EYE SH NEW PATIENT FORM

GENERAL INFORMATION
Patient First, MI, Last Name, Preferred Name Gender: Male | Female
Street Address
City, State, Zip
Cell Phone Home Phone
Email

Preferred Contact Method: Cell Phone | Home Phone | Text | Email | Other
Date of Birth Patient’s Social Security #

Occupation/Employer Full-time | Part-time
Marital Status: Married | Single | Divorced | Legally Separated | Widowed

Emergency Contact Person and Phone

How did you hear about us?

INSURANCE INFORMATION

Primary Dental Insurance

Member Name

Insurance Policy # Group ID #

Primary Member Date of Birth Primary Social Security #

Primary Member Employer

Patient’s Relationship to Primary Member: spouse | child | other (please explain)

Secondary Dental Insurance

Member Name

Insurance Policy # Group ID #

Member Date of Birth Primary Social Security #
Member Employer

Patient’s Relationship to Member: spouse | child | other (please explain)

DENTAL HISTORY

Reason for Today’s Visit Date of last Dental Visit

Former Dentist Date of last Dental X-rays

Have you ever had an unpleasant Dental experience? [ ] Yes [ ]No (If yes, please briefly describe your unpleasant experience)

Check [ ] if you have had problems with any of the following:

[ ] Bad breath [ ] Grinding teeth [ ] Sensitivity to hot/cold [ ] Bleeding gums
[ ] Loose teeth [ ] Broken fillings [ ] Sensitivity to sweets [ ] Clicking/Popping jaw
[ 1 Sores/ growths in mouth [ 1 Sensitivity when biting [ 1 Food collection between teeth

I hereby authorize Eye Smile Dental staff to take X-rays, photographs and any other diagnostic aids deemed appropriate to make a thorough
diagnosis of my dental needs. Upon such diagnosis, I authorize to perform all recommended treatment mutually agreed upon by me and to employ
such assistance as required to provide proper care. I consent to the use of appropriate medication and therapy as deemed necessary. I understand
that during treatment it may be necessary to change or add procedures because of conditions found during treatment not evident during initial
examination.

I hereby authorize payment of the dental benefits, otherwise payable to me, directly to Eye Smile Dental. I agree to be responsible for all charges
for dental services and materials not paid by my dental benefit plan.

I certify that the information I have recorded with regard to my insurance coverage is correct and further authorize the release of any necessary
information, including medical information, to my insurance company in order to determine insurance benefits to which I may be entitled, this
authorization may be revoked by myself at any time in writing.

I have reviewed a copy of Eye Smile Dental’s notice of Privacy Policies.

Print Name Signature Date
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MEDICAL HISTORY

PATIENT NAME Birth Date

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems
that you may have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive.
Thank you for is answering the following questions

Are you under a physician's care now? () Yes () No If yes, please explain:
Have you ever been hospitalized or had a major operation? () Yes ( ) No |If yes, please explain:
Have you ever had a serious head or neck injury? () Yes () No If yes, please explain:

Are you taking any medications, pills, or drugs? () Yes () No If yes, please explain:
Do you take, or have you taken, Phen-Fen or Redux? ( :':} Yes () No
Have you ever taken Fosamax, Boniva, Actonel or any —. Yes O N
other medications containing bisphosphonates?'/ &8 ./ N0
Are you on a special diet? () Yes () No

Do you use tobacco? () Yes () No
Do you use controlled substances? ( ) Yes () No

Women: Are you
Pregnant/Trying to get pregnant? () Yes( ) No

Taking oral contraceptives? () Yes( ) No Nursing? () Yes( ) No

Are you allergic to any of the following?

[ ] Aspirin | Penicillin | Codeine ' | Local Anesthetics [ ] Acrylic [ ] Metal | Latex [ ] Sulfa drugs
[ | Other If yes, please explain:

Do you have, or have you had any of the following?

AIDS/HIV Pasitive Cortisone Medicine () No | Hemophilia Radiation Treatments ) Yes () No
Alzheimer's Disease Diabetes ") No | Hepatitis A Recent Weight Loss @
Anaphylaxis Drug Addiction ) No Hepatitis B or C Renal Dialysis '_=_‘1

Anemia Easily Winded ) No | Herpes Rheumatic Fever B
Angina Emphysema _) No | High Blood Pressure Rheumatism

Arthritis/Gout Epilepsy or Seizures ) No High Cholesterol Scarlet Fever

Artificial Heart Valve Excessive Bleeding () No Hives or Rash Shingles

Artificial Joint Excessive Thirst @) i Hypoglycemia O Sickle Cell Disease

Asthma Fainting Spells/Dizziness () Imegular Heartbeat () Yes () Sinus Trouble ) Yes ()
Blood Disease Frequent Cough O ) Kidney Problems O Yes C Spina Bifida (O Yes C
Blood Transfusion Frequent Diarrhea ") Yes () No | Leukemia O Yes O Stomach/Intestinal Disease () Yes ()
Breathing Problem Frequent Headaches () Yes () No | Liver Disease O Yes () Stroke
Bruise Easily ) No | Genital Herpes () Yes () No | Low Blood Pressure () Yes () Swelling of Limbs

Cancer No | Glaucoma () Yes () No | Lung Disease () Yes Thyroid Disease

Chemotherapy No | Hay Fever Yes () No | Mitral Valve Prolapse' Yes Tonsillitis

Chest Pains No | Heart Attack/Failure ) Yes () No | Osteoporosis ) Yes Tuberculosis

Cold Sores/Fever Blisters () Yes ( () No | Heart Murmur '_ Yes "_ No | Painin Jaw Joints -:j‘. Yes Sl-lcr:?;s or Growths

Congenital Heart Dlsorderl.___; Yes tL____:- No | Heart Pacemaker ';___.} Yes '.:__.Z No Parathyroid Disease (| Yes () Vénareal Ditoass S
Convulsions () Yes () No | Heart Trouble/Disease (_ ! Yes (_} No Psychiatric Care () Yes (_ Yellow Jaundice s Yes () No

Have you ever had any serious illness not listed above? () Yes () No If yes, please explain:

Comments:

To the best of my knowledge, the questions on this form have been accurately answered.

| understand that providing incorrect information can be

Dangerous to my (or patient's) health. It my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN

SIGNATURE OF DENTIST

DATE

DATE




	Eye Smile Dental New Patient Form
	Eye Smile Dental Med Hx

