Weler™

Thank you for selecting our dental healthcare team!
We will strive to provide you with the best possible dental care.

1o help us meet all your dental bealthecare needs, please fill out this form
completely in ink. If you have any questions or need assistance, please ask us

- we will be happy to help.

Patient #
: : Soc.Sec. #

Patient Information (CONFIDENTIAL) e
Name Birthdote Home Phone
Address Cizy State Zip
Check Appropriate Box: [ Minor L] Single U Married [ Divorced [ I Widowed L] Separated
Patient’s ov Parent’s Employer Work Phone
Business Addvess Ciry State Zip
Spouse or Parent’s Noame Employer Work Phone
If Patient s a Student, Name of School/College City State
Whom May We Thank for Referving You?
Person to Contact in Case of Emergency Phone
Responsible Party

Relationship
Name of Pevson Responsible for this Account to Patient
Address Home Phone
Dyiver’s License # Birthdate Financial Institution
Employer Work Phone
Is this Person Currently a Patient in our Office? [ 2 [ No
Insuvance Information

Relationshp
Name of Insuved to Patient
Birthidate Socinl Security # Dupte Employed
Name of Employer Work Phone
Addyess of Employer City Stare Zip
Insurance Company Group # Union or Local #
Ins. Co. Address City State Zip

How Much is your Deductible?

How Much Have You Used?

Mapzx. Annunl Benefit

DO YOU HAVE ANY ADDITIONAL INSURANCE?

DR’;

I:]No

IE YES, COMPLETE THE FOLLOWING:

Relationship
Name of Insurved to Patient
Birthdate Social Security # Dare Emploved
Name of Employer Work Phone
Address of Employer City State Zip
Insurance Company Group # Union or Local #
Ins. Co. Addrvess City Stavte Zip

How Much is your Deductible?

How Much Have You Used?

Over Please

Max. Annual Benefit




Physician
Approximate date of last physical examination

elhieg sl s Be e s
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30.
31.
32.
33.
34.
35.
36.
37.
38:
39.
40.
41.
42.
43.
44.
45.
46.
47.

PATIENT MEDICAL-DENTAL HISTORY

Arc VolEindeEany:-medicaSreatment ROW# i = e s e Suial e e
HevesmiEhad ayimnajeepeiations il so i al e
Have you ever had a serious accident involving head iNjUries? ...
Have you had any adverse response to any drugs including peniCillin?............cccoiieeiiiiaoniien e
Has a physician ever informed you that you had: A Heart Ailment? ..........ccccoociiiiniiiiiiie e
HIgR BlOBEEPIESSUe? or v e s
Respiratonediscase 2o s o vnns void o
Diabetes? s i e
Bhemmaticiever2== e tue e e e
BielmatismiorEanhiitisdses e e s e
TMOrSIot groWINS s e e e
Anyblood disease? il s e e
AnyEiverdisease?s s e e e
AnyvEkddneyEISEasSe R S i e s
Any stomach or intestinal disease?............................
Anyivenerealdisease? s ae st e
Yellow jaundice or hepatitiS? ........ccccieeeiiieneesieie e
Do you have night sweats accompanied by weight 0SS or Cough? ... e
Areyoueniadictatthistime? e s e i S e b
Are you now taking drlgs OEmedicatioNs 2 i s i e s
Are you allergic fo any known materials resulting—in hives, asthma, eczema, et ..........ccccioveiicnciiinnene.
Arevotringenerabgoodihiealthratthisime? . o= e e
Have any wounds healed slowly or presented other complications? ...
AreryotEpreganitn e e e s e s e e e e e
Bo yeuwhaveahistonaefaimting e s i o in e e e s s e
Have you ever had any X-RAY TREATMENTS (other than diagnostic)? .......ccoceviiiiiiiiiiiiiiiiiiiceeee,
BayelEhave Alds o Aldsielatedioamplex s e
Havewateevertestedpositveslot Ve =to caoserra s e e e e s e e
Have you:-everbeen treated for drig GEpPENAEREY 2 i iiiii st oinisivitasaomitimevasete et sas s anshnber e men sanen oa i we s eerars

PATIENT DENTAL HISTORY

B yotEhave mal N Bt oAty ol el s s e e e
Do you have any unhealed injuries or inflamed areas in or around your mouth? ...
Have you experienced any growth or sore spots in your mouth? ... e

Haveyeu everhadNovecaineranesthelic?s o .cr 0 o e o e
Any reactions or allergic symptoms to novocaine?........
Any difficult extractions in the past? ........cccoooicieeeeiinnnn,

srenchEMalth? it e e e s
Do yolEgumsthleed e e e e
Have you ever had instruction on the correct method of brushing your teeth? ... iieeiiiniiiiienneann.
Haveiyeurever hadinstiuction on the carciofiyourigums? . = . . .
Bo yeuschow opionlyione sideiofyeldmouth e s why e s
Do you at the present time have any dental cCOmMPIAINIS? .......coooiiiiiiiiiiiiii e e
Doeiyeuhabitually-clenehiyourteethiduting thenightorday? .. oo s
When was your last full mouth X-Ray taken? Where?
Any part of your mouth sore to pressures or irritants (cold, sweets, efC.) 7.,
If so locate

Signature

Yes
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