Thank vou for selecting Next Century Dental & Orthodontics ! Chr mission is fo provide pyou and
your family with the best possible dental carve and service. Our office provides services including
Cosmetic Dentistry, Implant & Gum Disease Services, Ovthodoniic (Braces) Services, and
Childrens's Dentistry. [fyvour family or friends ave in need of any of these services, please fet them
me/ know we would love 1o take care of their dental needs. To help us meer YOUR  denial needs and

O achieve onr service goals, please fill out this fornr completely. If you have any guesfions or need
assistance, please ask us. The Siaff Members of Nexi Century Dental & Orthodonrics are always
happy to help the patients we serve!

e\C

{please read)
Patient Information_(Confidential) Date
Nawre Male Female  Birthdate 55N
Address City, Stave, Zip Home Phone
Check Appropriote Box;  Single Mearried Divarced Widowed Seprated Child Cell Phone
Email Al # Al Drivers Lic
If Simdent, Name of Schoal'College CitwStare Orirriwe [ rioe v
Patient's or Parent's Emplover Wark Phane
Business Address Work Email
Spouge or Farents Nome Wark Phone
Sporeese/Pavent'’s Employer Wark Enai!
Neme of neavest relative ot living with you Relationship Tele s
Comtact i case of an cmergency Relationship Tele #
Haw did vou feqrn af our office? Feriencd Fuamily (Mo Feitow Pages Mol St Adveriiming Welconne Lener Lvive By Ciffice

Ketler Citizen Allned News Westlake News Soatfilake Capeser OV Star Telegram Ciher:

R esp HHSibIE P ar .t‘l? Relationship to
Person Responsible for this Account Paileni
55N Birthcate Drivers Lic Email
5 this persor a patient of our affice? Yes No Heume Phone
Hame Address Cell Phone
Emplaver Waork Plowme

Far vour convenience, we affer the following methods af payment, Please circle and complete the aption you prefer:

Cash Personal Check Care Cradit Dental Fee Plan QOrthadontic Fee Plan Citi Health Finance
Unicam Financing  Auto Bank Draft Credit Card # Exp Other:
IHSH?{IH ce Iﬂ ﬂrmﬂffﬂﬂ Relattonsiip to
Name of Insured Puatient
Birthdote SENAD Is Insrved curvently a patient? Yes No
Emplover Wark Phone
Insurance Company Group # Policy 15 &
Tsurance Co. Addvess Instirance Verification Tele &
DO YOU HAVE ANY ADINTIONAL INSURANCE? Noo s ploase compies the Slluwing: Relationship fo
Nawe of Insured Fatient
Birthdare SSNAD Iz insured currently a paiient? Fex  No
Employer Wark Phone
fnsurance Company Crroup # Policy 1 #

Inyurance Co. dddresy Inswrance Verffication Tele #




Patient Name: Date

Patient Medical History

(e circle af 8 appelivs, and aleharate i ihe space provided av appiicalle)

Yes Noo dre you curvently nender the cave of a plysician? Please explain:
Plyysician's Name: I Office Phone: o __ Date of last Exam:
Ver Noo dre you taking any medicationfs) including any non-prescription medicine? Flease List:

Yes MNo Hove you ever been hospitalized for any sivgical operation or serions ilfness within the last 5 pears? jpivaes ogloin
Yes MNo Do vou use fobaceo?
Yes No Do yvow use conrrolfed substances?

Yes No Hive you ever faken Phen/Fen or Redux?
For Women:
Yes No Are your pregnont oF think youw meay be?
Yes No Are vou nursing?
Yes No Are you raking oral contraceptives®  [Myves, please list: s BT g s o s g e

Are you allergic or have you fad an allergic reaction to any of the following:
(e circle o @ i appliee)

Arestherics Rarbituales SewelrwMetal Mitrous Oxide Beopolanine Sulfa Deugs
Antibiotics Darvon Latex Panicillin Sedatives Tetracveling
Aspirin lodine Lidocaine/Marcaine Percodan Sleeping Fills Vadium
ather:

Do you currently or have yon ever had any of the following conditions:
(pease clrcle as if Is applies)

AfDy Epilensy Joint Replacementdmplant Rhewmatoid Arthritis
Allergies Emplyvsema Kidney Trouble Secarlet Fever
Anenia Fatigue Leukemia Sexually Transmited Disease
Angin Gongrrhea Liver Disease Simus Trouble
Avihritis Hey Fever Low Blood Pressure Stroke
Avtitical Sain Heart Diseaye/ditack Mitral Valve Prolapse Swallen Anklex
Axthma Heart Murmur Pailn in Jow Joinis Spphillis
Blood Transfusion Hepatitis A (Infections) Preumonia Thyroid Problem
Cancer Hepatitis B {serum) Radiation Therapy Tuberculosis
Cardiae Pacemaker Hepatitis C Recent Weight Loss Lilcers
Chest Pains High Blood Pressure Respiratory Problems X-rey/ Cobal Treanrent
Chianmadia HIV fn_,l'-.&'cn'an Rhewmatic Fever (dher:
Digbetes
Patient Dental History
Name of Previows Deniist and Location Date of Lase Dental Exam
dpease edreke Bedomiv as & appdics aned vhabarare in oe space provsded os appivcarmile?
Yer Mo Do yoaur gums bleed while brushing or flossing? Yes No Do vou have jrequent headoches?
Yes Noo dre vowr teeth sensitive fo hosicold lgwidsfoods? Yer Na o Do vow clench or gring your feeth?
Ver Moo Are vour teerh sensitive to sweel or sowr lgaidefoods? Yes  No Lo your Bite your ligs or cheeks frequenrfy?
Yes No D vou feel pais in any of your teeth? Yex No Herve you ever ad any previous difficulny with extractions?
Yes Noo Doyow hove any sores oF Tups i or near vour month? Yes Mo e you ever had oy prolonged bleeding following extractions?
Yes  No Have you ever hod any fead, neck, or fow igfaries?
v Vi Ever expertersed ey of e faliowing problers in yoar jme?) Yes No Herve vou ever fad any ortfodontic treatment ?
Yex No Clicking? Yesr No L your wear dentires/partiol dentures? [Cves, dore of previous

o f r 2
Yes No  Poin in your joins, ear, side of face? placement?

Yes  Noo Difficelty in opeving or closing? Yes No  Hove you ever received aral hygiene insirnerions regarding the care

Yer No  Difficulty in chewing? af your teeth or gums?

Yes No Yes No D yvor Jike wour smife? [Fno, please
Do yon horve ooy ovfer condition, disease, ar problem not contained exprlain:
et thar should e Brougit fo the dentize's aitention? Pleose S
explain: . o Y UL LD S PGS
Yes No Herve vou ever expericaced trouble associaied with any previons

denial treatment? Please

explain: _







