AKHRASS DENTAL IMPLANT

PATIENT INFORMATION

& CosMETIC CENTER

DDS

FAAID
DABOI/ID

NAME:
(Firsr) (MiDDLE) (LasT)

Howme NUMBER: ‘Work NUMBER: CELL PHONE:
Soc. SECURITY #: BIRTHDATE: SexM— F—
MaritaL StaTUs (CircLE ONE): SINGLE MARRIED WipoweDp Divorcep
ADDRESS: Crry: STATE: VA1
EMAIL: EMPLOYER: OCCUPATION:
CONFIRM MY APPOINTMENTS BY (CIrCLE ONE): TexT MESSAGE EmaL Prone CALL
PARENT’S NAME (IF CHILD): PHONE: EwmpLoyep By:
SpousE’s NAME: PHONE: EmpLoYED By:
BUsINESS ADDRESS: Business PHONE:
How Db You HEar ABout OUr OFFICE?
ReasoN For Visir:

DENTAL INSURANCE
INSURED NAME:
HowmE NUMBER: ‘Work NUMBER: CELL PHONE:
ReLaTionsHip To PATIENT: BIRTHDATE: Soc. SECURITY #:
ADDRESS: Crry: STATE: 71p:
(Ir DirrERENT THAN PATIENT)
DENTAL INSURANCE COMPANY:
SusscriBer ID#: Grour ID#:




ADDITIONAL INSURANCE

Is PATIENT COVERED BY ANOTHER DENTAL INSURANCE PraAN: YES NO

SUBSCRIBER NAME: RELATIONSHIP TO PATIENT:

Soc. SECURITY #: BIRTHDATE:

HoMmEe PHoNE: Work PHONE: CELL:

ADDRESS: Ciry:; STATE: Z1p:

(Ir DirreRENT THAN PATIENT)

DentAL INSURANCE COMPANY:

Susscriser ID#: Group #:

FINANCIAL AGREEMENT & AUTHORIZATION FOR TREATMENT

I AUTHORIZE TREATMENT OF THE PERSON NAMED ABOVE AND AGREE TO PAY ALL FEES AND CHARGES FOR SUCH TREATMENT. | AGREE
TO PAY ALL CHARGES FOR ME, AND MEMBERS OF MY FAMILY SHOWN BY STATEMENTS, PROMPTLY UPON PRESENTMENT THEREOF,
UNLESS CREDIT ARRANGEMENTS ARE AGREED UPON IN WRITING. CHARGES SHOWN BY STATEMENTS ARE AGREED TO BE CORRECT AND
REASONABLE UNLESS PROTESTED IN WRITING WITHIN 30 DAYS OF BILLING DATE. IN THE EVENT LEGAL ACTION SHOULD BECOME
NECESSARY TO COLLECT AN UNPAID BALANCE DUE FOR DENTAL SERVICES RENDERED TO ME OR MY FAMILY, 1/ WE AGREE TO PAY
REASONABLE ATTORNEYS FEES OR SUCH COSTS AS THE COURT DETERMINES PROPER. IT IS AGREED THAT PAYMENTS WILL NOT BE
DELAYED OR WITHHELD BECAUSE OF ANY INSURANCE COVERAGE OR THE PENDING OF CLAIMS THEREON, AND ALL PROCEEDS OF
INSURANCE ARE ASSIGNED TO THIS OFFICE WHERE APPLICABLE, BUT WITHOUT THEIR ASSUMING RESPONSIBILITY FOR THE COLLECTION
THEREOF. (A COPY OF THIS ASSIGNMENT IS AS VALID AS THE ORIGINAL).

SIGNATURE OF PATIENT OR LEGAL (GUARDIAN: DATE:

DEnTAL HEALTH HISTORY

PatientT NAME:

(LasT) (Firsr) (MipDLE INITIAL)
DatE oF Last DENTAL CARE: Reason For Topay’s VisiT:
FormER DENTIST: REASON FOR LEAVING:

How OFTEN DO YOU FLOSS? How OFTEN DO YOU BRUSH? Doyousmoke? Y / N




DenTAL HEALTH HISTORY

Do YOU TAKE ANY HERBS? Ir YES, WHICH ONES?

ANY SIDE EFFECTS? Ir YES, PLEASE EXPLAIN

PLEASE CHECK BELOW IF YOU HAVE HAD ANY OF THE FOLLOWING:

U Bap Breatn 1 GRINDING TEETH O SENSITIVITY TO HOT

U Breepine Gums 1 LoOSE TEETH OR BROKEN FILLINGS U SENSITIVITY TO SWEETS

U CLICKING OR POPPING JAW (1 PERIODONTAL TREATMENT U SENSITIVITY WHEN BITING

U Foon COLLECTION BETWEEN TEETH 1 SENSITIVITY TO COLD U SORES OR GROWTHS IN MOUTH

U CHIPPED OR BROKEN TEETH

Our OFFICE, UPON RECOMMENDATION OF THE AMERICAN DENTAL ASSOCIATION, APPLIES TOPICAL FLUORIDE EVERY 6 MONTHS TO
AID IN THE PREVENTION OF TOOTH DECAY, THROUGH THE AGE OF I2 YEARS. MOST DENTAL INSURANCE COMPANIES WILL COVER THIS
PROCEDURE ONCE A YEAR. PLEASE INITIAL ONE OF THE CHOICES BELOW:

YES, I UNDERSTAND AND GIVE MY CONSENT TO THE APPLICATION OF FLUROIDE EVERY 6 MONTHS.

NO, I REFUSE THE APPLICATION OF FLUORIDE EVERY 6 MONTHS AS RECOMMENDED BY THE AMERICAN DENTAL ASSOCIATION.

MEebicAL HisTory

Puysician’s NAME: DATE OF LAST VISIT:

HAVE YOU HAD ANY SERIOUS ILLNESSES OR OPERATIONS? Y / N

DESCRIBE;

HAVE YOU EVER HAD A BLOOD TRANSFUSION? Y / N

Ir YES, GIVE APPROXIMATE DATE!:

HaAs YOUR PHYSICIAN EVER TOLD YOU THAT YOU NEED TO TAKE ANTIBIOTICS (PRE—MED) PRIOR TO HAVING ANY DENTAL WORK
DONE DUE TO RECENT JOINT REPLACEMENT, HEART SURGERY, ETC. Y/N

(WomeN) ARE YOU PrREGNANT? Y / N Nursine? Y / N Takine Birta ConTrROL PiLLs? Y / N
MEDICATIONS ALLERGIES
LIST ANY AND ALL MEDICATIONS YOU ARE TAKING: U AspIrIN QO PENICILLIN
U BARBITURATES (SLEEPING PILLS) O SuLra Drucs
U CobEINE O LATEX

U LocAL ANESTHETIC Q OruER




MEebicAL HisTory

CHECK IF YOU HAVE HAD ANY OF THE FOLLOWING:

a AIDS

O ANEMIA

Q Arruritis, RHEUMATISM
Q HIV PosiTive

O Jaw Pav

O ARTIFICIAL JOINTS

O AstHMA

O Back ProBLEMS

U Broob Diseask

O Cancer

O CuemicAL DEPENDENCY
U CHEMOTHERAPY

U CircuLATORY PROBLEMS
U CorTisONE TREATMENT

O CoucH, PERSISTENT

O CoucH uP BLOOD

U DiaABETES

O Skin Rasn

O EpiLepsy

O Fainting

U Gravcoma

U HeapacHES

O Heart Murmur
O Heart ProBLEMS
DEScrIBE

O HemorniLia/Excessive BLEEDING
O HepaTiTis

U Hicu BLoob PreSSURE

U Hicn CHOLESTEROL

O ArtiriciaL HEART VALVES

U MiGRAINES

U KipNEY DiSEASE

O Liver DiseAsE

O MitraAL VALVE PrOLAPSE

U Nervous PrRoBLEMS

1 PACEMAKER

U PsycHiaTric CARE

U RabiatioN THERAPY
O RESPIRATORY DISEASE
U SLEEP APNEA

U RurumaTic FEver

4 ADD/ADHD

U SEIZURES

O RerLux

O STROKE

U SweLLING FEET/ANKLES
U TrayroiD PROBLEMS
W Tosacco Hasir

O TonsILLITIS

U TusErCULOSIS

O ULcer

O VENEREAL DISEASE

THE ABOVE INFORMATION IS COMPLETE AND ACCURATE TO THE BEST OF MY KNOWLEDGE. | WILL NOT HOLD MY DENTIST OR ANY
MEMBER OF HIS STAFF RESPONSIBLE FOR ANY ERRORS OR OMISSIONS THAT | MAY HAVE MADE IN THE COMPLETION OF THIS FORM.

SIGNATURE:

DATE:




