
Paticnt Narnc:

(@ Healthy Teeth Family DentistrY
10630 N 59d Avenue- Suite 101- Glendale- AZ 85104.

Patient Information
DOB:----------------.-----..-'.'-.---'-

ssN/Patieat ID #:

Street Addass:

City, 9taft:- Z;p.

Hooe C-ell Wod Other

Marial Saars: s.gk Mrrticd Otier

Eoployer:

Phone ( )

Serc Male

Occupatioo:

Emplopr Phooe:

Spouse's Name: DoB,-
SSN#:

Occupation:

Phone: ( ) Hooe c.ll worL otbcr

Soouse's Ernolover

Soouse's Emolowr Pbmc: ( )

Whom may ve tbao.L 51 p6ring you?

Dental Insura,nce

Subscribels Name: Relariouship to Pati€lt

Subscribels DOB:_ Srbecribels SSN #:

losurance

Group#:

Is paticot coy€red bt dditiooal insurarrc? Yes No

Subscdbels Name: Rdationship o Patienr

Subscribels DOB: Subactibe/s SSN #:

Insurance Company

Group#:

Assignment and Release
I cenify that I and/or my dependent(s) have instrnnce coverage with dre company in which I Mve noted above. I assign
Healthy Teeth Famny Dartistry all insurance benefis. I undersand drat I am financially resporsible for all cha4ges whether or
not pard by my insurance. I hereby authorize tre doctor to release all infosnatiori necessarl to serorre the payment ofbenefis.
I authorize dre use ofmy signature on all insurance subrnissiorx.

Sigratnre of Patient or Parent/Gvardian:

Date:Relationship to Patient:



Dental History

Reasoa for todav's visit:

For:met Deatist:

City: State:

Dates of last Dentd visir X-rays:

Hedth History
Physicien's Name: Date of lest visit:

Do you wear cootact lenses? Yes No
Have vou ever taleo aoy of the group of dnrgs collectively rcferred to as ,.fetr-phef,,'? yes No

Circle "yes"
AIDS/HN'
A-oecria

or "no" to indicate if you have had any of the

Arthritis, Rheumatism
.\rti6cal Hean Vdves
Arti6cal J oints
-{sttrma
Back Problem
Bleeding abaotma.lly with
extractions or surgety

Blood Disease
Cancer
Chemicd Depeadeocy
Chemotherapy
Circdertory Probleos
Congeniul Heart l-esions
Conisone Trcatment
Cough, persisteot or
bloody

Diabetes

Womcn:
-{te vou preguant? I'es No Are you oursing? Yes No

Name of OB/GYN-:

Clcerrng:-

Yes No
Yes No
Yes No
Ycs No
I'cs No
Yes No
Yes No

following
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Ycs No
Yes No
't'es No
Yes No
Yes No
Yes No
Yes No
Yes No
l'es No
Yes No
Yes No

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
l'es No
Yes No
Yes No
Yes No
Yes No
Yes No

Yes No
Yes No
Yes No
Yes No

Ycs
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes

No
No
No
No
No
No
No
No

No
No

Emphysema
Epilepsy
Faioting ot dizziness
Glaucooa
Headaches
Heart Murnur
Heart Problems
Hepatitis Typrc_
Herpes
High Blood Ptessure

Jauodice
Jaw Paio
Kidoey Discase
Liver Disease
Lou/ Blood Pressule
Nfitral \/alve Prolapse
Nervous Ptoblems
Pacemaker
Psycbiattic Care

Radiatioo Tteatmeot
Respiratoty Dsease
Rheumatic Fever
Scadet Fever
Shotmess of Breeti
Siaus Trouble
Skin Resh
Special Diet
Stroke
Swollen Feet or Aakles
Swollen Glaods
Thytoid Problems
Tonsilitis
Tuberculosis
Turnot or growtl on

head or neck
Ulcer
Veoereal Disease
Weight Irss

Ta-kiog birth coatrol pills? Yes No

OBIGYN Phooe: ( )

nsprin
Barbirutates (Sleeping pills)
Codeine
Iodine
Latex

Due Date:

Yes
Yes
Yes
Yes
Yes

No
No
No
No
No

Allegies
Local .{nesthetic
Pedcillin
Sutfe

Yes No
Yes No
Yes No

Other

List aoy medications you arc curtcody ta-king aod the cocelatiog diegnosis:

Pharmacy Name: phone, ( )


