PATIENT INFORMATION

1L-2008

Patient Last Name: First name MI
Address:
Street Apt # City State Zip
Preferred Name: Spouse’s Name: (OMale OFemale Date of Birth: [ |
Home Phone: Work: Cell:

Marital Status: O Single O Married O Divorced O Widowed Social Security #:

Email address:

Employer’'s name: Occupation:

Best place to contact you? O Home O Cell O Work O Email

(Please check employment status: O Full O Part Time)

School Name: Student ID (if you have dental insurance):

(Please check student status: O Full OJ Part Time)

Emergency Contact: Emergency phone(s):

HEALTH INFORMATION

Have you ever had any of the following? Please check those that apply:

O AIDS, HIV Positive O Fainting O Nervous Disorders
O Allergies O Glaucoma O Osteoporosis
O Head Injuries O Pacemaker
O Arthritis O Heart Disease O Pregnancy
O Artificial Joints 7 Heart Murmur Due Date:
O Asthma O Radiation Treatment

O Hepatitis (Type )

O Blood Disease O Respiratory Problems

O Herpes

O Stroke

O Tuberculosis

O Ulcers

[ Venereal Disease
O Codeine Allergy
O Penicillin Allergy
O Allergies to other

O Cancer 0 ngh Blood Pressure O Rheumatic Fever Medications
O Diabetes O Kidney Disease O Seizures
O Epilepsy O Liver Disease 0 Sinus Problems MEDICAL ALERT

O Excessive Bleeding O Stomach Problems

O Mental Disorders
Medications currently being taken:

Have you ever had any complications following dental treatment? O Yes O No
If yes, please explain:

(PLEASE DO NOT WRITE IN THIS SPACE)

Have you ever been admitted to a hospital or needed emergency care during the past 2 years? O Yes O No

If yes, please explain:

REFERRAL INFORMATION

Whom may we thank for referring you to our practice? O Another patient, friend, or relative [ Another dental office

O Website O Newspaper O School OWork O Email O Other:

Name of person or office referring you to our practice:




Individual Responsible for payment of your account (Only complete if different from patient information):

Guarantor’'s Last Name: First name MI

Address:

Street Apt # City State Zip
Marital Status:0 Single O Married O Widowed  Social Security #:

Date of Birth: / / Preferred Email address:

Employer’'s name: Relationship to patient:

DENTAL INSURANCE INFORMATION

Section A (only complete if policy is not in your name):

Policy Holder's Name:

Address:

Last First MI

Street Apt # City State Zip
Is policy holder a patient of our practice? OYes O No

Policy holder’s date of birth: Policy holder’s social security #:

Policy holder’'s employer:

Home Phone: Work: Cell:

Section B (only complete if you did not give us a current dental insurance card):

Insurance company name:

Ins. Co. claim mailing address:

Street or PO Box City State Zip
Ins. Co. phone # for eligibility: Ins. Co. Phone # for Claims:
Group ID: Policy #: Other #:

CONSENT FOR DENTAL SERVICES

Please read and sign:

| agree to pay the amount charged for all services rendered by this office at the time of treatment. If | fail to remit payment for services rendered, | agree to pay all costs and reasonable attorney
fees incurred by this office to collect my balance.

Patients who carry dental insurance understand that you are personally responsible for payment of all dental services rendered by Dr. Chamberlin or his assignees. Dr. Chamberlin’s office will
help prepare your insurance forms and assist in making collections from insurance companies based on the information provided on this form. Any such collections from insurance will be
credited to your account. However, this office cannot guarantee what your insurance company will pay for your treatment. | understand that | am ultimately responsible for payment in full of all
services rendered by this office.

| grant permission to Dr. Chamberlin, or his assignees, to telephone me at home, work, cell phone number, or by email to discuss any matters related to my dental treatment; the associated fees
due for services rendered; or any other matter related to information on this form. | understand that any photos or video taken by Dr. Chamberlin and/or staff are the property of Dr. Chamberlin.
However, photos or videos taken by Dr. Chamberlin and/or staff may not be used for external marking without my signed consent.

If I ever have any change in my health, | will inform Dr. Chamberlin or his assignees at the next appointment without fail.

To the best of my knowledge, all of the proceeding answers and information provided are true and correct.

| have read the above conditions of treatment and payment and agree to their content.

Signature of patient, parent or guardian: Date signed:

Relationship to patient:




DENTAL HEALTH

Welcome to our practice. So that we can be prepared for your visit, please complete this Dental
Health Questionnaire as completely as possible. Circle “Yes” or “No” where indicated.

e What is your main reason for making this appointment?

When was your last dental visit? Your last dental cleaning?
¢ Do any of the following cause you discomfort? Hot? Yes - No Cold?  Yes—No
Sweets? Yes - No Chewing?  Yes—No
¢ Do you have any difficulty chewing food on either side of your mouth?........................ Yes — No
e Do you have any digestive problems?...........o.oiuiiiiiiiii i Yes —No
e Do you have any missing teeth?....... ..o, Yes —No
e Have your missing teeth ever been replaced?.............cooiiiiiiiiiiiiiii Yes —No
If so, how? []Fixed Bridge []Removable Partial [1 Full Denture [ Dental Implant
e Do youhave any 100se teeth?. ... ... ..o Yes — No
e Do you have any cracked or broken teeth?.............. .o Yes — No
¢ Do you do any of these more than once per day: Drink soda pop?..........ccooeviviiiiiinn.nn. Yes — No
Use breath mints?..........cccoooviiiiinn. Yes — No
Chew GUM?.....coviiiiiiiiiiii Yes — No
e Have you ever had a bite appliance, guard, or any other treatment for your bite?............... Yes — No
e Do you ever clench or grit your teeth?...........coiiiiiiiiii e, Yes — No
¢ Do you ever have/or ever had any headaches?................cooiiii Yes — No
e Do you ever have/or ever had ear pain?...........oooiiiiiiiii e Yes — No
¢ Do you ever have/or ever had tension, aching, or a tired feeling in your jaws?.................. Yes — No
e Do you ever have/or ever had clicking or popping in your jaws or €ars?......................... Yes — No
e Have you ever had any gum problems?............oiiiiiiiii e Yes — No
®  Jfyes, Was Tt treated?. ...ttt Yes — No
¢ Do/did your parents have dentures or gum diS€ase?...........cevvuiiiiiiiiiieiiiiiieiieaiieannns Yes — No
¢ Do your gums bleed while brushing and flossing?.............cooiiiiiiiiiiiii Yes — No
e Do you floss your teeth more than 3 times per week? (be honest — most don’t floss!)......... Yes — No
LN (o 1 B T 11 10) ) o PP Yes —No
e Have you ever had orthodontic treatment?..............ooiiiiiiiiiiiiiiii i, Yes — No
e Have you ever whitened (bleached) your teeth?................coiiiiiiiiii e, Yes — No
e Have you ever considered tooth whitening?.............ccoiiiiiiiiiii i e, Yes — No
e Are you unhappy with your Smile?...........c.ooiiiiiiiiii e Yes — No
If yes, what would you change: Straighten/get rid of spaces Yes — No
Whiten Yes — No Make teeth larger Yes — No
Make teeth smaller Yes — No
Other
® Does dental treatment cause anxiety for you?..........ccoiiiiiiiiiiiiiiiiii e Yes — No
e Have you ever had an unpleasant experience at the dentist?..................c.ooiiiiin. Yes — No
¢  Would you ever consider being sedated for dental treatment?.......................cl Yes — No
[ ]

Is there anything else you’d like us to know?

Thank you for your time answering these questions.

Patient’s Name Date Assistant’s Signature



