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Name | Name
Mailing Address Zip Code Mailing Address Zip Code
Social Security # Date of Birth Driver's License # " Insured's Date of Birth
Home Phone # Work Phone # Home Phone # Work Phone #
Employer Name Work Address Employer Name Work Address
Dental Insurance Name Group Number Dental Insurance Name Group #
Are you covered by another dental plan?  Yes/ No
Insured Employee's Name Social Security #

If yes, Provide information in right hand column
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. Are you in general good health at the present time? Yes/No
2. Are you under medical treatment now? Yes/No What for?
Are you taking any drugs or medications? Yes / No Please list medications and dosages
. Have you had any major operations, including artificial joints placed? Please list
. Have you had an adverse reaction to any drugs, mcludmg pemcllhn? Please list ,
. Do you have an allergy to latex? _ . Yes / No
Has your doctor ever informed you that you have or have had |
A heart ailment, heart murmur, rheumatic fever Yes / No
High blood pressure? Yes / No
Respiratory or lung disease? Yes / No
Diabetes? Yes / No
Blood, liver, thyroid, or kldney dlsease‘7 Yes /No
Tumors or growths? Yes / No
Stomach or intestinal disease? Yes / No
Yellow jaundice, hepatitis, or tuberculosis? Yes / No
HIV positive or AIDS? Yes / No
Have you ever taken diet drugs including Phen-phen? Yes/No
Do you have a history of fainting? | Yes / No
Women: are you pregnant? Yes / No
| PATIENT DENTAL HISTORY
. Do you have any dental concerns at the present time? Yes / No
. When were your last full mouth x-rays taken? Where? Dr.
. Does your jaw pop, click or lock while chewing? Yes / No
. Do you have pain in or near your ears? Yes / No
. Do you clench your teeth during the day or night? Yes / No
Does any part of your mouth hurt when clenched? Yes / No
. Have you experienced any growths or sore spots in or around your mouth? Yes / No
. Have you had Novocain anesthetic? Yes / No
. Any reactions or allergic symptom to Novocain? " Yes/No
Any difficult extractions in the past? Yes / No
Prolong bleeding following dental work in the past? Yes / No
Do you have bleeding receding gums or loose teeth? Yes / No
Have you ever been told you have trench mouth or gum disease? Yes / No

PATIENT MEDICAL HISTORY

To my knowledge all the above facts are true and permission is hereby granted to Dr. Adriana Lalmde to provide dental care
for the above patient after discussion of treatment necessary.

Consent:
The undersigned hereby authorizes Doctor to take X-rays, study models, photographs, or any other diagnostic aids deemed appropriate by Doctor to make a thorough diagnosis of -
the patient's dental needs. | also authorize Doctor to perform any and all forms of treatment, medication and therapy, that may be indicated in connection with above patient or
myself and further authorize and consent that Doctor choose and employ such assistance as he deems fit. | also understand the use of anesthetic agents embodies a certain risk. |
understand that responsibility for payment for Dental Services provided in this office for myself or my dependents is mine, due and payable at the time service is rendered unless
financial arrangements have been made. | further understand that a 1.5% finance charge (18% annually) will be added to any balance over 60 days. In the event of default | (we)
promise to pay legal interest on the the indebtedness, together with such collection costs and reasonable attorney fees as may be required to effect collection of the note.

Patient ___ | Date__ / /

Parent or Responsible Party

Witness

Referred By
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‘As a courtesy to all of our patients we do bill insurance and give
estimates on treatment planned. However, the patient is ultimately
responsible for all charges incurred. In order to assist you, we do contact
the insurance company and obtain a breakdown of your dental benefits.
Although we strive to give an accurate estimate, this is not a guarantee
of payment by your insurance company. Your coverage may vary due to
certain conditions or specifications of the policy. In such circumstances
you will be responsible for any remaining balance. The amount due at the
time of service is an estimate only!

Patient Signature Date





