Welcome

To Our Practice

Please take a few minutes to answer the following questions
$0 we can better assist you with your dental needs

Date Soc. Sec. # Birthdate

Name pa— — — Home Phone

Address Cell Phone

City State Zip E-mail

sex LIm CIF [ Minor [ Single [ Married [ Long Term Partner [CIpivorced [ Widowed [ Separated
Employer Business Phone

Business Address Occupation

Who should we thank for referring you?

In case of emergency, who should we contact? Phone

Person Responsible for Account — — —
Relationship to Patient Birthdate Soc. Sec. #

Address Home Phone

City State Zip

Responsible Party Employed By Business Phone

Business Address Occupation

Insurance Company

Insurance Company Address

Subscriber LD. # Group #

Insured Name e — -
Relationship to Patient Birthdate Soc. Sec. #

Address Home Phone

City State Zip

Insured Employed By Business Phone

Insurance Company

Insurance Company Address

Subscriber LD. # Group #

Form #W4098




Dental History .

Former Dentist Date of Last X-Rays

City, State How Often Do You Floss?

Date of Last Dental Visit How Often Do You Brush?

Please check all that apply:

Bad Breath .00 s D Loose Teeth or Broken Fillings .... D Sensitivity to Sweets ......c...ccoveeunee D
Bleeding Gums ...........ccouunee. ] Orthodontic Treatment ................ ] Sensitivity When Biting ................. D
Blisters on Lips or Mouth ...... D Pain Around Ear ............... Frequent Headaches .........ciucuesinsens D

Finger Nail Biting ..................... [:l Periodontal Treatment Jaw, Head or Neck Injuries ............. D
Grinding Teeth ...........ccu......... D Sensitivity to Cold ..........ccceevreuennne Jaw Difficulty: Clicking and/or Pain.. D
Lip or Cheek Biting ................. D Sensitivity to Heat ...........c.cccccc..c.. Tooth:Pain oo et ntianen D
Physician’s Name Date of Last Visit
Yes No 7. Have you had any allergic reactions to the following:
1. Are you currently under medical treatment? ......... D D Yes No
2. Have you ever had any serious illnesses Local Anesthetics (eg. novocaine) ..........ccceeeunee D D
BRRDDEY atiONS Thz e iiiiiciiinsnisanisnssosiinsarassassssasssssssons D D Penicillin or other Antibiotics ........ccccccevevervuennen. % %
3. Are you currently taking any medication? .............. ] f e ] ]
Barbiturates (sleeping pills)
Please describe: SedatiVes i e e e [ []
JodINe s i e e % %
Aspirin ... D D
QL0 YO SIROKED v...roviccscissmvoressirasssissasmmssomiomsasnissiasssss 1 L OB et i i
8. (Women Only) Are You:
5. Do you use alcohol, cocaine or other drugs? ......... D D (W y) D D
Pregnant Y s vvmnvsvessapssssssnsasssasoril
B Do you wear contact lenses? .........cc.cccoceuemeruineneanns [ [ 1 11 O IR TN o oo r L A, E %
Taking birth trol pills? ...
Please check all that apply: A
) R e - Emphysema ..ol L] Pacemaker. ..lirihn s diig it s
AR s i s D Epilepsy::. < capatiatn B D Psychiatric Care ......

Arthritis, Rheumatism ........... D Fainting or Dizziness ...........ccc..... D Radiation Treatment.....................
Artificial Heart Valves ............ D Glaucoma s, | x| D Respiratory Disease...........ccccc.cu..
Artifigh#Joints .........ccoceccrsevens D Headachesi i ooy, | S | D Rheumatic Fever ...........ccceeueniiais
Asthi-= = v D Heart Murmur ..........coco i D Scarlet FeVer ..........c.susiisassissee
BagkEroblems ...............ccou... |:| Heart Problems:......i.c.avive oo D
Bleeding abnormally, Hepatitis-Type _______ .................. D
with extractions or surgery ... D HerpesSi ot D
Blood Disease High Blood Pressure ..........coov.c D

BATICOT e e s HIVIPOSIHIVe S rsca i n it D Swelling of Feet/AnkKles.................
Chemical Dependency Jaundicesr s ke D Swollen Neck Glands.....................
Chemotherapy ........cccccoueueee. A FVTZ 261 e i s N e el - D Thyroid Problems....

Chronic Fatigue Syndrome ..... D Kidney:Diseaser::. . nnis D Tonsillitis - s nsn s
Circulatory Problems ............. D Latex Sensitivity:iin i D TUberculosis: c.iciiiiisnsnammiin
Congenital Heart Lesions........ D Liver DIS€ase. ..ciin diveursoncissisoisas D Tumor or growth on head/neck... D
Cortisone Treatments ............ D Low Blood Pressure...................... l:] B[S ¢ B e P e
Cough - persistent or bloody.. D Mitral Valve Prolapse.................... D Venereal Disease ..........cccocceueueneene D
DGREERS. ........coivvoiviiomminasiireniss D Nervous Problems..............coeeeuee. D

SR

I hereby authorize payment directly to for all insurance benefits otherwise payable to me for

services rendered. [ understand that I am financially responsible for all charges, whether or not paid by insurance, and for all services

rendered on my behalf or my dependents.
I authorize the above doctor and/or any provider or supplier of services in this office to release the information required to secure the

| NS

payment of benefits. I authorize the use of this signature on all insurance submissions.




Last Name First name Tel. no. Referred (to or) by Dr. Patient number
Address Recommended by Date
City State Zip Address
1] 2] 314]5]6]7] 8] 9]|10/11]12]13|14] 15| 16 !
8|7 )6]5[4]3[2]1]11]2]3]4]5/6] 7] 8 Last physical examination Weight Birth date.
Are you under the care of a physician now Name Telephone no.
For what reason
Are you receiving medication now What Do you have excessive bleeding from a cut
) Do you have or have you had—
@@@@ @@@@ @%@@@@@ [0 Anemia [ Sinusitis [J Radiation treatment_____ [ Allergiestofood
g [J Diabetes [0 Rheumaticfever______ [] Vincents (trench mouth)______ [J Additional
[ Arthritis [0 Abnormal blood pressure___-_ [ Hepatitis O Ulcer.

@@@@@@ N@ @ g @ gﬂ@@@ [J Abnormal heart condition_________ [J Tuberculosis— [] Other [J Other.

@& @m @@ Are you having any discomfort at this time How long since you have been to a dentist

What was done then Did you have X-rays__ Did you make regular visits to the dentist before then
Py 7 6 51alal2l1l1121312 |5 6 7 3 Have you lost any teeth Why Any complications with extraction:
32 | 31 | 30 | 29| 28| 27|26|25/|24|23[{22]| 21 |20| 19 | 18 | 17 Have they ever been replaced by: (1) Afixedbridge— (2) Removablepartial _______________ (3) Denture

a b cde fg h i i If yes to (2) or (3): How many Why.
HE

Ll How do you feel about your teeth

vV _Iv L | "2
@%b W m % %KK How do you feel about dentures
Are your teeth sensitive to heat To cold Tosweets_______ Toacids____ Have you had your teeth straightened_________

@ @ @ ﬁ@ @@ @ @ @ When How often do you brush your teeth When How.

What type brush do you use Do you use dental floss__ Between-the-teeth stimulator______ Water jet

@ @ & @ & @ @ & @ @ Do you have bleeding gums When Do you eat between meals.

M mm @ @ Q @ m Do you brush your teeththen___________ Do you have food impaction Where
S : Yhon Have you ever had periodontal treatment
A B

m M m M w e M_ __u m When______ Doyouhave offensive breath_____ Unpleasant taste in mouth_______ Are you allergic to novocaine
To antibiotics
School Grade X-rays CLINICAL DATA
Tonsils Adenoids Date i) . . i 1
Di meas Chickenpox 2 General condition of teeth______ Conditionof mucosa—__ Inflammation of gingival tissue
Scarlet fever Whooping cough______ Study model Moderate_________ Severe Color Any recession Area
z_c:..vm ] y i Photograph Calculus: Slight Moderate Excessive —_______ Oral cancer exam
Habits—thumb or fingersucking—_ Posture . s
Mouth breathing Tongue MNMm___cBSm:o: Occlusion:
Reaction to dentistry

FORM 20217 (05/03)



Dental Insurance Authorization

Wilfred A. Charles, D.D.S
1300 Caraway Court STE 105
Upper Marlboro, MD 20774

(301) 925-7990

SIGNATURE ON FILE

I authorize the use of this form on all my insurance submissions

| authorize release of information to all my insurance carriers
I understand that | am responsible for my bill

| authorize my doctor to act as my agent in helping me obtain payment
from my insurance carriers

| authorize payment directly to my doctor

| permit a copy of this authorization to be used in place of the original

Print Name

Signature

(Parent/Guardian if patient is a minor)

Date




