Patient Information Form
For the offices of

Dr. Jonathan A, Morris
nsive dental care the following information is requested. All disclosed information will be kept confidential according to

In order to provide vou with thorough and comprehe
the rules and guidelines of LIP A &

Patient Information iy
Patient Name
Last First Title i {Preferred Name}

| Social Sceurity # Birth Date Gender (M/F), Marital Stamas___

Home Address ,

Siveet Address ity Stute Zip code

| Phone numbers
i Home Work & ext} Ceilolar ¥ Niail Address

Employer o

{ompany Name City/State Pasition
Emergency Contact
g Name Relation Phooe Number

| Who will be responsible for pavment for this account?
[ Spouse Information ﬁ
! Spouse’sName {
f fast First Fitle T (Preferred Naws} %
1
i Empiover {
| Company Nane City/State Position i
Referral Information
§ Whom may we thank for referring vou to our dental practice? ;

33 Yellow Pages

{J Another patient

3 Other

f Imsurance Information }

Primary Inswanee
Insurance Company

Company Phone number

Company Name
Name of Insured
Last Fist i1 =
Insured’s Birth Date D#E

Insured’s Address (if different than patient) ‘

Paticnt’s relationship to insured: JSelf UOSpouse HChild JOther ;

Explain

Secondary Insurance

Insurance Company, -
Company Name

Company Fone nwmber

Name of Insured

iast First

BEE Social Security #

Insured’s Birth Date ID#E Group#

Insured’s Address (if different than paticnt}

Please Complete Both Sides

X



| Medical History

Pt.Name 7.,

Name of current physician

Physician’s address

Date of last appointment

Phone number

{ i

Monthyzar

Please list all vitamins. prescription, over the counter, and homeopathic medication(s) yvou are currently taking and why:

Please check the answer the following questions.

Yes No
[} [

Are vou in good health?
Arc vou presently being treated for any condition(s) by a physician”?

Explain

Explain

Have you had any serious illness, operation, or been hospitalized in the

past 5 years?
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Do vou drink alcohol?
Do vou routinely use mouth rinses?

Do vou use tobacco products?

Has anyone in your family been diagnosed with oral cancer?

Howofen ¥

What wpe?

How ofies?

Wheitype?

Are vou taking birth control pilis?
Are you ot do vou suspect that you may be pregnant? Due date
Are vou nursing”?

Are vou on hormone replacement therapy”?

Please check all that apply

Have vou ever had any of the following?

1 AIDS

1 Allcrgy-Aspirnin
4 Allergv-Codeine
O Allergy-Sulfa

{3 Allergy- Penicillin

O Allergv-Other Antibiotics

O Allergy Other_
3 Anemia
O Artificial joint
O Asthma
J Blood Discase
1 Cancer

) Chemical dependency
O Chest pain

3 Chronic diarthea

U Circulatory problems

1 Contact lepses
J Diabetes

3 Difficulty breathing
1 Dizziness

) Emphyvsema

1 Epilepsy

3 Excessive bleeding
1 Fainting

{1 Glaucoma

O Hay fever

O Head injuries

3 Headaches )
oJ Heart disease

1 Heart murmur {MVP)
U Hemophilia

O Hepatitis

=

If vou use tobacco products would vou like help to stop?

3 Hip replacement

O HIV infection

J High blood pressure
1 Jaundice

U Kidneyv disecase

0 Knee replacement
U Liver diseasc

LI Low blood pressure
U Nervous disorder
0 Osteoporosis

J Pacemaker

1 Problems w/immune svstem

33 Psvchiatric carc

U} Radiation treatment
J Respiratory problems
J Rheumatic fever

0 To mv knowledge I do not have any of the following conditions.

) Rheumatism

3 Scizures

3 Sickde cell diseasce
1 Sinus problems

L3 Special diet_____

3 Stomach probloms
2 Stroke

3 Swollen neck glands
2 Thyroid problems
3 Tuberculosis

U Transfusion

.l Transplant

U Tumors

1 Ulcers

- Venereal disease
3 Other

Have vou ever been told by a physician you must take pre-medication (antibiotics) before dental treatment?

Explain

Do you have any disease, condition, or prob

Explain

lem not listed above that you think the doctor should know about?

To the best of my knowledge,
change in my health, ¥ will inform the doctor at the ne:

staff responsible for any errers or omissions that 1 may have made in completion of this form.

X

all of the preceding answers and information provided are true and correct. If I ever have any
<t appointment without fail. I wilf not hold my dentist or any member of his



P MName . - e T f

L}}enia{ _]ipf’ﬂtﬁinﬁeﬁ , ) ’
Plunse nuswor iie Sllowing §ﬂﬁbﬁunz~‘;m Ireip us familiarizs carselyes with your demtal histerys current dentsl sitaation and foture dental goals.
Purpese for today s appuointment o
Previous dentist - — -
Date of last dental visil What for?
. __ Why did you change denfisis?

Date of last demizal xrays
{montiyes)

Please check the Suswer the following guestions.

Yes Mo
iave you ever bad an allergic reaction to latex? Drescribe
anesthetic? (i.e. Novooaine) Describe

Haveyauevezhadaaadveise reaction to local
reguest Nifrous Oxide duﬂngésntalmdm&? 3 cleanings L restoraiive ireatment

Isﬂmemyéenﬁsnyﬁ:ziwasmammmdedmyﬂuthathasmtyetbeencemﬂem

o =

o o]

0 2 Do vou

o ] ‘Have yor had any serious sroublc associated with previous dental freatiment?

3 o) Dsyouhaveaﬂaarofgcingmﬂ:edmﬁst?(}o}nmﬁﬁs

[ ] Doywhavetaub’ieeathgand chewing foods satisfactorily?

0 e H&veycneverhadb@margfgmdanﬁcmmmﬁ

3 o Haveyouwhaﬂpﬁindumal(gum}mmmem? ‘When?

O o Downﬁass?ﬁow%

=) ] Do vou play any Sporis? ist _ _ . .
i3 {4 Doﬁn Wearmyofﬁefaﬁowinig? T3 might gnard U snonsg device L3 orthodomtic appliance 3 sports guard
- g Do you suoIL, have trouble sleeping or hreathing while yor slesp?

a o Hasleyoneverwhisenedmteeﬁz?

0 2 Are you happy with fhe appearance of your teeth?

o a2 Amyoumresmdmmﬁnmzﬁanabmﬁcasmencdﬁmlpmcedm?

e} 0 el ouid ke by the dentist?

3 a

For the followins guesitons check alf that 2pply.

T zra corrently experiencing sensitivity or pain in my beast,
O kot 3 sonr Q3 chewing 3 touch

T eold 3 swest L3 other R e
(expiain)

neck, or mouth from the following: (None LI}

The pain or sensitivity iss (Nene . 33
{3 sharp pain {3 constant L} goes away inmnediaiely
(3 duli ache 3 intermitiept L1 lasts hours

3 wakes you from slesp & started when?
{1 lasis days £3 other

{e=piaic}

)
Do yon ever experience any of the following symptoms in or around your head, neck, or mouth?
2 gaobejls 3 jaw clicking 3 jaw popping O food caiching 3 red patches (1 white paiches

I swelling L2 bleeding grans

2 blisters 3 ulcers % headaches [3 ear aches  TJ Tumps coldsores  Ulother B
1 presenily have in my monih: (Noge in ’

3 sifver fillings &3 crowas 3 removable partials or dentures U cosmsti bonding peassilil it

3 woth colored filings (I fixed bridges LI deptal Inplants o = e fe g : efi-fmfzm

I au interested in the following dental care:
3 Complete denfal care that emphasizes ireating denial concemns early to prevest fivure problems inclnding replacement of

nﬁs.singteeﬁl, periodontat (gam} treatment and crowns Where Becessary.
3 Maintenance dental care that will matniain my crent dental status with tooth colored fillings and preventive maintenance.

3 Bmergency dental cars to freat my present problem only.

1 would prefer
3 fewer appointments for a longer length of time 1 Iocal anesthetic for freatment
{3 amitipls appointmends for shorter length of time 3 medication Le. Valium for treatment
I have or wonld postpore dental treafment becanse of the follovwing:
Oifear Oeost L1 time O lack of concemn U other

X

# ST




i
Lee.

i By signing below, you consent fo our use and disclosure of protected health information about you for treatment,
payment, and healih care operations and referrals. You have the right to revoke this consent, in writing, except

where we have already made disclosnres i Trust on VOUT Prior Consent.

Signature/Guardian

Financial Agreement
1 scknowledge that payment is due at the fime of treatment. unless other arrangements are made. I agree that
parents, guardians or personal represeatatives are responsible for all fees and services or items provided fo me
or the patient. I understand that filing a claim with my Insurance COMpany does not relieve me from my
responsibility for the payment of all charges. ¥ my account becomes delinguent, I understand that one peroent

per momh late eharge pius acmual and seaspnabie collection charges plus reasonable atforney’s fees will be
added when necessary to collect iy delinguent account. |

Signature/Guardian Daie

Insurance Assignment and Release

and assign direetly to Dr.

Icerﬁf}zﬁzﬁ?aminsmﬁiwiﬂl
TSt e e F ST & #f insurance benefiis, if any. otherwise payable 1o me for services rendered. I pnderstand
tnat 1 am Fnancially responsible for afl charges whether or not paid by insurance. I amthorize the use of my

signature on all insurance submissions.

o Pl SN IR <P VS may use my healthcare informaiion znd may disclose such
information fo any of my insurancs company(ies} and their agents for the purpose of obtaining payment for
services and determining insurance benef#s ar the benefiis payable for related ssrvices. This consent can only

be revoked with written notice to this office.

Signature/Guardian Daic
De not sign the following section until the doctor has completed your examination and reviewed
his treatment recommendations with yea.
[7 1
Treatment Agrecment

T hereby authorize and request the performance of dental services for myyseif or for
. Talso give my consent fo any advisable and necessary dental procedures,

mediontions and for anesthetics to be administered by the attending dentist or his/her supervised staff for
di?gnostic purposes or dental ireaiment. 1 understand that no dental meatment is risk free and that my dentist
will iake reasonahle steps to limit complications. 1 have had the opportunity to ask guestions about risks and
alternative treatments and understand my treatment plan.

Risks of treatment inciude but not Hmited o _

Signature/Guardian



