BARON FAMILY DENTISTRY
NEW PATIENT FORM

INITIAL EXAM | | DATE
PATIENT'S NAME DATE OF BIRTH
SINGLE MARRIED  LONG TERM PARTNER DIVORCED  SEPARATED  WIDOWED
PATIENT'S ADDRESS PHONE
PERSON RESPONSIBLE FOR THIS ACCOUNT PHONE
ADDRESS
EMPLOYED BY ' BUSINESSPHONE _____
BUSINESS ADDRESS : : PATIENT'S S8#
" DENTAL INSURANCE PLAN (I ANY) : REFERRED BY
EMAIL ADDRESS DENTAL HISTORY
CHIEF ORAL COMPLAINT
OATE OF LAST DENTAL EXAM, ANY PREVIOUS MAJOR DENTAL TREATMENT, [ YES[JNOWHEN ___
DO YOU HAVE OR DO YOU USE ANY OF THE FOLLOWING - INDICATE WITH A (v)
(d Testn sensltive to cold, heat, sweets or pressure O Bag breath | Clgarettes, plps or clgar smoking
a Bleeding gums. How long ___ 0] Unpleasant taste [J Texture o toothbrush
£ Food Impaction D Unfavorable dental experlence ] Frequency of brushing
C) cisnching or grinding (3 Compiioations from extractions C]  Dental Floss
0 Burning of tongue O Perlodontal treatment 8 inter dental stimulators
D Swelling or lumps in mouth O Orthodontic treatment D'- Water jet device
O Frequent biisters on lips or mouth ) Mouth breathing | Disolosing tablets or solution
] Paln around ear | Oral hablte, I.8., fingernall biting ] Fluorids supplements
J Unusual sounds In ear whils eating oheek biting, atc. (J Alcohol
MEDICAL HISTORY
PHYSICIAN'S NAME DATE OF LAST PHYSICAL EXAM, AGE,_.__
DO YOU HAVE OR HAVE YOU HAD ANY OF THE FOLLOWING - INDICATE WITH A (v)
[ Allergles to drugs [0 Asthma - ] immune System Disorders (AIDS, HIV, ARC)
{3 Alergles to anesthstics 0 Hay faver or allergles in general (] stroke
(O Any heart aliments [J Dlabetes O Thyrela
(3 High blood pressure (0 Kidney problems [J Eye disorders
{3 Neurological problems [ Latex sensitivity 3 Tonsitis
] Radlation treatments (T3 Liver problems or hepatltls O Tubserculosls
(1) Excessive blesding from out or extraction [ Malignancles [ Uloer or colltis
(J Anemla or blood probloms (0 Psyohlatric oare/emotional problsms (2] Pregnanoy It so, what month _
(3 Anhnits (] Rheumatio fever [C] Venereal dissase
(3 chronlo Fatigus Syndrome [0 sinus problems (O other-

Descrive any current medical traatment Including drugs taken, even though not ilsted above

APPOINTMENTS: A minimum charge will be made for falled or cancelled appointment without prlor notlfication of 24 hours, This fee covers anly

a portlon of the averhead such as salarles, elactrlo, heat, eto., which stlll has to be pald whether you are present or not, Once an appointment Is made,
please remember this time has been reserved for you,

INSURANCE: To avold misunderstandings regarding dental Insurance, we wish our patlents to know that all professional services rendered are charged
dirsctly to the patlent and that patients are personally responsible for payment of fass, We wlli prepare necessary forme or reports to help you obtain

your beneflts from Insurance companies, upoen recelpt of {ull {or partlal) payment of bill. We do not render our services on the basls that Insurance
companles wlll pay ell our fess, Each fes Is Individual for the Indlvidual patlent.

SIGNATURE DATE
{PARENT OR QUARDIAN, IF PATIENT IS A MINOR)

3INYN S.IN3IVY




