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Patient Information


Date__________


Patient_________________________________


Address____________________________�____


_______________________________________


Sex (M (F  Age ____  Birth Date __________


( Single (Married (Separated ( Divorced


Patient SSN ____________________________


Occupation _____________________________


Employer ______________________________


Employer Address _______________________


Employer Phone _________________________


Spouse’s Name __________________________


Birth Date __________SSN ________________


Occupation _____________________________


Employer_______________________________


Whom may we thank for referring you?


__________________________________________





Dental Benefits


Subscribers name ________________________


Birth Date ________ SSN _________________


Insurance Co. ___________________________


Group# _______ Relationship to Ptnt ________


Does patient have additional benefits? ( Y ( N


Subscribers name ________________________


Birth date ________SSN __________________


Insurance Co. ___________________________


Group# _______ Relationship to Ptnt ________


Assignment and Release


I certify that I (or  my dependent) have insurance coverage with ____________________and assign directly to Dr. Glenn Payne all insurance benefits, if any, otherwise payable to me for services rendered.  I understand that I am financially responsible for all charges whether or not paid by insurance.  I hereby authorize the doctor to release all information necessary to secure the payment of benefits.  I authorize the use of this signature on all insurance submission.





_______________________________________________________________


Responsible party


_______________________________________________________________


Relationship				Date














Phone Numbers


Home______________ Work_____________  Cell_____________  Spouse’s work___________________


Best time and place to reach you____________________________________               e-mail________________________








Dental History                            (Have you had or do you have any of the following?)


Reason for today’s visit__________	  Blister on lips or mouth  	  (Y (N 	Mouth Breathing 	(Y (N


_____________________________	  Bad Breath			  (Y (N	Bleeding Gums		(Y (N


Former Dentist_________________	  Tobacco Use			  (Y (N	Dry Mouth		(Y (N


Reason for change______________	  Food Traps			  (Y (N	Teeth Grinding		(Y (N


_____________________________	  Gums swollen or tender	  (Y (N	Clicking jaw		(Y (N


City, State_____________________	  Jaw Pain or soreness		  (Y (N	Pain around ear		(Y (N


How long since last dental visit?	  	  Lip or cheek biting		  (Y (N	Biting Sensitivity	(Y (N


______________________________  	  Pain on brushing	 	  (Y (N	Orthodontic care	(Y (N


	  				  Sensitivity to cold		  (Y (N	Sensitivity to sweets	(Y (N


					  		





Dental Experiences


Do you like your smile?_________What would you change if you could?_________________________________________


What are some of your expectations of a good dentist?________________________________________________________


What don’t you like about visiting the dentist?______________________________________________________________


 ___________________________________________________________________________________________________


Anxious about dental treatment?	( no	( somewhat  ( yes  (  very anxious!


My mouth is:				( very comfortable  ( moderately comfortable  ( uncomfortable


The appearance of my teeth is: 	( excellent  ( acceptable  ( I want to change my smile  ( unimportant


Keeping my teeth is:			( very important  ( dependent on money and time   ( unimportant


I have put dental care  		( high on my list  ( low on my list  (  never considered


My present state of dental health?	( excellent  ( good  ( poor 


I have followed recommendations in the past:  ( always  ( seldomly  ( have not had recommendations


                                       Obstacles I see to excellent dental health for myself. . . 


( I see no obstacles   ( Time away from work or other obligations   ( Fear of pain, surgery, or injections


( Fear because of past dental experiences  ( Cost of treatment   ( Other________________________________





Health History


Physician(s) name___________________________  Phone__________________   


Are you being treated presently for any condition?____________  Explain______________________________


Date of last visit______________


Please mark on Y for “yes” or N for “no” to indicate if you have had or do have any of the following:


AIDS	(Y(N	Glaucoma	(Y(N	Rheumatic Fever	(Y(N


Anemia	(Y(N	Asthma	(Y(N	Artificial Heart Valve	(Y(N


Diabetes	(Y(N	Cancer	(Y(N	Artificial Joint	(Y(N


Chemical Dependency	(Y(N	Chemotherapy	(Y(N	Congenital Heart Lesion	(Y(N


Emphysema	(Y(N	Epilepsy	(Y(N	Mitral Valve Prolapse	(Y(N


Excessive Bleeding	(Y(N	Fainting or dizziness	(Y(N	Heart Murmur	(Y(N


Headaches	(Y(N	HIV Positive	(Y(N	Hepatitis, Type_______	(Y(N


Ulcer	(Y(N	Jaw Pain	(Y(N	Herpes	(Y(N


Nervous Problems	(Y(N	Pacemaker	(Y(N	High Blood Pressure	(Y(N


Kidney disease	(Y(N	Liver disease	(Y(N	Low Blood Pressure	(Y(N


Psychiatric care	(Y(N	Radiation Treatment	(Y(N	Stroke	(Y(N


Respiratory disease	(Y(N	Thyroid problems	(Y(N	Tuberculosis	(Y(N


Shortness of breath	(Y(N	Sinus trouble	(Y(N	Venereal disease	(Y(N


Swelling of feet/ankles	(Y(N	Tumor or growth	(Y(N	Weight loss, unexplained	(Y(N


History of or presently taking biphosphonates for osteoporosis ( Boniva, Fosomax, Actonel or similar)	(Y(N	


Women:Are you or do you think you may be pregnant”?	(Y(N	Currently Nursing	(Y(N	Taking birth control pills	(Y(N


Medical Updates	____________     _____________   _____________   _____________   ____________   ____________


Doctor’s notes	____________________________________________________________________________�


	


	





Medications (including dosages)


____________________    _____________________


____________________    _____________________


____________________    _____________________


Pharmacy name______________________________


If the medications you are taking exceed the space here please provide us with a list of all the medications you are presently taking.





Allergies


(   Aspirin			(   Barbiturates


(   Codeine			(   Latex


(   Local Anesthetic		(   Penicillin


(   Other antibiotics________________________


(   Sulfa drugs		(   None


(   Other________________________________








Authorization and Consent


I certify that I have read, understand and have accurately answered the above questions.  I understand that providing correct information is vital in order to receive appropriate care. I understand that there is no warranty or guarantee as to any result and or cure and that no guarantee has been given me that the proposed treatment will be curative and/or successful to my complete satisfaction due to the individual patient differences and responses.  I understand that I can ask for a full explanation of all possible risks pertaining to my treatment and that the doctor will discuss treatment before it is initiated. 


	I hereby authorize the dentist to perform any and all forms of treatment, medication, and therapy that may be indicated in connection with the dental care provided to myself or my dependents.





Financial


	I understand that the responsibility for payment for professional services provided in this office for myself or my dependents is mine, due and payable at the time services are rendered unless written financial arrangements have been made and signed by me.  In the event of default I promise to pay interest on the indebtedness, together with any collection costs and attorney fees as may be required to effect collection. 


All past due amounts are assessed 2% per month. 





________________________________________________	___________________


Signature of patient or parent or guardian if minor		Date











