PATIENT INFORMATION

NAME

CentraKentuckly

Denta DATE

I MARRIED [JSINGLE [JMINOR [JMALE [] FEMALE

LAST FIRST
SOCIAL SECURITY #

ADDRESS
STREET APT. # ary STATE ZIP
BIRTHDATE CONTACT
MONTH DAY YEAR MAIN # ALT. # EMAIL
NAME OF EMPLOYER ADDRESS
IF FULL TIME STUDENT, SCHOOL NAME GRADE

PERSON RESPONSIBLE FOR ACCOUNT - PLEASE CHECK ONE:

INSURANCE INFORMATION |

INSURED

[ PATIENT [] GUARDIAN [] SPOUSE [] FATHER [] MOTHER

MINOR CHILD - MAY NEED TO COMPLETE BOTH BLOCKS FOR PARENT INFORMATION
ADULTS - COMPLETE PRIMARY INSURED DUAL COVERAGE? ALSO COMPLETE SECONDARY

PRIMARY INSURED / {341 S5 0 eor

SECONDARY INSURED

LAST FIRST M LAST FIRST M
STREET aTy STATE STREET CITY STATE
PHONE EMAIL PHONE EMAIL

BIRTH DATE (MO/DAY/YEAR) RELATIONSHIP TO PATIENT

BIRTH DATE (MO/DAY/YEAR) RELATIONSHIP TO PATIENT

EMPLOYER DENTAL INS. CO EMPLOYER DENTAL INS. CO
SS# SUBSCRIBER # GROUP # SS# SUBSCRIBER # GROUP #
EMERGENCY CONTACT Has any member of your family ever been treated at Central Kentucky Dental?
[ ves O no
NAME )
Whom may we thank for referring you to Central Kentucky Dental?
ADDRESS

CITY/STATE/ZIP
TELEPHONE #

AUTHORIZATION

| hereby authorize payment directly to the Dental Office of the group
insurance benefits otherwise payable to me. | understand that | am
responsible for all costs of dental treatment. | hereby authorize the Dental
Office to administer such medications and perform such diagnostic,
photographic and therapeutic procedures as may be necessary for proper
dental care. The information on this page and the dental/medical histories
are correct to the best of my knowledge. | grant the right to the dentist

to release my dental/medical histories and other information about my
dental treatment to third party payors and/or other health professionals
by any method, including electronic transfer.

Patient or Responsible Party

Date State Driver’s License #

METHOD OF PAYMENT

Responsible Party Currently Has an account at Central Kentucky Dental?

[ ves [n~o

[] Payment in full at each appointment (cash or personal check)
] Payment in full at each appointment ([] VISA [] MC [] OTHER)

SERVICE CHARGE

If I do not pay the entire new balance within __ days of the monthly billing
date, a service charge will be added to the account for the current monthly
billing period. The service charge will be a periodic rate of ___ % per month
(or a minimum charge of $ for a balance under $ ) which is an annual
percentage rate of % applied to the last month'’s balance. In the case of
default of payment, | promise to pay any legal interest on the balance due,
together with any collection costs and reasonable attorney fees incurred to
effect collection of this account or future outstanding accounts.




CentraKentuckly

Denta

PATIENT NAME DATE

PRIMARY REASON FOR THIS DENTAL APPOINTMENT: [] EXAMINATION  [] EMERGENCY [J consuLTATION

DENTAL HISTORY

Please Circle

DO YOU HAVE A SPECIFIC DENTAL PROBLEM? DESCRIBE Yes No
DO YOU HAVE DENTAL EXAMINATIONS ON A ROUTINE BASIS? LAST VISIT Yes No
DO YOU THINK YOU HAVE ACTIVE DECAY OR GUM DISEASE? Yes No
DO YOU BRUSH AND FLOSS ON A ROUTINE BASIS? DISCUSS Yes No
DO YOUR GUMS EVER BLEED? DISCUSS Yes No
DO YOU LIKE YOUR SMILE? WHY? Yes No
DOES FOOD CATCH BETWEEN YOUR TEETH? ANY LOOSE TEETH? Yes No
DO YOU WANT TO KEEP YOUR REMAINING TEETH? Yes No
DO YOU EVER HAVE CLICKING, POPPING, OR DISCOMFORT IN THE JAW JOINT? DO YOU BRUX OR GRIND? Yes No
HAVE YOUR PAST EXPERIENCES IN A DENTAL OFFICE ALWAYS BEEN POSITIVE? Yes No
DO YOU SMOKE OR CHEW? ANY SORES OR GROWTHS IN YOUR MOUTH? DISCUSS Yes No

NAME OF PREVIOUS DENTIST (OPTIONAL)
DATE OF LAST FULL MOUTH X-RAYS (16 SMALL FILMS OR PANORAMIC):

MEDICAL HISTORY

ARE YOU UNDER A PHYSICIAN'S CARE NOW? WHY? WHO? PHONE Yes No
HAVE YOU EVER BEEN HOSPITALIZED OR HAD A MAJOR OPERATION? DISCUSS Yes No
HAVE YOU EVER HAD A SERIOUS INJURY TO YOUR HEAD OR NECK? DISCUSS Yes No
ARE YOU TAKING ANY MEDICATIONS, ASPRIN, VITAMINS, HERBALS, PILLS OR DRUGS? WHAT? Yes No
ARE YOU ON A SPECIAL DIET? DISCUSS Yes No
ARE YOU ALLERGIC TO ANY MEDICATION OR SUBSTANCES? PLEASE CHECK BOX BELOW: Yes No

[J APSRIN [JPENICILLIN [] CODEINE [JACRYLIC [[]JMETAL [JLATEXRUBBER [JMILK [] OTHER
WOMEN (PLEASE CHECK):  [] PREGNANT/TRYING TO GET PREGNANT [[] NURSING [] TAKING ORAL CONTRACEPTIVES

DO YOU NOW HAVE OR HAVE YOU EVER HAD ANY OF THE FOLLOWING? DO YOU TAKE ANY OF THESE MEDICINES? PLEASE CHECK THE APPROPRIATE BOXES.
*IF YESTO ANY OF THE STARRED CONDITIONS, PLEASE CALL PRIOR TO YOUR APPOINTMENT...PREMEDICATIONS OR CHANGES IN MEDICATION MAY BE REQUIRED.

Yes No Yes No Yes No Yes No Yes No
Heart Disease/Surgery* O [O Excessive Bleeding O O Chemotherapy O O NightSweats O O Cold Sores OO0
Heart Murmur or Defect* [ [0 Sickle Cell Disease O O oOsteoporosis O [ YellowJaundice O [O Fever Blisters OO0
Irreqular Heart Beat O [O Hemophilia O O Bisphosphonates O O Kidney Problems O [ Herpes OO0
Angina/Chest Pain O O Methemoglobinemia [0 [ Osteonecrosis of Jaw O O Renal Dialysis O O stroke O O
Heart Attack/Failure O O Leukaemia O [ Aredial.V.Reclast |.V. O O Thyroid Disease O O convulsions O O
Congenital Heart Disorder* 1 [ Recent Blood Transfusion 1 [0 Zometa I.V. O O Parathyroid Disease O [ Epilepsy or Seizures O a
Mitral Valve Prolapse* O O swelling of Limbs O O Fosamax, Actonel, Boniva [0 [ Arthritis/Gout O O raintingor Dizziness O O
Scarlet Fever O O Lung Disease O O Stomach/Intestinal Disease[d [ Rheumatism O O Glaucoma O a
Rheumatic Fever * O [O Breathing Problem O O VUlcers O O PaininJaw Joints O [ Tumors or Growths OO0
Artificial Heart Valve* O [ Shortness of Breath O O RecentWeightLoss O [ Cortisone Medicine O [O Nervousness O O
Heart Pace Maker* O O Frequent Cough O O Frequent Diarrhea O O Artificial Joint* O [ Psychiatric Care OO0
Pulmonary Shunt* O O HayFever O [ Diabetes O O Sexually Transmitted Disease [ [0 Alzheimer’s Disease OO0
High Blood Pressure O O SinusTrouble O [O Excessive Thirst O O Abs O [ Allergies (Medicines) [ O
Low Blood Pressure O O Asthma O O Hypoglycemia O O HIVPositive O [ Allergies (Pollen/Dust) O O
Bacterial Endocarditis* O O Bloody Sputum O [ LiverDisease O [ Genital Herpes O [O Hives orRash OO0
Unexplained Fever O O Emphysema O [ Hepatitis A (Infectious) O [ DrugAddiction/Alcoholism [ [0 Need Premedication? [ [
Bruise Easily | Blood Disease[ [ Tuberculosis O O HepatitisBorC O [O Tattoos/Body Piercing O [ Evertakenfen-phen?* [ O
Anemia O O Ccancer O [ Protease Inhibitor O O Cochlear implants? O O
Coronary Stent* O O X-RayTreatments (adiation [ [J
Have you ever had any other serious illness not checked above? Discuss Yes No
Do you wish to talk to the dentist privately about any problem? Yes  No

To the best of my know/edge. all the preceding answers are correct. If / have any changes in my health status or if my medicines change, / shall inform the dentist and staff at the next appointment without fail.

X DATE
PATIENT SIGNATURE (PARENT OR GUARDIAN)

REVIEWED BY DOCTOR DATE BP PULSE

HISTORY REVIEW AND SIGNIFICANT FINDINGS




