DENTAL HISTORY
	                                          PATIENT INFORMATION
	                                             DENTAL INSURANCE

	Patient’s Name:________________________
                                                 Last                                     First                                Initial

Guardian’s Name: (If Minor) ____________________________
Address:___________________________

City:______________  State:___  Zip:______
Sex: M___ F___       Age:___     Birthdate:__________

Occupation:   _________________________
Employer:  _________________________
Employer’s Address: _____________________

 _______________________________
Spouse’s Name:   _______________________
SS#:______________    Birthdate: _________

Spouse’s Employer:______________________
	Who is responsible for this account? _____________

SS#:______________    Birthdate:_________
Relationship to Patient:____________________

Insurance Co.: ________________________

Group #: ___________________________
Is patient covered by additional insurance?     Yes__ No__

Subscriber’s Name:______________________
SS#:______________    Birthdate:_________
Relationship to Patient:____________________
Insurance Co.: ________________________
Group #: ___________________________
Whom may we thank for referring you?______________


	PHONE NUMBERS

	Home: (___)__________     Work: (___)__________  Ext _____    Cell Phone: (___)___________
Spouse’s Work: (___)__________       Best time and place to reach you:  _________________________

IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household.)

Name:_____________________________      Relationship:  _________________________

Home: (___)_________________________     Work: (___)_________________________


	AUTHORIZATION AND RELEASE

	I authorize the dentist to perform diagnostic procedures and treatment as may be necessary for proper dental care.

I authorize and request my insurance company to pay directly to Adroit Family Dental insurance benefits otherwise payable to me.

I authorize the doctor to release all information necessary to secure the payment of benefits.  I understand that I am financially responsible to Adroit Family Dental for charges not covered by insurance.  If my indebtedness for such charges is placed with an attorney or collection agency for collection, I agree to pay Comfort Dental such collection cost, including attorney fees.

____________________________________________    _____________________
Signature of Insured / Guardian                                                                                                                  Date


	DENTAL HISTORY

	Reason for Today’s Visit: ______________________________ Date of last dental care:___________
Former Dentist: ___________________________________ Date of last dental x-rays:__________
Address:______________________________________________________________
Check ( X )  If you have had problems with any of the following
__ Bad breath                                                  __ Grinding teeth                                                 __ Sensitivity to sweets

__ Bleeding gums                                           __ Loose teeth or broken fillings                         __ Sensitivity when biting

__ Clicking or popping jaw                            __ Periodontal treatment                                        __ Cigarette, pipe, or cigar smoking

__ Food collection between teeth                   __ Sensitivity to cold / hot                                   __ Sores or growths in your mouth

How often do you floss? ____________________   How often do you brush?  ____________________
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