
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. Ifyou have any questions 

or need assistance, please ask us - we will be happy to help. 

Patient # _ 

SS#/SIN _

Patient Information (CONFIDENTIAL) Date _ 
Name Birthdate	 Home Phone_---=-.- _ 

State! Zip)
Atldress City Prav. pc. _ 
Email Cell Phone _ 

Checl< Appropriate Box: rJ MillOI' D Single CManied 0 Divorced 0 Widowed 0 Separated
State! Full PartIfStlident., -arne ofSchool/College City ProVo 0 TIme 0 Ti nt e 

Patient or Parent/Guardians Employer Work Phone_~-.- _ 
State! Zip)

Business Address City Prav. pc. ---'-__ 
Spouse or Parenti uanlians Name Employer Worh Phone _ 

Whom may we thanl< for refenillg you? 
Person to contact in case ofemelgency -	 Phone _~ _ 

Responsible Party Relationship 
Name ofPer on Responsiblefor this Account to Patient _ 

Address Home Phone _ 

Email Cell Phone _ 

DliVer' LiCC!15e# Birthdale Financial Institution _ 

Employer Worh Phone SS#/SIN _ 

Is this persml cWYently a patient in our office? DYes D No 

For your convenience, we offer the follOWing methods of payment. Please chech the option you prefer. Payment in full at each appointment. 

o Cash 0 Personal Check Credit Card 0 VISA D MasterCard 0 I wish to discuss the offices payment policy. 

Insurance Information Relationship 
Name of Insured ---,- to Patient _ 

Birtl1date SS#/SIN Date Employed _ 

Name of Employer Union or Local# Worh Phone _----;::,---,--- _ 
State! Tv/

Address ofEmpi.oyer City	 Provo ~'C. _ 

Insurance Company Graup#	 Policy/ID#_---,;;-:-,- _ 
Stati! Zip)

Ins. Co. Address City Prov. pc. _ 
HolY much is y I.Ir deductible? How much have you used? Max. annual benefit _ 

DO YOU HAVE ANY ADDITIONAL INSURANCE? DYes DNo IF YES, COMPLETE THE FOLLOWING: 

Re1atit;mshipName of Insured --,---,- to Patlenl _ 

Birthdate SS#/SIN _---------------- Date Employed _ 

Name ofEmployer Union or Local#· Worh Phone _-=-.- _ 
State! Zir-/

Address of Employer City Prav. pc. _ 
Imurana Company Group# Policy/ID#

State; Zir-! 
1115. Co. Address City -'---- Provo P. C. _ 

How much is ymn deductible? How much have you used? Max. allnual bellefit _ 
Over Please 



­

Patient Medical History 
Physician Office Phone Date of Last Exam _ 

1. Are you LUuier medical trealmetU now? 
Yes 
0 

No 
0 10. A,e you weming contact lenses?.. 

Yes 
0 

2. Ha~e you ever bern hOspitalizedfor any 11. Atryou alletgic to or have youlUld any reactiOlls to theJol!ol~1ng? 
sWgical operation or serious illness willtin tlte last 5 years? .... 0 0 Local Alltsthetics (e.g. Novocain)..................................... DO 
Ifyes please explain Penicillin or any other Antibiotics .. 

,	 ------------- Sulfa DllI.gs 0 
Barbiturates...................................... 03. Are you. taking Gny medicalion(s) 
Sedatives.................................................. ........................... 0
including non-prescriptioll medicine? .. o o 
Iodine	 0Ifyes, whal medication(s) areyou taking? __~ _ 
Aspirin 0 
Any Metals (e.g. niche!, mercwy, etc.) 0

4. Ba 'f you ever taken Fen-Phen/RedILX7 .. o o 
Latex Rubber	 0

5. Have you ever tahen Fosamax, Boniva, Actonel or any cancer Other (please list)
medications containing bispllOSpllOl11Jtes?	 0 o 

12. Do yOll have apersistfllt cough or throat clroring not 
6 Have you taken Viagra, Revati, Cialis 0/'Levitra associated with a kllown illness (lasting mole than 3 wfeks) ?.... o oo 

13. Women Only:
7. ~~~~a:;~~:c~~ ::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::: § o 

a) Are you pregnant or thin1? yOIl may be pregnane .. o o
8. Do you use wntmllecl subsUlnces?	 .. o 

b) Are you nursing?	 .. o o 
9. Do yoU have or l'lave. OU. hail (lny oj tile Jollowing? c) Are you taking ami contraceptives? .. o o 

Yes No	 Yes No Yes No 
High Blood Pressure .. o LJ Heart Disease .. o 0 Chest Pains . o o 
Heatt Attack .. . o 0 Cardiac Pacemaker .. o 0 Easily Winded . o o
RhcIIDllltic Fewr . . o 0 Heart Murmur .. o 0 Stroke . o D-
Swollen Ankles .. o 0 Angina .. o 0 Hay Fever / Allergies .. o O 
Fainting / Seizures .. o 0 frequently Tired . o 0 Tuberculosis .. o o 
Asthma . o 0 Anemia . o 0 Rculiation Therapy . o o 
Low Blood Pressure .. o 0 Emphysema . o 0 Glaucoma . o o 
Epilepsy / COllvulsiollS o 0 Cancer . o 0 Recent Weight Loss .. o o 
Leullcmia .. o 0 Arthritis .. o 0 Liver Disease .. o o 
Diabetes .. o 0 Joillt Replacement or Implant .. o 0 Hem·t Trou.ble .. o o 
Kidney Diseases .. o 0 Hepatitis /Jaundice .. o 0 Re piratory Problems .. o o 
AiD or HIV Jllfection .. o 0 e.xuall ' 1i'Q1l.Smitted Disease .. o 0 Mitral Valve Prolapse .. o o 
Thyroid Problem . o 0 Stomach ]i'oubles / Ulcers ... o 0 Other _ o o 

Patient Dental History 
Name ofPrevious Dentist and Locatioll Date of Last Exam _ 

Yes No Yes No 
1. Do your gums bleed while bnlshing orJlossillg? 0 o 8. Do you have frequent headaches?	 .. o 0 
2. Arc your teeth sensitive to hot or cold liquids/Joods?................. 0 o 9. Do you clench or grind your teeth?	 . o 0
 
3. Are your teet.h sensitive to sweet or sour liqLlids/foods 7............. 0 o 10. Do you bite YOllr lips or cheeks ft"equently? .. o 0
 
4. Do YOllfed pain to any ofyour teeth?	 0 o 11. Ha eyou ever hcul any difficult extractions 
5. Do you lwve any ores or lumps in or 11 ClI- Y ur mOlft!1 ?......... 0 o in the past? .. o 0 
6 Have you had any head, necl? or jaw inju ries? 0 o 12. Have you ever hcul any prolonged bleeding 
7. Have you ever expeti.cnced wly oJ the following	 following extractions? . o 0 

problems in yourjaw? 13. Have you hcul W1Y orthodontic treatment? .. o 0 
Clicking 0 o 14. Do you wear dentures or partials? .. o 0 
Pail! (joint, em; side ofJace) . 0 o 1Jyes, date of placement _ 
Difficulty in opening or closing........................ 00 o 15. Have you ever received oral hygiene instructions 
Difficulty ill chewing . o regarding the care ofyour teeth and gums? 0 o 

16. Do you like your smile?	 0 oAuthorization and Release 
I cenify that 1 have read qnd understand the above information to the best of my Imow/edge. The above questions have been accurately answaed. 
I !l/lcierstand that providlng)ncorrect information can be dangerous to my health. I authorize the delltist to release any information including the 
diagnosis and the records oj any treatmwt or e:Wminalion relldered to me or my child durillg the period of such Denta/ care to third party payors 
and/or health practitioners. 1 authorize and request my illsurance company to pay directly to the dentist or dental gl'Oup insurance benefits 

- othenvise pa- able to me. J understand that my dental insurance carrier may pay less than the actual bill for sel"Vices. I agree to be responsible 
fO! payrtllmt of all se"vices rendered on my benaU' or my di:pendalJts. 

x 
Signature ofpatient (or parent/guardian ifminor)	 Date 

Doctor's COl11l11ents	 _ 

Signature	 Date 

PATTERSON OFFICE SUPPLIES 1.800.637.1140051-1055116797 





----------------------

---------------------- --------------------------

--------------------------------

------------------------

SIGNATURE RELEASE STATEMENT 


YOUR SIGNATURE IS NECESSARY FOR US TO 

1. 	 PROCESS ALL INSURANCE CLAIMS, 
2. 	 TO ENSURE PAYMENT FOR SERVICES RENDERED, 
3. 	 TO RELEASE MEDICAL INFORMATION TO INSURANCE COMPANIES, 

AND 
4. 	 TO RELEASE INFORMATION TO OTHER MEDICAL/DENTAL 

PROVIDERS, WHEN NECESSARY, FOR YOUR TREATMENT. 

I authorize the release of all medical information necessary to process my claims and I 
authorize the release of this information, when necessary, to other providers rendering 
medical! dental care. I assign all benefits to Dundee Family Dental. This assignment 
will remain in effect until revoked by me in writing. A photocopy of this assigrunent is to 
be considered as valid as the original. 

Patient Responsi ble Party_________________ 
(parent, if minor) 

Witness Date 

ACKNOWLEDGEMENT OF RECEIPT OF 

NOTICE OF PRIVACY PRACTICES 


I acknowledge I am aware of the HIPP A Privacy Act: 

Print Name 
Signature_______________________________ 

Date 

Office Use Only. 
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy 

Policies, but acknowledgement could not be obtained because: 


X_______Individual refused to sign 


X Communication barriers prohibited this acknowledgement 


X An Emergency situation prevented us from obtaining acknowledgement 




- - ---- ----- -

DUNDEE FAMILY DENTAL 


SMILE EVALUATION 


1. Do you like the way your teeth look? Yes 0 No 0 

Explain: ___________________________________ 


2. Are you happy with the color of your teeth? Yes 0 No 0 

Explain: ______________________________________ 


3. Would 'fou like for your teeth to be whiter? Yes 0 No 0 

Explain: ______________________________________ 


, . 

4. Would you like your teeth to be straighter? Yes 0 No 0 

Explain: ' 


5. Do you have spaces Qetween your teeth that you would like closed? Yes 0 No 0 

Ifso,where? ______________________________________________ 


6. Would you like your teeth to be longer? Yes 0 ,No 0 

Ifs~Uppe~Lowe~Bo~? ________________________________________ 


7. Do you like the shape of your teeth? Yes 0 No 0 

Explain: _____________________________________ 


8. Do you have missing teeth that you would like to replace? Yes 0 No 0 
Explain: ________________________________________ 

9. Do you have old silver fillings that you would like to replace with tooth-colored fillings? 

Yes 0 No 0 

Explain: _____________________-:-;:-________________ 


. '.f 

10. If you could change anything about your smile, what would you change? 

DUNDEE FAMILY DENTAL . 5006 DODGE ST OMAHA, NE 68132 402.554.1333 


