WELCOME TO OUR OFFICE

PATIENT INFORMATION

NAME: DOB: SS#

HOME PHONE: WORK PHONE: CELL PHONE:
OCCUPATION: EMPLOYER:

EMPLOYER'S ADDRESS:

SPOUSE’S EMPLOYER: WORK PHONE:

DENTAL INSURANCE INFORMATION

NAME OF INSURANCE CARRIER:

ADDRESS OF INSURANCE CARRIER:

GROUP/POLICY # PHONE NUMBER:

NAME OF INSURED: SS#

ADDRESS: ZIP CODE:
RELATIONSHIP TO PATIENT: DOB:

OCCUPATION: EMPLOYER:

EMPLOYER'S ADDRESS: WORK PHONE:

BILLING INFORMATION

RESPONSIBLE PARTY: SS# DRIVER’S LICENSE:
ADDRESS: ZIP CODE:

REFERRAL INFORMATION

REFERRED BY:

I have completed this form fully and completely, and I certify that I am the patient or duly authorized agent of the patient
authorized to furnish the information requested. I hereby authorize release of information regarding my dental treatment
to my insurance company. I understand that even though I may have dental insurance, that I am responsible for payment
for all services. If my account becomes past due, I understand all necessary steps will be taken to collect this debt. In the
event that suit or outside collections are necessary to enforce payment of the account, the patient agrees to pay for all

collection fees and /or attorney’s fees and court costs as may be deemed reasonable.

PREFERRED METHOD OF PAYMENT: CHECK CASH CREDIT CARD

SIGNATURE OF PATIENT OR RESPONSIBLE PARTY:

DATE:
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If you are completing this form for another person, what is your relationship to that person?

Referred by
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For the folowing questions, circle yes or no, whichever a
considered confidentlal. Please note that durin
responses to this questionnaire and there may

1. Are you in good health? - -
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your [nit
e additional questions concerning your health.

al visit you wiil be asked some questions about your

Has there been any changse in your géneral health within the past year? + - « - -

My last physical examination was on..
Are you now under the care of a physician?
If so, what is the condition being treated?
. The name and address of my physician(s) is

Have you had any serious iiness, operation, or been haspitalized in the past 5 years?
It so, what vas the Hiness or problem?

plies. Your answers are for our records only and wili be

7. Are you taking any medicing(s) including non-prescription medicine? « « - + - -

It so, what medicine(s) are you taking?
8. Do
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you have of have you had any of the following diseases or problems?: = » = =+ &+ & &+ o o
Damaged heart valves or artificial heart valves, including heart murmur or theumatic heart disease -

Cardiovascular disease (heart trouble, heart aftack, angina, coronary insufficiency, coronary occlusion,

prassure, atteriosclerosis, stroke)

1. Do you have chest pain upon exertion?+ ~ « « + = = » = v * -

2, Ara you ever short of breath atter miid exercise or when lying down?
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4. Do you have inborn heart defects? ™ - ~ -
§. Do you have a cardiac pacemaker? = - -

Allergy = * * * °
Sinus trouble + *
Asthma or hay faver
Fainting spslls or seizures - -
Pearsistent diarrhea or recant weight loss
Diabetes =+ -
Hepatitis, jaundice or liver disease * *
AlDS arHIVinfection » « + » » = = =
Thyroid problems
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Hespiratory problems. emphysema. bronchitis, etc

. Arthritis or painful swollenjoints + « » » -

Stomach ulcer or hyperacidity = » » = + »
Kidney trouble
Tuberculosis = *+ * * » * = * *
Persistent cough or cough that produces biood
Parsistent swolien glands inneck* = » =
Low biood pressure
Sexually transmitted disease
Epilepsy or other neurological disease - «
Problems with mental health
Cancer--.-c--------.
Problems of the immune systam « « +» * =
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Have you had abnormal bleeding? = = » » « + « + =
a. Have you ever required a blood translusion? - » » « ¢

Do you have any biood disorder such as anemia? - - = -
Have you aver had any treatment for a tumor or growth? - -

. Are you aflergic or have you had a reaction 1o
._Localmeﬁanc-u---bclna--c'

b. Penicillin or other antibiotics » - - -
c.smdrugs R T T T T T B R
d. Barbiturates, sedatives, or sleeping pills
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h. Other

Mave you had any serious troubls associated with any previous dental freatment? » « + + « « « = s o« « o v o Yes

If sa, sxpiain
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Do you have any disease, condition, or problem notlisted above that you think | should know about? ! Yoz

i 80, explain
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Are you wearing contact [enges?e « « + = = v v 2 v
Are you wearing removabile dental appliances? - + -+ - -
Dowum?""""""""'

Women
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Chief Dental Complaint
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Do you have any problems asscciated with your menstrual pariod? « ¢ « « » = = = 2 s 0 0 00 0w 0 b e Yes
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{ certity that | have read and understand tha above. 1 acknowledge that my questions,
if any, about the inquiries set forth above have been answered to my satisfaction.
| wil not hold my dentist, or any other member of histher staff, responsible for any
errors or omisslons that | may have made in the completion of this form.

Signature of Patient

For completion by the dantist.

Comments on patient interview conceming madical history:

Significant findings from questionnaire or oral interview:

Dental management considerations:

(Date) Signature of Dentist

Madical history update: ‘
Date Comments Signature




Woodmen Rd.
RESTORATIVE & z '
" AESTHETIC z
DENTISTRY, PC  Dublin Bheg s
2 LehmanDr,

A Practice Specializing in Prosthodontics

DRr. FrRANK E. SEAMAN, DDS, MS
DRr. MicHAEL G. WILEY, DDS, MS

We are pleased to announce the location of our
new office:
5725 Erindale Dr., Suite 200
Colorado Springs, CO 80918

Montebello Dr.

Phone: 593-0005 * FAX: 593-0282

www.anaturalsmile.com



