STEPHEN FORREST, DDS & BRADLEY G. MARKOWSKI, DDS

1 |PATIENT INFORMATION |
Today's Date:
Name: Mr Mrs Ms DOr

Last First Mi

[ Male []Female

i prefer to be called

Birthdate: ./ _/  Age: SS#:

Home Address: {No P.O. Box)

Ap¥Conde #

Ty State Zn

Billing Address: (If different)

AptCondo £

City State . Zip

OSingle [IMarried CDivorced [IWidowed [ Separated

Hm #; Cell / Other #:

Wk #: Ext:

Employer:

Employer's Address:

How long there?__ Occupation:

Where & when are best times fo reach you?

Whom may we thank for referring you?

Other family members seen by us:

Previous / Present Dentist: (Required)
Date of last dehtal visit:

(2) [SPOUSE/PARENT INFORMATION]

His / Her Name:

Employer:

Wk #: Ext: §S#

Birthdate: L/
In the event of an emergency, whom should we contact?

His / Her Name: Relation:

Wk #: Hm #:

REORDER # 9806444

- Insurance Co. Phone #:

‘Signature:

(3) [DENTAL INSURANCE

Primary Dental Insurance

Insured’s Name: Relationship:

Insured’s Birthdate:___/ [ Insured’s 3S #:

Insured’s Employer:

Insurance Go. Name:

Insurance Co. Address:

Secondary Dental Insurance

insured’s Name: Relationship:

insured’s Birthdate:___/ [/  Insured's 8S #:

Insured’s Employer:

insurance Co. Name:

Insurance Co. Address:

Insurance Co. Phone #:

Insurance Authorization

| authorize payment directly to the treating Dr. of all insurance
benefits otherwise payable to me. | consent to the use and
disclosure of my protected health information to carry out
paymeni and insurance activities for claims made on my behalf. |
permit a copy of this authorization to be used in place of the
original uniess revoked in writing.

Professional fees and billing.

Please read our office financial & insurance document,

| have received a copy of the Insurance, Financial and Office
Policy document. | understand a 1.5% per month (18%/yr.)
service charge will be added to outstanding balances aged 46+
days from initial service. | understand | am financially responsible
for all services provided.

Sighature Date

} have received a copy of this office’s HIFAA and privacy
practices policy.

Signature Date

Additional copies may be requested at any time.



(@ [MEDICAL HISTORY ]

Do you have a personal physician? [0Yes [INo

Physician’s Name:

Phone #:

Date of last visit:

@ IMEDICAL HISTORY cONTINUED |

Please list any serfous medical condition(s) that you have ever had:

Are you allergic to any of the following? (Fieass circle)
Y N Aspirin/Pain Rellevers Y N Erythromycin Y N Tetracycline

Your current physical health is: [ Good [ Fair [ Poor Y N Codeine Y N Latex Y N Other
. Y N Dental Anesthetics Y N Penicillin
Are you currently under the care of a physician: IYes [INo Please list any other drugs that you are allergic to:
Please explain:
Da you smoke or use tobacco in any other form? [1Yes [[INo
Are you taking any prescription / over-the-counter drugs? [1Yes [1No @ [ DENTAL HISTORY
Please list each one:
Why have you come to the dentist today?
For Women: Are you taking birth control pills? OYes ONo
Are you pregnant? f1Yes  [No Woaek #:
Are you nursing? Yes O No -
y g Are you currently in pain? [1Yes [INo
Have you ever had a serious / difficult problem
Hav(glgac;g gﬁr had any of the following diseases or medical problems associated with any previous dental work? [IYes [INo
Y N Abnormal Bleeding Y N Hepatitis AB C Do your gums ever bleed? LYes [INo
Y N Alcohol/ Drug Abuse Y N Cold Sores / Fever Blisters . .
Y N Anemia Y N High Blood Pressure Do you now or have you ever experienced pain / [lYes [INo
Y N Adhritis . Y- N HIV+/AIDS discomfort in your jaw joint (TMJ/TMD)?
Y N Artificial Bones/ Joints / Valves Y N Hospitalized for Any Reason .
Y N Asthma-inhaler Y N Y N Kidney Problems How many fimes a week do you floss?___ a day do you brush?
Y N Blood Transfusion Y N LiverDisease " ; 2
Y N Cancer/Chemotherapy Y N Low Blood Prassure Are your testh sensitive to heat, cold or anything else?
Y N Colitis Y N Mitral Valve Prolapse Do you have your wisdom teeth? COYes [ONo
Y N Congenital Heart Defect Y N Pacemaker -
Y N Diabetes Y N Psychatric Problems Have you ever had an injury to your teeth/fjaw? [OYes [ONo
Y N Difficulty Breathing Y N Radiation Treatment Are you interested in whitening or cosmetic procedures? [1Yes [1No
Y N Emphysema Y N Rheumatic / Scarlet Fever
z m Egilﬁ%?smus ¥ ﬁ gﬁ:ﬁ;{g: | understand the heaith information that | have given today is correct to
Y N Frequent Headaches Y N Sickie Cell Disease / Traits the best of my knowledge. | also understand this information will be
Y N Glaucoma ¥ N Sinus Problems held in the strictest confidence and it is my responsibility to mform this
Y N Hay Fever Y N Siroke office of any changes in my medical status.
Y N Heart Attack Y N Thyroid Problems
Y N Heart Murmur Y N Tuberculosis {TB)
Y N Heart Surgery :
Y N Hemophilia Signature Date

OFFICE USE ONLY

| have read my MEDICAL HISTORY dated
DATE MEDICAL CHANGES

and confirm that it adequately states past and present conditions.

SIGNATURE
None OJ

None []

None []

None O

None ]

None O

None ]

None ]

None O

None []

None [J




