
Annette Merlino

Palient Information

t?
Name Bir&date Age

City svte-z+
Home Phone

Spouse or Pa€ot's l,lam€ EInploy€r

Perser to cmtact in case ofBmfrg€ncy Phone

Previoris

How lcns shce bst visit? La$ X-Rsls?

w}lom may we thanl for refering you?

Inswance Informdion

Narne of insured relsiionship to patiqrt

Bir&date of lnsursd Soc. Sec. # oflnsured

Natrle of e1nplo'€r

Ctroup # Policy,{D # Ho\r much is yolr deductible

Maximl'lill drrlual b€nefi1

Aurhorizttion 4nd nekase

I cEtiry ihai t have r€ad and understand all ofthe infornstiotr to the b€st ofmy knowledge. All oflhe
questions have be€n accuiat€ly answ€'ed. I understand that providitg incorect inforrnstiot! can be

dsngdous to my heatth. I authorize the deftist 1o ielease nny infonnttion inoludirg rhe diaposis and the
recordr of any treatment or examinttion rendeted to my child or me during the period ofsuch Dootal care
to third party payors. And/or h€alth practitionets. I auihorize and requ€st my insurance colnplny to pay

direclly to the dentist or defllal group iBursnc€ benefits otherwise paylble to me. I urd€tstard that my
derdal iosuranc€ canie. rnay pay less than the actual bill for s€r'vices. I agle€ to be .€spotrsible for
payment ofall services rendered on my behalfor my dependerts.

DateSignatlre ofpatient (or parent ifminor)

Please complele bacl< of form



Polienl Medical Histom

L Do you need, or think you may need, pre-medicated before yow dental appointment?
2. Are you urder firedical lreatment rxiw?

lf yes, for what?

Yes No

3. Are you taking any medicatiorF including non-prescriptive medicine?
Ifyes" whar medicarions are 1ou taking?

4. Do you use tobacco?
5. WorEen only: Are you pr€grant or thitk you r&ay be pregllalt?

Are you t3kilg oral contraceptives?
6. Are you allergic to, or ever had an adverse reaction 10, any ofthe following?

Penicillin
Yes No Yes No Yes No

Erythromycin
Other Medicarions
If yes, what other?

Latex Rubber
Teharycline
Local Anestbetics

7. Have you ever had, or do you Dow bave, any ofth€ followitrg?
Yes No Yes No Yes No

Mitrol Valve Prolacse Cancer Stomach troubles
Head Diseas€
Cardiac Pacemaker
Heart Murmur
Heart Attack
Ancina

Radiation Therapy
Fainting/Seizures
Leukemia

Kidney Disease
Epilepsy/ConYulsioDs
Atlergies/Ilayfever
Respiratory Probleos
Joirt Replacen€nt

Swollen Ankles

_ EmphyseDa
Chest Pains Asthna Joint IDplaDt
Rheurnatic Fever Stroke Arthritir

Diabetes HeDalitis/Jauodice
Tutrerculosis Liver Disease

Low Blood Pressure
High Blood Pressure
Anemia
Aids or HIV lnfection Sexually Trarsnritted Diseases
Other information we should know.

Pntient Den at Hislon

l. Do you. gums bleed while brushing or flossing?
2. Do you feel pain to any of your t€€tb,
3, Do you bave ary sores or lumps in or near your mouth?
4. Have you had ary head neck or jaw injuries?
5. Have you ever had any difficull extraction in the past?
6. Do you like you. smile?
7. Do you wear denhngs or partials? Ifso date ofplBaement
8. Do you have dental implants?
8. llave you ever had any prolonged bleeding following e\tactions?
9. Have you received oral hygiene insructions regarding the carc of your teah or gums?
10. Have you ever experieneed any ofthe following p'roblems in your jaw? (circte ifany)

Clicking, Pain in joint, ear, or side offace, difficulty in opening or closing, or dificulty in chewing

I l. Are your teeth sensitiae to hot, cold, sweet or sour liquidVfoods(Circie ifany)

Thyroid Problem

Yes No


