5 Ft. Myers Dental Care

Date
Name Home Phone (Local) ( )
Address (Local) Cell Phone ( )
City State Zip Home Phone (Up North) ( )
Address (Up North)
City State Zip Social Security No.
Occupation Employer Single Married
DateofBith____/ [/  Sex M F
Name of Spouse Closest Relative Phone ( )

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

Cosmetic Evaluation

Would you like to learn more about these services? Please check all that apply:

O Clenching/Grinding treatments O Teeth Whitening [ Botox
O Repairing broken/fractured teeth O Veneers O Straightening crowded teeth
O Replacing missing teeth/implants

Office Financial Policy

Fee for service patients:
Payment is expected at the time of service, unless other arrangements are made.
Patients with dental insurance:

We ask that you cover your estimated balance at the time of service. Upon receipt of the insurance payment,
we will send you a statement (or reimbursement check) for the remaining amount, if any.

If the insurance check is sent to the patient, we will collect payment in full.
Consent for Treatment

| hereby authorize the doctor or designated staff to take x-rays, study models, photographs and any other
diagnostic aids deemed appropriate by the doctor to make a thorough diagnosis of my dental needs, and to
perform any and all forms of treatment to include medication and therapy. | understand the use of anesthetics
embodies a certain risk. Upon diagnosis, | authorize the doctor to perform all recommended treatment
mutually agreed upon by me and to employ such assistance as required to provide proper care. | hereby certify
that | have read and fully understand the consent for treatment.

Signature of patient, parent or guardian: Date:




« - Ft Myers Dental Care
- Health History
Patient Name: Birth Date: Date Created

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.

Are you under a physician's care now? OYes ONo Ifyes |

Have you ever been hospitalized or had a major operation? QOYes ONo Ifyes |

Have you ever had a serious head or neck injury? QOYes ONo Ifyes |

Are you taking any medications, pills, or drugs? OYes ONo Ifyes | ||
Have you ever taken Fosamax, Boniva, Actonel or any other OYes ONo Ifyes |

medications containing bisphosphonates?

Are you on a special diet? OYes QNo

Do you use tobacco? OYes ONo

Women: Are you...
O Pregnant/Trying to get pregnant? O Nursing? O Taking oral contraceptives?

Are you allergic to any of the following?

O Aspirin O Penicillin O Codeine O Acrylic

O Metal O Latex O Sulfa Drugs O Local Anesthetics

Do you use controlled substances? QOYes ONo If yes |

Other? QO Yes Ifyes | |

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

AIDS/HIV Positive O Yes ONo | cortisone Medicine (OYes ONo | Hemophilia (O Yes (O No | Radiation Treatments OYes ONo
Alzheimer's Disease OYes ONo | Diabetes OYes ONo | Hepatitis A O Yes ONo | Recent Weight Loss OYes ONo
Anaphylaxis QO Yes ONo Drug Addiction OYes ONo | HepatitisBorC (O Yes O No | Renal Dialysis O Yes ONo
Anemia O Yes ONo | Easily Winded O Yes ONo | Herpes (O Yes (O No | Rheumatic Fever QO Yes O No
Angina QO Yes ONo | Emphysema O Yes ONo | High Blood Pressure O Yes O No | Rheumatism O Yes O No
Arthritis/Gout O Yes QNo | Epilepsy or Seizures O Yes ONo | High Cholesterol O Yes O No | Scarlet Fever O Yes O No
Artificial Heart Valve OYes ONo | Excessive Bleeding (O Yes O No | HivesorRash O Yes O No | Shingles OYes ONo
Antificial Joint OYes ONo | Execessive Thirst O Yes OQNo | Hypoglycemia O Yes O No | Sickle Cell Disease OYes ONo
Asthma OYes ONo | Fainting Spelis/Dizziness (O Yes (O No | Iregular Heartbeat O Yes O No | Sinus Trouble OYes O No
Blood Disease OYes ONo Frequent Cough O Yes ONo | Kidney Problems (O Yes (O No | Spina Bifida OYes ONo
Blood Transfusion QO Yes ONo | Frequent Diarrhea OYes ONo | Leukemia O Yes (O No | Stomach/Intestinal Disease O Yes O No
Breathing Problems QYes ONo | Frequent Headaches (O Yes ONo | LiverDisease QO Yes O No | Stroke O Yes O No
Bruise Easily QYes ONo | Genital Herpes (O Yes ONo | Low Blood Pressure (O Yes O No | Swelling of Limbs OYes O No
Cancer QYes ONo | Glaucoma (O Yes OQNo | Lung Disease O Yes (O No | Thyroid Disease O Yes ONo
Chemotherapy QO Yes ONo | Hay Fever OYes ONo | Mitral Valve Prolapse O Yes ONo | Tonsilltis QYes ONo
Chest Pains QO Yes ONo | Hear Attack/Failure (O Yes ONo | Osteoporosis O Yes O No | Tuberculosis O Yes QNo
Cold Sores/Fever Blisters O Yes O No | Heart Murmur QYes O No | Painin Jaw Joints O Yes (O No | Turmors or Growths OYes ONo
Congenital Heart Disorder (O Yes O No | Heart Pacemaker (O Yes O No | Parathyroid Disease O Yes OQNo | Ulcers OYes O No
Convulsions QOYes ONo | Heart Trouble/Disease QO Yes O No | Psychiatric Care O Yes (O No | Veneral Disease OYes O No
Yellow Jaundice OYes ONo
LHave you ever had any serious illness not listed above? OYes QNo Ifyes |

Please list any medications you are taking:

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
Itis my responsibility to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X Date:




