
Today's Date:

Name:

E-mail  Address:

First

i  prefer to  be called:

Mi                                   Mr      Mrs      Ms      Dr

I  Male I  Female
Birthclate: _/~/_ Age: _ SS#:
Home Address:

Apt/Condo #

Gly Sfafe                        Zip

I  Single   I  Married   I  Divorced   I  Widowed    D  Separated

Home Phone: (_)

!Workphone:(_)

Cell: (_)
Ext:                     Other #:

Pegts$3i Respe3is;bie Sop j&€coon*

rt,J2me.

Dr;`.`er's  i.;cer;s€ #

``t.1+`ork  Ph`cr`e:   (

i.e;cT;cr?S:r:;c.:

Home P+,one:  (L}

Socio{  Secu`rity  *:

ire rfee ever3* Of era efeeergeney, whoas sh®uid we conterl?
ri:s  ,`..  !ier  `SB?e.

I \`/t/cr<  ?L3ric-.  :'.

pREae`y !asL;R±
lnsjrc:r`ce Cc.  hi-3m€:

;  lr}surcnc3  Cc.  Act-c`ress..

Reh:;or):

He:me  phor,e`  i              i

beattei !as23rae€e?       =]  Y`es  I  Nc

Group  Nurr,£er   {Picin,.  Lc€ci c)r  Pc>i;c\; S:i:

ifi.suree's  Nc!rr:a:

ir,surec!`s  Em3joyer:

Emp!eyer's Ac:dress.

FORM #DDS-1 030A3

MEDICAL HISTORY

Areyou currentlyundermedicaltreatment?      I  YES    I NO

1fves, explain

Haveyou ever had anyseriousillness oroperations?      EYES  -ii NO

lf yes, explain

List any medications that you are currently taking:

List any known  drug allergies:

Have you ever taken Fosamax (bisphosphonates) fQL
osteoporosis treatment?                                                      I  YES  --Ei   NO

Do you have any medical condition requiring you to routinely take

antibiotics before ANY d_enlal treatment (heart defect, artificial valve or
artificialjoint)?                   E]  YES     I  NO

Women,areyou:     DPREGNANT   |]NURSING        DTAKING  BIRTH CONTROL

Reason for today's visit:

I  affirm that the information  I  have given today is correct to t

:::f#ee#;:r:;nr:st#!;i}ntfo°[#j:nth:j':ffbj:eh:!dainytchhea::i::est

Signature                                                                                                                                                                               .    Date

I  understand that  I  am  responsible  for  payment of services  rendered  and
also   responsible  for  paying   any  co-payment  and   decluctibles  that  my
insurance does  not cover.
My method  of payment will  be

Signature                                                                                                                                                                         Date

Thank  you   for  filling  out  this  form   completely.

If you  have  any  questions  at  any  time,  please ask  us.  Payment is due  in  full  at the time oi

treclinent unless prior arrangements have been  opprovecl.

Our office  is  HIFAA  Compliant and  is  committed  to  meeting

or exceecling  the  standards  of injection  control  manclated

by OSHA,  the CDC and  the ADA
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