relationship to Patient
Patient Name _— . - | Insurance Co;
“Last Name
Group #
PRt Nake Widte Jndtai Is patient covered by additional insurance? [IYes [INo
Address
Subseriber’s Name
Gi e
o Birthdate_ i . Ss#
State — Zip L .
Relationship to Patient
E-rnail »
Insurance Co.
Sex [OM  T1F Age
roup #
Birthdate
) ASSIGNMENT AND RELEASE )
[ Married [ wWidowed I single 7 Miinor | certify that §, andfidr my dependeni(s), have insurance coverage with
S Y Py e, - o B . and assign dirsetly to
[1 Beparated 1 Divorced {7 Partnered for years Nams of Insurance Company(ies)
Ocaupation Br. all insurance benefits,
¢ y SO it any, otherwise payabie to me for services randered. | understand thatl am
Patiar Employer/Setiod! ’ ‘ financially responsible for gl chargss wheiher or not paid by insufance. |
Emplayer/School Address authorize the use of my signature on ali insurance submissions,
' The above-naried dentist fay use my health carsinformation and may disclose
such information o the above-named Insurance Companyiies) and their agents
. i . for the purpose. of obtaining payment for services and: determmmg insurancs
Emplayer/School Phone { ) benefits or the benefits payable for related services. This-consent will end when
Spouse’s Name my curent treatiment plan is completed or one year from the date signsd below.
Birthdate ] so Signature of Patient, Parent, Guardian or Parsonal Representative
Spousse’s Employer Please prini name of Palient, Parent, Guardian or Parsonal Sépfesemaﬁve
Whormn may we thank for referring you? . .
L gy Date ‘Relationship o Patient

Phone Numbers
Home { ) Worl { B) Ext Cell ' Phone { )

Spouse’sWork ( 3 . Best time and place to reach you
IN CABE OF EMERGENCY, CONTACT (Specify someone who does rict live in your household.}

Name . : ... Relationship

Home Phone { 3 . Work Phone { )

Dental History

Reason for today’s visit Chew on one side of mouth  [JYes [INo  Mouth breathing OYes [INe
Cigaretie, pipe, or cigar » Mouth pain, brushing TiYes CINo
s " staking Li"’?s LiNo  Orthodontic treatment Tives [ONo
ormer Dentis Clicking or popping jaw OYes TINO  pain around sar Cives [I'No
City/State Dry mouth LiYes [INo  pariodontal treatment DGves [INo
Date of last dental visit _ Shg:maxs biting UYes DINo  gensitivity to cold CYes OINo
) ‘ opd collection betwsen vty 30 b
Date of last dental X-rays ——  the'testh O¥es No ,S‘em?igf{y = heaj, L Lins
. ) - ... Sensitivity to swests COYes [ONe
Place a mark on "yes" or “na™ 16 indicate if Foreign objects CYes [INo Sensilivity whan biting Cives [INo
you have had any of the following: “Grinding testh CYes Sore . m’ ORI ity SouT
Bad breath [lYes [INo  Gums swollsn or tender [CYes | mouth Tives [io
Bleading gums OYes ONe  Jawpain or tiredness CYes , .
. e - ) i ™ vae e How often do you floss?
Blisters on lips of mouth CiYes [INo Liporcheek biting [iYes O3 :

Burning sensation on tongue [TYes [0 No  Loose teeth or broken filings [JYes TIN How oftenrt do you brush?




