
U#eteffi
{e ale pleased to welcome you to our practice. Please take a few minutes ,o nfi ofr
this fo_rm,as completely as you.can. If ybu have questions we'll be glad to help you.

Name

we look forward to working with you in maintaining your de-ntat health.

htient information

Soc. Sec
First NarneLast Nane

Address

City State Zio

Email

Home Phone

Cell Phone

Sex DM trF Age

Patient Employed by

Business Address

Birthdate O Single O Married O Widowed D Separated D Divorced

Occupation

Business Phone

Business Email

Vhom may we thank for referring you?

Notifr in case of emergency

Cell Phone

Home Phone

Business Phone

Email

Pnimany insurance

Person Responsible for Account

Relation to Patient

Last Name

Bifihdate

First Name

Soc. Sec. #

Initial

Address (if different from patient) Home Phone

City State 
-_-- Zip

Cell Phone Email

Person Responsible Employed by

Business Address

Occupation

Business Phone

Business Email

Insurance Company

Insurance Email

Phone

Contract #

Name of other dependents under this plan

Group # Subscriber #
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Is patient covered by additional insurance? tr Yes tr No

Subscriber Name

Address (if different from patient)

City

rtI.-. l:
AoqEnnat msurance

Relation to Patient Bithdate

Soc. Sec. #

sare _ zip

Cell Phone

Home Phone

Email

Subscriber Employed bv

Business Email

Business Phone

Insurance Company

Insurance Email

Phone

Contract # Group #

Name of other dependenh under this plan

Please complete both sides.

Subscriber #



Dental History

What rvould you like us to do today? Are vou iu dental discomfort todav?

Former Dentisl

Dentist's Hmail

Address

Phone

Date of last dental care

Check ( / ) ves or no if vou have had problems with arv of the folklrving:

Date of last

trY f,Nlladbreath

f,Y D\Bleedinggums

tr Y tr N I'ood collection behveen teeth

tl Y E N Grinding or clenching teeth

N Periodontal treatment

N Sensitivity to cold

N SensitiviN to hot

tr Y tr,\ SensitMtr to sweets

tr Y tr N Scnsitivitvwhen biting

tr Y D N Sores or gro$lhs in mouthtr Y trNClickingorpopping jarv J Y trN looseteethorbrokenfillings

trY-l
DYtr
trYtr

How often do vou brush? ['loss?

How clo vou feel about the appearancc of lour teeth?

Have vou ever erperience{ an adverse reaction rluring or in conjunction with a medical or dental procedure? tr Y f, \

Other information about vour dental health or prcvious trcatment

Phvsician's name

tledical History

Have vou had any serious illnesses or operations'i D Y tr N

Phone

Date of last visit

If ves, describe

r\re vou currentlv under phvsician care? I Y O \
Have rou ever had a blood transfusion? U Y tr tr-

Have vou ever taken Fen-Phen/Redux? tr Y O N

If ves, describe

If ves, give approximate dates

Have vou ever used a bisphosphonate medication? Brand names include Fosam'ar. Actonel, Atelvia, Didronel and Boniva. tr Y tr \
women:Arevoupregnant? trY trN Nursing? oY J\ Takingbirthcontrolpills? DY uN

Check ( / ) ves or no rvhethcr vou havc had anv of the fbllorving:

trY DN AIDS,rHIVPositive

trY trN Amphvlaxis

trY trN Anemia

tr Y trN Arthritis, Rheumatism

tr )' tr N ktificial heart vdves

f, Y fl \ Artificial joints

DY f N Asthrna

tr Y ON Atopic (allergr prone)

fY tr\ Backproblems

trY O\ Blooddise'ase

flY J\ Crncer

!l Y trN Chemicaldependenq

f,Y .J\ Chemotherap,v

tr Y L\ Circulatory problems

tr Y tl N Corlisone treatments

DY BN
tr Y ll'[
L]Y trN
3Y DN
DY UN
DY DN
JY trN
DY DN
OY trN
BY ON
Describe

trY Or- Hemophilia/
Abnorm'al bleeding

QY trN Ilerpes

f,Y trN Ilepatitis

D Y tr\ uighbloodpressure

JY trN Jarvpain

trY ON Kidneydiseaseor
malftrnction

f,Y BN Liverdiseasc

D Y DN Materialallergies
(latex, rvool, metal,

chemicals)

J \' tr N Mitral valve prolapsc

DY trN Nen'ousproblems

trY f,N Pacemaker/
Heart surgery

f, Y tl N Psvchiatric care

D Y tr N Rapidueightgainorloss

tr Y f, N Radiationtreatment

tr Y ON Respiratorydisease

D Y tr N RheumatidScarletfel'er

Does patieflt have drug allergies? If,ves, list all:

trY ON Shingles

tr Y trN Shotlnessofbreath

DY trN Sknrash

trY DN SpinaBifida

trY trN Stroke

EY trN Surgicalimplant

D Y tr rr" SwelLing of feet
or ankles

trY JN Thvroiddiseaseor
malftlnction

DY trN Tobaccohabit

tr Y QN 'lbnsillitis

f,Y ON Ibberculosis

trY trN Ulcer/Colitis

tr Y BN !'enerealdise'a^se

Cough, persistent

Cough up blood

Diabetes

Epileps,v

l'ainting

Irood allcrgies

Glaucoma

Headaches

Hearl murmur

Heart problems

Is patient currentlv taking any medications? lf ycs, list all
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Authorization

I har.e reviewed the information on this questionnaire, and it is accurate to the best of m.v knowlcdge. I understand that this information will be used bv the dentist

to help determine appropriate and healthful dental treatment. If there is anv change in m.v rnedical status, I rvill inform the dentist.

I authorize the insurance company indicated on this form to pay to the dentist all insurance benefits otherwise payable to me for services rendered.

t authorize the use of this signatute on di insurance submissions.

I authorize the dentist to release all information necessaq/ to secure the payment of benefits. I understand that I am financiallv responsible for all charges

whether or not paid bv insurance.

ta '2.,n

w'

Signature

Paunent is due in full at time of treatment, unless prior arrangements have been approvcd



Berg Iamily llenlislry
IlI. Tamala Bsrg, ll.ll.$.
910 $. Yukon Parkway

IuHon,Ott 73099

l0knOwledgemeil 0l ne0eint 0l N0li0e 0l priva0y pm0li0e$

(Print Patient Hame)

Hat'e received a cOpy ol thls olliee's Nolice ol Priyacy Pra0tice$.

$i9nature

You lmve tne rigltl to obtain a 00[y 0l our Notice 0l pilvacy Praelices. Please asn, anil

we tr0ulrl De lrapFy to pr0vide One l0r y0u.

OilIffi u$[ ONII

lve attempted t0 0Dlain a wrltten a0knOwledgonent, Dut il 0Oultl nOl be oDtained:



Ber0 lamilv llenlisfry linanciat A0rc.ement

0rr D0lioy al Ber0 lamily llenlistry rc{uires payment in lutt lor all sentces
rendered at tle time ol lfte visil, tmle$$ 0tn0r atlangements have Deen

made wiln fte ollice ilanager. II we are lilinE you insurance, you wlll De

expe0ted t0 pay lhe eslinatefl cosl ol unat insurance uill not 00ver
accordin0 l0 your D0licy. lll new patient$ arc expected to pay in tull lor

senices rendered at fte lime ol tle yisit, mi$ i$ mn.tleg0tiaDte.

II an am0mt is not paid wilnin g0 days d me date ol senice and n0
Iinancial arangemenl$ navo Deen made otherwise, y0ur a000mt will be

turned 0yer t0 00lle0li0ns. Yon ulll De re$mnsible lor legal lee$, 00lle0ti0n
agen0y [ee$, inlere$ 0narge$, and any 0fte10xpen$e$ incunef, in eollecting

y0ur nm0unl owed 0n tne affOunt.

Pflnl l{ame

$iCInalure

llate

*0u cancellation policy al ner0 family llentistry requires a Inll 24 hour
nOli0e lor all 0an0elled appoinlnent$. lller lhe second missed app0infinent

wnete no nolice is given, a $2b tee will De clarged.


