(PLEASE PRINT)

	      Patient Information
	
	  Dental Insurance

	                                                              Date_________________

Patient______________________________________________

Address_____________________________________________

____________________________________________________

     City                                              State                                Zip

Sex:  
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  M    
[image: image2.wmf] 

 

 

   F     Age______   Birth date________________
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 Single   
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 Married    
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  Widowed   
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 Separated     
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 Divorced                

Patient SS#__________________________________________

Occupation __________________________________________

Employer____________________________________________

Employer Address_____________________________________

Employer Phone ______________________________________

Spouse’s Name_______________________________________

Birth date____________________SS#____________________

Occupation __________________________________________

Spouse’s Employer____________________________________

Whom may we thank for referring you? ____________________
_______________________________________________
	
	Who is responsible for this account?_____________________

Relationship to Patient________________________________

Insurance Co._______________________________________

Group #____________________________________________

Is patient covered by additional insurance?  
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  Yes    
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   No     

Subscriber’s Name___________________________________

Birth date____________________SS#____________________

Relationship to Patient_________________________________

Insurance Co.________________________________________

Group #_____________________________________________

ASSIGNMENT AND RELEASE

I,  the  undersigned  certify  that  I ( or  my dependant )  have  insurance  coverage

with___________________________________________  and assign directly to

Dr. Churchill-Urrico/ Churchill Dentistry all insurance benefits, if any, otherwise payable to me for services rendered. I understand that I am financially responsible for all charges  whether or not  paid be insurance.  I hereby authorize the doctor to release all information necessary to secure the payment of benefits.  I authorize the use of this signature on all insurance submissions.

________________________________________________________________

   Responsible Party Signature

_____________________________________  __________________________

   Relationship                                                       Date


	            Phone Numbers

	Home_________________  Cell_________________ Work_____________________Ext_______ Spouse’s Work__________________
Email  ____________________________________________ Would you like to receive texts for appointment reminders? 
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  Yes    
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   No
IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household.)

Name__________________________________________________ Relationship ____________________________________________

Home Phone_______________________________Cell_____________________  Work Phone _________________________________


	              Dental History
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Reason for  visit _____________________________________________

Former Dentist__________________________

City/State______________________________

Date of last dental visit ___________________

Date of last dental X-rays _________________

Place a mark on “Yes” or “No” to indicate:
Are you happy with your smile? 
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  Yes    
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   No                                   

Do you want to improve smile?  
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  Yes    
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   No                                       

What would you like to improve?  ___________                      


	Dental Registration and History


-OVER-

	             Health History

	Physician’s Name _________________________________________________________ Date of last visit________________________
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Place a mark on “Yes” or “No” to indicate if you have had the following:
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	                 Medications
	                              Allergies

	Current Medications:                                                        Purpose:

______________________________________        ___________

______________________________________        ___________

______________________________________        ___________
​​​______________________________________         __________

______________________________________        ___________

Pharmacy/ Phone  _______________________
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  Aspirin
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  Barbiturates (Sleeping pills)
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  Codeine
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  Iodine
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  Latex
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  Local Anesthetic        
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  Penicillin        
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  Sulfa        
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  No Known Allergies      
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 Other ______________          


Patient Signature ______________________________

Date ________________________

	               Doctor’s Notes

	______________________________________________________________________________________________________________

______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________


Bad breath                        	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No       Mouth breathing	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No


Bleeding gums                	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No       Mouth pain, brushing	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No


Blisters on lips, in mouth	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No       Orthodontic treatment 	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No


Burning tongue		� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No       Periodontal surgery	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No


Chipped teeth or		� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No 	    Piercings in mouth	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No


broken fillings 				    Sensitivity to cold	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No


Clicking or popping jaw	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No       Sensitivity to heat	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No


Dry mouth		� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No       Sensitivity to sweets	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No


Fingernail biting		� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No       Sensitivity when biting	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No


Food between teeth	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No       Sleep Apnea		� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No


Hard to bite teeth together � EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No       Tobacco products	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No          


Clenching teeth		� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No          When quit  _______________


Grinding teeth		� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No      


Gums swollen of tender	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No      How often do you floss?_____________


Jaw pain or tiredness	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No    


Lip or cheek biting	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No	   How often do you brush?____________








Auto Immune Disease   	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No


           	Type:  _____________________


Autism  	                    	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No


ADHD / ADD       		� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No


 


Asthma			� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No      


Emphysema/ COPD	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No      


Epilepsy	/ Seizures	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No


       


Dental Fear		� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No            


Nervous Problems	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No        


Psychiatric Care		� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No       


Chemical Dependency	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No


Other Contributory Health Issues Not Listed


     _____________________________     


    


Women:			  


  Are you pregnant?	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No        


          Due date_________


Are you nursing?		� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No        	


      


 


		              


  


			 


	     	 


	 





Hepatitis			� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No      


Type __________	                             


Herpes, Oral		� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No  


	Other                    � EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No      


HIV Positive/ AIDS	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No


Tuberculosis		� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No  


         


Blood Disease/Hemophilia  � EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No


Excessive Bleeding  	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No                  


Anemia			� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No


Blood Thinner Medication  � EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No


Garlic, Ginko, or Fish Oil


Supplements	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No


Artificial Joints		� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No        


Artificial Heart Valves	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No        


Congestive Heart Failure 	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No


Endocarditis		� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No  	


Mitral Valve Prolapse	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No        


Pacemaker		� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No           


Stroke			� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No


Have you been told to premedicate 


   prior to dental treatment? � EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No	 


 


	                            


     


	                            


	                            





  


	   


	                            








	     


		             


  


Chemotherapy		� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No      


Circulatory Problems	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No	   


Congenital Heart Lesions	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No     


Cortisone Treatments	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No     


Diabetes			� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No    


Emphysema		� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No      


	                            


		               


    





Diabetes			� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No    


Kidney Disease		� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No        


Liver Damage		� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No        


Cancer			� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No       


Chemotherapy		� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No


Radiation Treatment	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No        


Organ Transplant               � EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No  


Dialysis Treatment	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No  


Oral Bisphosphonates        � EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No





High Blood Pressure	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No         


Low Blood Pressure	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No           


Fainting or dizziness	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No        


                          


Thyroid Disease		� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No        


Tumor or growth on	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No 


  head, neck, mouth      


			 


Headaches		� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No        


Neck Pain 		� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No


Swollen neck glands	� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No


Arthritis			� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No


Back Pain 		� EMBED Word.Picture.8  ���  Yes    � EMBED Word.Picture.8  ���   No
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