w Thank you for selecting Drs. Williams and Williams 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, and bring it
with you on your next visit. If you have any questions or need assistance we will be happy to help.

Patient Information (CONFIDENTIAL) Date

Name Birth Date

Home Phone Cell Phone Email Address

Address City State Zip

Check Appropriate Box [IMinor [] Single [ ]Married []Divorced [ ] Widowed [ ]Separated

If student, Name of School/College City State [] Full Time []Part Time
Patient or Parents Employer Work Phone
Spouse or Parent’s Name Employer Work Phone
How did you hear about our office ] Current Patient? Who can we thank? Name: [] Yellowpages

] Internet Web Search [] Citysearch []Doctor []School Presentation [ ] Other (please specify)

Person to contact in case of emergency Relationship Phone

Legally Responsible Party

Name of person responsible for this account Relationship to patient
Address Home Phone
Employer Work Phone

Is this person currently a patient in our office?| |Yes [ |No

Insurance Inf ormation we ask you to understand that regardless of insurance coverage, payment is expected at the time of
service. Insurance contracts are between the patient and your insurance company. Your insurance company is responsible to you, and
you are responsible to Drs. Williams and Williams. We will be glad to assist you in filing your insurance. Our office files electronically,
which expedites your reimbursement.

Name of Insurance Company Address Cc/S/Z
Employer Subscriber ID Group#
Policy Holder DOB SS#

Do you have any additional insurance? []ves []No IF YES, COMPLETE THE FOLLOWING:

Name of Insured Relationship to Patient

Birth Date Social Security #

Name of Employer Work Phone

Insurance Company Group# Policy/ID#
Ins. Co. Address City State Zip
Date Signature Date Signature

Date Signature Date Signature

Date Signature Date Signature




Patent Medical History

Physician Office Phone Date of Last Exam
Yes No Yes No
1) Are you under medical treatment NOW?.............cccecevvevvveeineanns [] ] 10) Are you allergic to or have you had any reactions to:
2) Have you ever been hospitalized for
any surgical operation or serious Local Anesthetics (€.g.nOVOCQINE)..............coueeeeereveereeranan HEE
illness within the Iast 5 Years?...........cccccvveeeevieveeecireeeecireaeesinnnn ] [] Penicillin or any other AntiobiotiCS.........covevrvereererrerrerrnen. 10
If yes, please explain: SUIFQ DIUGS....ceoeeeeeeeseereteeeeeeeevecvsieetsr e ste s sssesses s v s OO
BAIDItUGLES ...ttt ettt sttt eiess st O
Y =2 [0 1 1Y 0od
3) Are you taking any medication(s) JOQINE.ueeieeeeeeeereeceeeeteceee et ess st OO
Including non-prescription medicine?.................ccccvvvveeieeeeeennnn ) ] I X [ O
If yes, what medication(s) are you Any Metals (e.g. nickel, mercury etc)..........ccccceeverveuvne.... 0 g
Taking? LALEX RUDDEN ...t e e eve v ce v 00O
4) Have you ever taken Phen-Fen Other (Please list)
OF REAUX?P....oeeeeeeeee e eettte ettt e ttte e e s teeaesteaasesaaaeesareeaeas O 11) Women Only:
5) DO you USE tODACCO?.....c..ueeeeeeeieeeiieeiieesiieee et [] O a) Are you pregnant or think you
6) Do you use controlled substances?.............ccocueecvecevevesvenunnnse. [T [ maybepregnant?..........cccmmecennecneccernnnen. O O
7) Are you wearing contact 1eNSes?............cceeeeeeeeeccreeeecvrnaeaanas) [] L] c) Are you taking oral contraceptives?..............ccccuueu... 0o g
8) Do you have a hearing impairment?............ccccccevuveeecvveeennee. ] L1 D) Are YOU NUISING?...eceveeeeeeeeeeeeeeeeeeeeeeeeeeeereeeeereeeses HEN
9) Do you have or have you had any of the following?
Yes No Yes No Yes No
High Blood Pressure...............ccoeeinennen. 0O Heart DiSeqase............covovvenensenn. [ [ ChestPains.....eeen. 0 [
HEAIt ALEACK.......ooeveeveeereeveeereesresivessesssres e, 0O O Cardiac Pacemaker........................ L1 [ Easily Winded........ccoe...... o O
Rheumatic FEVer.........ccowvvvreesrereererrsrenins OO Heart MUIMUF ..........cccovereererrrrerrnas. L1 [ Stroke....orcoreeeeeeenran, O d
SWONEN ANKIES.....o.coeeeeeeesvrrereerrereened] O 0O V2o T Yo B L0 O Hay Fever/Allergies.............. O O
FQiNtiNG/SEiZUIeS..........covveveeeeereereerereerereaen OO Frequently Tired............ L1 [ Tuberculosis.............. O 0
AT eveveoeseeeseeseeeereseseesesevesesreseesesesrasenes O Y Y=Y £ 11 O [0 [ Radiation Therapy........... 0 [
LOW BIOOM PreSSUIe.........ovonvevveesvssirrennnns] O O EMPAYSEMG.rvorrvervrrrrieerrersrrsiionn. O O Glaucoma...e...... O o
Epilepsy/ConvulSions.................cueeerevenn O O (610 Lol =1 (S O O Recent Weight Loss.............. 1 O
LOUKEMIG...ueooeeeeeeeeeeieeeeeeeeeeeeieeieee e ] AFEALTEIS oo, Il L1 Liver Disease.........oo...... O d
Diabetes oo U Joint Replacement or Implant.......[ ] L1 Heart Trouble.................. O O
Kidney DiSeases.........cccceecveeeeciveeecieenennnn, U Hepatitis/Jaundice.......................... O ] Respiratory Problems.......... O O
AIDS or HIV Infection U Sexually Transmitted Disease.......[ ] Ll witral valve Prolapse.......... ] ]
Thyroid Problem............ooeeceeeeeereeneenena, ] Stomach Troubles/Ulcers..............] 0 U Othermo. 0O o
Patient Dental History
Name of previous Dentist and Location Date of Last Exam
Yes No Yes No
1) Do your gums bleed while brushing and flossing?........... 0 o 8) Do you have frequent headaches?.............................. O O
2) Are your teeth sensitive to hot or cold liquids or foods?[ ] [] 9) Do you clench or grind your teeth?................c......... O 0O
3) Are your teeth sensitive to sweet or sour liquids/foods? [ ] [] 10) Do you bit your lips or cheeks frequently?............... O
4) Do you feel pain to any of your teeth?..............c.ceu...... 1 O 11) Have you ever had any difficult extractions
5) Do you have any sores or lumps in or near your mouth?[ ] [ ] N ERE PASEP....oveeeeeeeeeeeeeeeeeeeee et L[ [O
6) Have you had any head, neck or jaw injuries?................. ] O 12) Have you ever had any prolonged bleeding............... i
7) Have you ever experienced any of the following problems Following eXtractions?............cccceeeeeeeeevvveeveeeseeesccievennnn. N
in your jaw? 13) Have you had any orthodontic treatment?.............. [ 0O
L6 [o] 411 TN O o 14) Do you wear dentures or partials?.......................... [ 0O
Pain (joint, ear, side of faCE)......ccceouevvvveveevesecrcerveann, ] L] If yes, date of placement?
Difficulty in opening or cloSing.............coccveoeneeureveuenes O g 15) Have you ever received oral hygiene
Difficulty in CREWING..........ccveeoeneereeesesrieeseeeee s O O instructions regarding the care of your
EEELA/GUIMIS ...ttt eeeeeeveeeaee s OO
16) Do you like your Smile?..............cccovueeecvveeeecreneannen. 0o

Authorization and Release

| certify that | have read and understand the above information to the best of my knowledge. The above questions have been accurately
answered. | understand that providing incorrect information can be dangerous to my health. | authorize the dentist to release any
information including the diagnosis and the records of any treatment or examination rendered to me or my child during the period of such
Dental care to third party payors and/or health practitioners. | understand that my dental insurance carrier may pay less than the actual bill
for services. | agree to be responsible for payment of all services rendered on behalf or my dependants.

Signature: Date:

Signature of patient (or parent if minor)



