Thank you for selecting our dental healthcare team!
We will strive to provide you with the best possible dental care.
To help us meet all your dental healthcare needs, please fill out this form

completely in ink. If you have anty questions or need assistance, please ash us -

we will be
; . Soc. Sec. #

Patient Informaaon (CONFIDENTIAL) Date
Name Birthdate Home Phone
Address City State Zip
Check Appropriate Box: [] Minor O single O Married [ Divorced [J widowed 1 Separated
Patient's or Parent's Employer Work Phone
Mobile Phone Email Address
Business Address City State Zip
If Patient is a Student, Name of School / College City State
Whom May We Thank for Referring You?
Person to Contact in Case of Emergency Phone
Responsible Party o
Name of Person Responsible for this Account to Patlent
Address Home Phone
Birthdate
Employer Work Phone
Is this Person Curvently a Patient inour Office? [[] Yes [] No
Dental Insurance Information

Relationship
Narme of Insured to Patient
Birthdate Social Security #
Name of Employer ' Work Phone
Address of Employer. Ciy State Zip
Insurance Company Group # Member #
Ins. Co. Address City State Zip
Ins. Co. Phome

DO YOU HAVE ANY ADDITIONAL DENTAL INSURANCE? [JYes [OMNo

IF YES, COMPLETE THE FOLLOWING:

Relationship
Name of Insured to Patient
Birthdate Social Security # Member #
Name of Employer Worh Phone
Address of Emplayer City State Zip
Insurance Company Group #
Ins. Co. Address City State Zip
Ins. Co. Phone

Over Please



Patient Medical History

Physician Office PhoneY ~ Date of Last Fxam
es No
N
1. Are you under medical treatment NOW?........ov.ccrverereiinecoeeervecinns O O 7. Are you allergic to or have you had any reactions Yeg Mo
2. Have you ever been hospitalized for any to the foﬂming.?. O Od
surgical operation or serious fHAESS?....ccc.....couvivivcecescrscnricon 0 g me'l :l:nesthetlcs (g povqcaine) O O
3. Are you taking any medication(s) g Eszo’ LT g0 el 3 R — E E
including non-prescription medicing?..............cooonccocrnvccrrreoncns O 0O Barbi S 0O O
If yes, what medication(s) are you taking? Szdan?::m T 0 O
JOFINE «..ocomnirercrrcareine s eresssrasssissees s sssrispe sessresessres tiiins O O
23T T 3 o R —— O a ASpirin ... e 11 3
5. Do you use alcohol, cocaine or other drugs?....o.cooncrcrnnnenne O O OBREE ..o evoveaeessssseserssses st e st st 0O 0
6. Are you wearing contact lEnses?.........rmsisssnsrisseoreon .8 0 8. Women Only:
;; :re you pregtlan?t or think you may be pregnant?..... 8 B
re you nursing?....
¢) Are you tahing birth control pills?.........ccomrreoniinione O d
9. Do you have or have you had any of the following?
Yes No Yes No Yes No
High Blood Pressure ... a0 Heart Disease .............u.weuvevesssnns O d Chest Pains .....omecomeeesisvasisoanns O 0O
Heart AULACK .o O [  Cardiac Pacomaber..........oo.. O O  Easily Winded oo g 0
Rheumatic Fever ... 3 TJ Heart Murmur .........coooniornccnseecres g 0 Stroke .....ovvriren: O O
SWOUER ARRIES oo O O Angind e [0 C]  HayFever/Allergies .............. O O
Fainting / SELZUTES ...ocoursvusvvssroseres L) Frequently Tired oo 0 TuberCulosis ...oooeceernsrerrsisssseninas 0O 0
Asthma O O  Anemic e O O Radiation Therapy ....owncren. 3 Ll
Low Blood Pressure ... I O Emphysema ] Ll T S I B I
Epilepsy / Convulslons ................. . B Cancer E E Recent Weight Loss ...wvve. O
Leukemia Arthritis Liver DISEASE ...revrsriecrrcrr O d
Diabetes O  Joine Replacement or Implant ....... 0 0 Heart Trouble ... s g d
mp
Kidney DISeases ... U O  Hepatitis/ Jaundice ..o CJ OO  Respiratory Problems ... 0O
AIDS or HIV Infection ...........cco. O O  seally Transmicted Disease ... O 0O Other 0
Thyroid Problemt ... U3 [ Stomach Troubles / Ulcers.......... O]
Medical History Update
Date Comments Signature

Authorization and Release

I certify that I have read and understand the above information to the best c’vlf‘:zhknowlcdgz. The above questions have been accurately answered.

1 understand that providing incorrect information can be dangerous to my I auithorize the dentist to release any information including the
gﬁnosis and the records of any treatment or examination rendered to me or my child during the of such Dental care to third party payors
or health practitioners. 1 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. T agree to be responstble
for payment of all services rendered on my behalf or my dependents.. i

X
Slgnature of patient or parent if minor




Zachary B. Vance, DMD

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

**You May Refuse te Sign This Acknowledgement™

l, , have received a copy of this office’s Notice of
Privacy Practices.

{Please Print Name}

{Signature}

{Date}

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:

Individual refused to sign
Communications barriers prohibited obtaining the acknowledgement

An emergency situation prevented us from obtaining acknowledgement

O o o &

Other (Please Specify)

© 2002 American Dental Association
Al Righis Reserved

Reproguction ang use cf this form by dentists and thesr staff 1s permitted. Any other use. duplication or d-stribution of this farm by ary sther party requires
the pnar written approval of the American Dental Associat:on.



