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Dlease tnke a leir minutes to anover the flol1ovin6

queoLiono 60 ve can beLter aseiol you vith your dentnl needs.

PATIENT

Date Soc. Sec. # Birthdate

Home Phone
flirst Nme

Address Cell Phone

State- Zip E'mail

Sex n M [r ilmiro, lsingte ilMarried fltongTermFartner f]Divorced nwiaowea flseparated

Employer Business Phone

Business Address Occupation

Whc should we thank for referring you?

ciry

In case of emergency, who should we contact? Phone

PRIru{ARY I

Pe rsrrn I{esp*nsihle fltr Aerount

Relationship to Patient Birthdate Soc. Sec. #

Address Horne Fhone

zipStatecib-

Responsible Parly Employed By Business Fhone

Business Address Occupation

Insurance Company.

Insurance Company Address

Subscriher l.D. # Group #

ADDITIO

trnsured Name

Relationship to Patient Birthdate Soc. Sec. #

Home Phone

ciry State

Insured Employed By Business Phone

Form #4065

Please complete reverse side

zip

Insurance Company

Insurance Company Address

Subscriber I.D. # Group #
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Icrmer Dentist

Date *f Last Dental Visit

Please check all that applSt

Bad Breath..... ............ n
Bleeding Gums ................................. n
Blisters on lips or Mouth ................ n
Finger Nail Biting ............................ n
Grinding Teeth ................................. n
tip or Cheek Biting .......................'.. t

Date of last X-Rays

H,ow 0ftea Do You floss?

How Often Do You Brush?

loose Teeth or Broken Fillings.........I
0rthodontic Treatment .................... n
Pain Around Ear ................".............. il
Periodontal Treatment ..................... n
Sensitivity to Cold ...."..............."....... n
Sensitivity to Heat ............................ t]

Sensitivity to Sweets ......................... n
Sensitiviff When Biting "..........,....... il
Frequent Headaches ....................."... I
Jaw, Head or Neck Injuries ...............il
Jaw Difficulty: Clicking and/or Fain..[
ToothPain ..................il

City, State

&{ffiffigcAg, ru

Physician's Name Date of last Visit

Yes
l. fue you currently under medical treatment? ............ I
2. Have you ever had any serious ilinesses

or opirations? ...........:............ ............. X
3. Are you curentlytaking anymedication? ................ I
Please describe:

4. Do you smoke? ............. f,
5. Do you use alcohol, cocaine or other drugs? ............. tr
6. Do you wear contact lenses? .............. f,

No

n
nt
il
u
n
l
u
I
nf

No

n
n
u

n
n
n

ASS[ffNSI
I hereby authorize payment directly to for all insurance benefits otherwise payable to me for
services rendered. I 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
payrnent ofbenefits. I authorize the use ofthis signature on all insurance submissions.

Signature of Responsible Parly


