Gentle Dental Ca.re L - L )

mfo@gent[edentafg: com _ -

Personal Information

- Chart#:
' FOR OFFICE USE ONLY
Pafient Name:
Last First M Prefarmed Name
Title: Gender: {} Male () Femde Family Status: O Maried (O Singie (O Chid O Other
MritsiMrs/ete .
Rirth Date: ) & _ - - Prav. Visit
Email Address: Best fime to cail:
Phonea:
Home Mebile Work Ext Fax Other
Address:
Address 1 Address 2
ciey 0 . State Zip Code: -

The following is for: (O the patient () the person responsible for payment O bath O not applicable

Employer Name: #‘hone:

Employer Address:

Address 1 Address 2

City State 7ip Code

Is the patient a student? () Yes (I MNo

Which doctor would you like to see? ,

CNo Preference  LIDr. Kristine Harris  CIDr. Jama Obermiller [(ODr. Kristen Luther [3Dr. Ryan Harris

Whoe may we thank for referring you o our office?

Mame and phone number of another contact not living with you.

c=tof4




Name of insuted:

Insurance Information

Insurance Plan Name:

Naine of insured:

Last First Ml
Patient's refationship to insured: () Setf (O Speuse (O Chid () Other
Last Firsi M

Patient’s reiationship to insured: () Saif (O Spouse (O chid ) Other

Insurance Pizn Name:

Responsible Party

The following is for: () the patient’s spouse (O the person responsible for payment () both () neither-not applicabie

Name:

Last
Title:
Mr/isiMrsiete

Gender: ) Mae () Female

First %3 Preferred Name
Famity Status: () Maried (O singie (O Chid () Cther

Birth Date: SS#: - - Did:
Email Address: Best time to call:
Phone:
Haome Mabile Work Ext Fax Other
Address:
Address 1 Addrass 2
City ’ State Zip Code
The fellowing is for: () the patient () the perscn responsiie forpayment () both () not applicable
Employer Name: Phonre:
Employer Address:
Address 1 Address 2
City State Zip Code

*The person who signs this fonm is ullimately responsible for the account. Corespondence regarding this account will be directed to the person who is responsibie for the account.
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[] AlDsHNV

[ Aftificial Joints
7] Cerebral paisy
{1 Cystic Fibrosis

D Erythromycin allergy

[} Glaucoma

D Heart Bypass
[} Hemophiia

[] eV

B Latex Allergy
{1 Muitiple sclerosis
[} Ostecporosis
[T Peniciiin Allergy

i} Respiraiory Problems

[} Sinus Problems
7 Suifa Aliergy

] Utcers

if you checked any of the above conditions, please oxpiain:

] Amox Allergy

[ Asthma

]j Chemotherapy TxXs
[[] Diabetes

{1 Bxcessive Bleeding

F T Head Injuries

[} Heart Discase
B Hepatitis

[} Jatndice

[] Liver Disease
[} mwr

[ Other

[ 1 Pine hut Aflergy
[} Rheumaic Fever
D Spedial Neads
E:i Thyroid Problems
] Venereal Disease

Patient Medical History

[ Anemia

- [ Blood Disease

{ ] Ciindamycin Allergy

] Dizziness

B Fairting

Ej Hearing impaired

[ Heart Failurs {CHF)

D High Blood Prassure

[} Keflex Allergy

B tocal Anest Allergy

B NeurolegicalDisorder
Pacemaker

] PREMEDICATE

[} Rheumatism

[ Stomach Problems

[} Tubercuosis

B Arthritis

] Cancer

] Codeine Aflergy
{"]'Epliepsy

D Fibromyalgia

D Heart Attack

{"} Heart Murmur

D High Cholesterol
B Kidney Disease

[ ] Mentat Disorder
] NOEP!

[} Parkinsens

| Radiation Treaiment
[ ] Seascnal Allergies
[ ] Streke

7] Tumors/Growths

Physician

Are you under medical treatment now?

If ves. please explain.

{Oves (One

Have you ever heen hespitalized for any surgical operation or serious iliness within the last 3 years? O Yes O No

H yes, please explain.

Have you ever taken Fosamax, Boniva, Actone! or any cancer medications containing bisphosghonates? O Yes (O No

Do you use tobacco or e-cigarettes? (J Yes {_) No

Do you currenily or have you in the past used controlied scbstances {drugs)? O Yes O No

Are you pregnant or think you may be pregnant? Are you nursing? () Yes (O No
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List any medications you are currently taking:

Please list any allergies you may have. {Medications, Latex, Metals, Eic.}:

Patlent Dental History

Name of previous dentist and location:

Date of last exam:

Are you currently having any discomfort assoclated with your teeth? () Yés (O No
Have you ever had difficulty with a dental visit? (O Yes (ONo

Bo you fike your smile? () Yes (O No

Authorization and Release

t certify that | have read and unde-rstand the abeve inforrmation ta the best of my knowledge. The above questions have been accurziely answered. | undersiand that providing incomect
information can be dangerous to my heatth. | authorize tha dentist to refease any irformation incluing e diagnosis and the records of any treatment or examénation renderéd fnme or
sy chitd during the perfod of such Dental care to third pariy payors end /or health praciitioners. | authorize and requesi my insurance company to pay directly fo the dentist or dental
group insurance benefils othierwise payable to me. | understand that my dental insurance carrier may pay less than the actual bilf for services.  agree to be responsible for payment of

all services rendered on my behaif or my dependents.

i aise authorize the dental staff to perform the necessary dental services that are needad for myseif andfor for my dependent child.

Your signature will be requirad upen check out.

Response Date: / !
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