                                ARARAT DENTAL
Patient’s Name:________________________________________  DOB ____________   M    F      SS#________________________________        
Home address: _________________________________________City ___________________State ____________  Zip Code__________

Tel # H_____________________ Cell _______​​​​____________Other _________________ e-mail ____________________________________
Person financially responsible___________________________Relationship_____________________SS#________________________   

Mailing address _____________________________________________________Tel # H _________________Cell _________________
Occupation _____________Employers name &address_______________________________________________________________

Dental Ins___________________ Secondary Ins ___________________________Referred by_______________________________
 Medical History                                                    
Physician __________________ Address _________________________________________________ Tel#_____________________   

Do you have an existing illness? ___________ If yes, explain__________________________________________________________
Do you bleed excessively when cut? ________________________Do you smoke?_________________  How much?______________

Have you been hospitalized or had any surgeries?____________________________________________________________________

Are you taking any medication? ___________If so, please list__________________________________________________________
DO YOU NOW HAVE OR HAVE HAD ANY OF THE FOLLOWING?
1   HEART DISEASE:                             Y  N 
2   HIGH BLOOD PRESSURE:              Y  N                               13    LIVER DISEASE :                        Y  N
3   BLOOD DISEASE:                             Y  N                               14   KIDNEY DISEASE:                      Y  N
4   RHEUMATIC FEVER:                       Y  N                               15   HEPATITIS:                                   Y  N
5   HEART MURMUR:                            Y  N                               16   ASTHMA:                                      Y  N
6   DIABETES:                                         Y  N                               17   TUBERCULOSIS:                         Y  N
7   STROKE:                                            Y  N                                18  AIDS or HIV  positive:                   Y  N
8   EPILEPSY:                                         Y  N                                 19  ALLERGY TO:  PENICILLIN      Y  N                  
9   ARTHRITIS                                        Y  N                                                 LOCAL ANESTHEICS       Y   N

10 TUMOR HISTORY                            Y  N                                             OTHER MEDICATION___________

11 VD                                                       Y   N                              20    ARE YOU PREGNANT?               Y  N
12 RADIATION TX:                               Y  N                               21   ARE YOU BREAST FEEDING?    Y  N
DENTAL HISTORY
Do you have any present dental complaints?________________________________Where?_________________________________

When was your last full mouth X-ray taken?________________________________________________________________________

When was your last cleaning?______________________________  Last examination?___________________________________
Previous dentist’s name & address_______________________________________________________________________________

I certify that I have read and understood the above information to the best of my knowledge.  The above questions have been accurately answered.  I understand that providing incorrect information can be dangerous to my health.  I 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 payers and/or health practitioners.  I authorize and request my insurance company to pay directly to the dentist or dental group insurance benefits otherwise payable to me.  I understand that my dental insurance carrier may pay less than the actual bill for services. I agree to be responsible for payment of all services rendered on my behalf or my dependants.

Signature_______________________________________________________________Date_________________________________

