~

(N A

Green Dental .
& Green Dental Patient Form
Orthodontics
K Experience The Difference j
EMAIL: HOME PHONE:
TODAY’S DATE: CELL PHONE:
PATIENT INFORMATION
NAME: SOCIAL SECURITY #:
LAST NAME FIRST NAME INITIAL
ADDRESS
CITY: STATE: ZIP:
SEX: Om [OF AGE: BIRTH DATE: [ SINGLE [0 MARRIED [J WIDOWED [ SEPARATED [J DIVORCED
PATIENT EMPLOYED BY: OCCUPATION:
BUSINESS ADDRESS: BUSINESS PHONE:

WHOM MAY WE THANK FOR REFERRING YOU?

IN CASE OF EMERGENCY WHO SHOULD BE NOTIFIED? PHONE:

PRIMARY INSURANCE

PERSON RESPONSIBLE FOR ACCOUNT:

LAST NAME FIRST NAME INITIAL
RELATION TO PATIENT: BIRTHDATE: ____ SOCIAL SECURITY #:
ADDRESS: PHONE:

CITY: STATE: ZIP:
PERSONAL RESPONSIBLE EMPLOYED BY: OCCUPATION:

BUSINESS ADDRESS: BUSINESS PHONE:
INSURANCE COMPANY:

CONTRACT #: GROUP #: SUBSCRIBER #:

NAME OF OTHER DEPENDENTS COVER UNDER THIS PLAN:

ADDITIONAL INSURANCE

IS PATIENT COVERED BY ADDITIONAL INSURANCE? [OYES @O NO

SUBSCRIBER NAME: RELATION TO PATIENT: BIRTH DATE:
ADDRESS: PHONE:

CITY: STATE: ZIP:
SUBSCRIBER EMPLOYED BY: BUSINESS PHONE:
INSURANCE COMPANY: SOCIAL SECURITY #:
CONTRACT #: GROUP #: SUBSCRIBER #:

NAME OF OTHER DEPENDENTS COVER UNDER THIS PLAN:

ASSIGNMENT AND RELEASE

I, the undersigned certify that | (or my dependent) have insurance coverage with

NAME OF INSURANCE COMPANY(IES)
and assign directly to Dr. all insurance benefits, if any, otherwise payable to me for

services rendered. | understand that | am financially responsible for all charges whether or not paid by insurance. | hereby authorize the doctor

to release all necessary information to secure the payment of benefits. | authorize the use of this signature on all insurance submissions.

RESPONSIBLE PARTY SIGNATURE RELATIONSHIP DATE
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Dental Health History - confidential -

DENTAL HISTORY

REASON FOR TODAY’S VISIT: DATE OF LAST DENTAL EXAM / X-RAY:
ADDRESS:
CHECK (\/) IF YOU HAVE HAD PROBLEMS WITH ANY OF THE FOLLOWING:
[0 BAD BREATH [J FOOD COLLECTION BETWEEN TEETH [J PERIODONTAL TREATMENT
[0 BLEEDING GUMS [0 GRINDING TEETH [J SENSITIVE TEETH
[0 CLICKING OR POPPING JAW [0 LOOSE TEETH OR BROKEN FILLINGS [J SORES OR GROWTHS IN YOUR MOUTH
ARE YOU HAPPY WITHYOURSMILE? ____ WOULD YOU LIKE TOHAVE WHITERTEETH? _____ DID YOU WEAR BRACES BEFORE?
HOW OFTEN DO YOU FLOSS? HOW OFTEN DO YOU BRUSH?
PHYSICIAN’'S NAME: DATE OF LAST VISIT:
ARE YOU CURRENTLY UNDER PHYSICIAN CARE? PLEASE DESCRIBE:
HAVE YOU HAD ANY SERIOUS ILLNESSES OR OPERATIONS? IF YES, DESCRIBE:
(WOMEN) ARE YOU PREGNANT? [ YES [ONO NURSING? OYES [O NO TAKING BIRTH CONTROL? [JYES [ NO

CHECK ( \/) IF YOU HAVE OR HAVE HAD ANY OF THE FOLLOWING:

] ANEMIA [] EPILEPSY [ MITRAL VALVE PROLAPSE

] ARTHRITIS, RHEUMATISM [] FAINTING ] NERVOUSNESS ALLERGIES

] ARTIFICIAL HEART VALVES [] GLAUCOMA [0 PACEMAKER D LATEX

[] ARTIFICIAL JOINTS [ HEADACHES [ RADIATION TREATMENT [l CODEINE

] ASTHMA HEART MURMUR [ RESPIRATORY DISEASE L] LOCAL ANESTHETIC

[] BLOOD DISEASE O ARt prROBLEMS [ RHEUMATIC FEVER Ll PENICILLIN

] BLOOD TRANSFUSION U HemopriLiA [ SHORTNESS OF BREATH O OTHER

[0 CANCER U weprarmis [0 STROKE

[ CHEMICAL DEPENDENCY O HIGH BLOOD PRESSURE [ SWELLING OF FEET ORANKLES D LEASELISTANY MEDICAL
CONDITIONS NOT LISTED

[ CHEMOTHERAPY [ HIV/AIDS O THYROID PROBLEMS ABOVE

] CIRCULATORY PROBLEMS O JAW PAIN [ TUBERCULOSIS

] CORTISONE TREATMENTS ] KIDNEY DISEASE O ULCER

] DIABETES O] LIVER DISEASE [ VENEREAL DISESASE

ARE YOUR CURRENTLY TAKING ANY MEDICATION?

SIGNATURE

CONSENT FOR TREATMENT: | hereby grant authority to the dentist(s) in charge of the care of the patient whose name appears on this Health History
form, to administer such anesthetics, analgesics, sedatives, nitrous oxide sedation and intravenous sedation; and to perform such operations

as may be deemed necessary or advisable in the diagnosis and treatment of the is patient. | have been informed of all possible complications

of the procedures, anesthetics and/or drugs. | also acknowledge that any photographs taken can or will be used for teaching, marketing or
demonstration purposes.

| have received a copy of the Dental Material Fact Sheet as required by law.

Authorization must be signed by the patient, or by nearest relative in the case of a minor or when the patient is physically or mentally incompetent.

SIGNATURE RELATIONSHIP TO PATIENT DATE
FOR OFFICE USE ONLY
UPDATE UPDATE UPDATE
DATE: DATE: DATE:
HEALTH CHANGES: HEALTH CHANGES:

HEALTH CHANGES:

MEDICINE: MEDICINE: MEDICINE:

PATIENT’'S SIGNATURE: PATIENT’'S SIGNATURE: PATIENT'S SIGNATURE:




