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Thank you for selecting our dental healthcare team!

We will strive to provide you with the best possible dental
care. To help us meet all your dental healthcare needs, please
fill out this form completely in ink. If you have any questions
or need assistance, please ask us - we will be happy to help.

Welcome

Patient #
. . SS#/SIN
Patient Information (conrpenTIAD i
Name Birthdate Home Phone ‘
Address City 15%5.6/ ZPlpé :
Email Cell Phone
Check Appropriate Box: [IMinor [Single [IMarried [Divorced [ Widowed [J Separatsetc(il . L
If Student, Name of School/College City Prov. U Time U] Time
Patient or Parent/Guardian’s Employer Work Phone ,
Business Address City gﬁg‘t/e / ZPl% .
Spouse or Parent/Guardian’s Name Employer Work Phone
Whom may we thank for referring you.?
Person to contact in case of emergency Phone
Responsible Party o
elationship
Name of Person Responsible for this Account to Patient
Address Home Phone
Email Cell Phone
Driver’s License# Birthdate ________ Financial Institution
Employer Work Phone SS#SIN

Is this person currently a patient in our office? [Yes ~ [INo
For your convenience, we offer the following methods of payment. Please check the option you prefer. Payment in full at each appointment.

[ Cash LI Personal Check Credit Card [ VISA [ MasterCard LI T wish to discuss the office’s payment policy.

Insurance Information =
Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer UnionorLocal#_______ Work Phone ‘
, State/ Zip/

Address of Employer City Prov BC
I Compa Group# Policy/ID#

nsurance Company foup L e}/} AT
Ins. Co. Address City Prov. PC
How much is your deductible? How much haveyouused? ________ Max. annual benefit

DO YOU HAVE ANY ADDITIONAL INSURANCE? L] Yes U No IF YES, COMPLETE THE FOLLOWING:

Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer UnionorLocal#. ___ Work Phone ____
State/ Zip/
Address of Employer City Prov, BC.
Insurance Compan Group# Policy/ID#
- ot State) 7]
Ins. Co. Address City Prov. BC.
How much is your deductible? How much haveyouused?______________ Max. annual benefit

Over Please



Patient Medical His toiy

Physician Office Phone Date of Last Exam
Yes No Yes No
1. Are you under medical treatment NOW? ...............cocoocooeveeeveereen.. = 10. Are you wearing contact lenses? ... e [ @
2. Have you ever been hospitalized for any 11. Areyouallergic to or have you had any reactions to the ollowing? I
surgical operation or serious illness within the last 5 years? ......... B & Local Anesthetics (e.g Novocain) ...............cc......... B
If yes, please explain Penicillin or any other Antibiotics ...........................
Sllabrues,. - - . 0 B
3. Are you taking any medication(s) Barblfurates .................................................... % %
including non-prescription medicine?........................cooccoooceoo..... {4 ISeja e R B w =
e what medicaton() ar you aking? . T
4. Have you ever taken Fen-Phen/Redux? ... ... = 8 Any Metals (¢.g. nickel, Mercury, €1e.)......c...ooeouive.. O
5 H : TatecBubber & 0 o0 tl i
. Have you ever taken Fosamax, Boniva, Actonel or any cancer Oilier Gleasi o)
medications containing bisphosphonates? .....................cce... L 12.D IZlav ot B b ot
6. Have you taken Viagra, Revatio, Cialis or Levitra L Acough bt Sy T
inthelast24hours? ... i = ecedied iy i s (RsCng it B weed?...
7D bl el B a 13. Women Only: '

ONOUHSCLODACCOS ~oor o i ias e a)Areyoupregnant Orthlnkyou maybepregnant? ....... D D
8. Do you use controlled SUbSIANCES?.........comimiciiniiii, o . B8
9. Do you have or have you had any of the following? Pidreyounumime?. . . . . L

g Y Y & ¢) Are you taking oral contraceptives? .............oooeeen L) L]

Yes: No Yes No Yes  No

High Blood Pressure. .. ... L) [  Heart Disease BB e e B

Heart Attack . ... U O  cardiac Pacemaker B0 Easily Winded .... L)

Rheumatickever- . . .. .. U 0O Heart Murmur Ll sk dans

SwoltenAnkles = == = = = Angina (1 1] Hay Fever / Allergies..................... m

Fambing / Seiziires ..~ .. L Frequently Tired ... O [  Tuberculosis........... Ll

Asthmg = U 0O Anemia LJ [  Radiation Therapy. e e

Low Blood Pressure & Emphysema U Glawowa . L1 L

Bpilepsy / Convulsions................... 0 O cancer O 0O Recent Weight Loss .... a2 e

Lewpenda . 0 O O Arthritis Ll L] IwveDisease.. ... o

Bighetes. . . ... B e Joint Replacement or Implant........ Ll L) HemBoble 0. B

Kidney Disedses .......cc.ciooio... B @ Hepatitis (faundice. ... ... . L Respiratory Problems ... W

AIDS or HIV Infection. ... . Ee 2 Sexually Transmitted Disease ....... O O Mitral Valve Prolapse.. .. B8

Thyroid Problem ... L) [0 Stomach Troubles / Ulcers........... Ll b Ober e 5
Patient Dental History
Name of Previous Dentist and Location Date of Last Exam

Yes.  No Yes - Ng
1. Do your gums bleed while brushing or flossing?..............c......... 2 B 8 Do you. have frequent headaches? ... ... me e
2 Are yo}u' teeth sensitive to hot or cold liquids/foods? ................ Hoom 9. Do you clench or grind your teeth?........... o
3. Are your teeth sensitive to sweet or sour liquids/foods?..... Ll | 1w you bite your lips or cheeks frequently? ................... aE
4. Do you feel pain to any of your teeth? ..............ccoouveece.... Ll [} 71 Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near your mouth?.......... 2B mithepdst?. .« e EE
6. Have you had any head, neck or jaw injuries?........................ LT 1 Have you ever had any prolonged bleeding
7. Have you ever experienced any of the following followingedrachons? = ... = . = o t] U
problems in your jaw? 13. Have you had any orthodontic treatment? ... LF 1]
@l 0 L) [J 14 Do you wear dentures or partiagls?.. o [
Pain (joint, ear, side of face) = B If yes, date of placement
Difficulty in opening or closing.... Lk L) 15 How you ever received oral hygiene instructions
Dfiedlipinchevinie. o . o0 =B regarding the care of your teeth and gums? .................. L b
16 Doyouilibevoursmile?. .. = . o o Ll

Authorization and Release

I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered.
I understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information including the
dicbgnosis and the records of any treatment or examination rendered to me or my child during thefen’od of such Dental care to third party payors
an

/or health practitioners. I authorize and request my insurance company to pay directly to the

otherwise payable to me. I understand that my dental insurance carrier may pay less than the actual bill for services. I agree to be responsible

for payment of all services rendered on my behalf or my dependents.

X

entist or dental group insurance benefits

Signature of patient (or parent/guardian if minor)

Date

Doctor’s Comments

Signature

Date

Patterson 1-800-637-1140 70511055




Informed Consent for General Dental Procedures
Solomon & Wright Associates, P.C.

You, the patient, have the right to accept or reject dental treatment recommended
by your dentist. Prior to consenting to treatment, you should carefully consider the
anticipated benefits and commonly known risks of the recommended procedure,
alternative treatments, or the option of no treatment.

Do not consent to treatment unless and until you discuss potential benefits, risks, and
complications with your dentist and all of your questions are answered. By consenting to
the treatment, you are acknowledging your willingness to accept known risks and
complications, no matter how slight the probability of occurrence.

It is very important that you provide your dentist with accurate medical information
before, during, and after treatment. It is equally important that you follow your dentist’s
recommendations regarding medication, pre and post treatment instructions, referrals to
other dentists or specialists, and return for scheduled appointments. If you fail to follow
the advice of your dentist, you may increase the chances of a poor prognosis.

Please read and initial items below and sign at the bottom.
1) Treatment to be provided

| understand that during my course of treatment that the following care may be provided:
Examinations

Preventative Services (including diagnostic radiographs)

Restorations

Crowns/bridges

Dentures/partials

2) Drugs and Medications

| understand that antibiotics, analgesics, anesthetics, and other medications can cause
allergic reactions causing redness and swelling of tissues; pain, itching, vomiting, and/or
anaphylactic shock (severe allergic reaction).

3) Changes in Treatment Plan

| understand that during treatment it may be necessary to change or add procedures
because of conditions found while working on the teeth that were not discovered during
examination, the most common being root canal therapy following anticipated routine
restorative procedures. | give my permission to the dentist to make any/all changes and
additions as necessary.

Patient’s (or Legal Guardian’s) Signature Date
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