PLEASE PRINT | AESTHETIC DENTAL ASSOCIATES
509 Olive Way, Suite 1149
Seattle, Washington 98101-1779

Patient | O Mrs. OMiss OMs. 1M
L ast Name First Name Middie inttial
Address Home Phone
Work Phone
City State Zip Cell Phone
Patient's Relationship To Person Responsible For Bill: 3 Self 1 Spouse L Child [ Dependent E-mail
Marital Status: dSingle OMarried QO Widowed U Separated U Divorced Birth date Age
Sex: d Male 1 Female Soc. Sec. # Driver's License #
Referred To This Office By Previous Dentist
Patient’'s Employer Spouse’s Name
Address Spouse’s Employer
City, State, Zip Home Phone Work Phone
Occupation Occupation

PARENT OR GUARDIAN RESONSIBLE FOR BILL

Name Name

Mailing Address (if different) Mailing Address (if different)

City, State, Zip ' City, State, Zip

Home Phone Work Phone Home Phone Work Phone
Employer . Employer |
Address Address

City, State, Zip City, State, Zip

Occupation Qccupation

INSURANCE INFORMATION

Primary Secondary

Subscriber's Name | Subscriber's Name

Date of Birth - Date of Birth

Group# Group#

S.S.# SS. #

Patient's Relationship To Subscriber: Patient’s Helaﬁnhship To Subscriber:
O Self QSpouse OChild O Dependent A Self O Spouse d Child U Dependent

Subscriber's Employer Subscriber's Employar

IN CASE OF EMERGENCY, Local Friend or Relative To Be Notified {Not Living At Same Address).

Name Relationship to Patient

Home Phone Work Phone

FINANCIAL AGREEMENT AND AUTHORIZATION FOR TREAMENT.
| hereby authorize the dental office to administer such medications and perform such diagnostic and therapeutic procedures as may be necessary
for proper dental care. | also authorize the doctor or his staff to take photographs of myseif and document my treatment for educational viewing by other

dentists, stalf and patients.
| agree to pay all fees and charges for me and members of my family shown by statements, promptly upon presentation thereof, unless credit

arrangements are agreed upon in writing. Charges shown by statements are agreed to be correct and reasonable unless protested in writing within thirty
days of billing date. In the event it should become necessary to place for collection an unpaid balance due for services rendered to me or my tamily, lwe
agree to pay collection fees, and should legal action be filed, reasonable attorney fees and any other costs the court determines proper.

It is agreed that payments will not be delayed or withheld because of pending insurance claims, and all proceeds of insurance are assigned to this
office where applicable, but without assuming responsibility for the collection thereof. (A copy of this agreement is as valid as the originai).
NOTICE: Dec not sign this agreement before you read and agree o the conditions set forth. You are entitled to a copy of the agreement at the ime you

sign. Keep it to protect your rights.
AGREEMENT: The above information is for the purpose of obtaining credit and is warranted to be true. | authorize credifor or his agent to make a credit

investigation, including employment verification. | give permission for the doctor to release information in order to process claims.

Ssignature Date

Patient or Parent/Guardian
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20. Have you had chemotherapy, radiation (X-Ray) treatment or IV bisphosphonates for a tumor, growth or other

21. Are you taking any of the following medications, herbal supplements, diet supplements, and if so, for what

22.

23.
24.
25.
26.
27,
28.

28,
30.
51.
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. Have you been to a dentist in the past 2 years? If not how long?
. Have you had a complete set of X-Rays taken in the past 5 years?
. Have you had orthodontic treatment?

. Do you think that your teeth are affecting your general health in any way?

. Are you dissatisfied with the appearance of your teeth or smile?

. Are you worried about receiving dental treatment?

. Do you have difficulty in chewing your food? If so, what are your specific concerns?

HEALTH HISTORY CONTINUED

condition?

conditions?

Antibiotics or sulfa drugs
. Heart medications
Steroids (cortisone)

Insulin
Antihistamines

. Dilantin
. Oral contraceptives or other hormonal therapy
Antidepressants

Bisphosphonates (ie. Fosamax, etc)

. Nonsteroidal anti-inflammatory medication (Aspirin, lbuprofen, Naproxen sodium, etc.)

AT A FE Tt DA T W

Other
Are you allergic or have you reacted adversely to:
a. Local anesthetics (Novacaine, Xylocaine)
. Penicillin, Amoxicillin, Augmentin, or any other antibiotic
Sulfa drugs, sulfites
. Barbituates (sedatives, sleeping pills)
Valium
Aspirin, Ibuprofen
. Codeine, Vicodin (Hydrocodone} or other narcotics
. Other
Have you ever been under psychiatric treatment?
Do you consider yourself a nervous person?
Do you often feel unhappy and depressed?
Any history of anxiety or panic attacks?
Are you easily upset or irritated?
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Do you have any disease, condition or other problem not listed here that you think | should know about?

WOMEN

Are you pregnant or nursing at the present time?
Are you trying to become pregnant?
Are you currently going through or have you completed menopause?

DENTAL HISTORY

Do you have sensitive teeth?
Do you have bleeding gums?

. Have you been aware of a bad taste or odor in your mouth?

. Have you ever had sores in the mouth or on the lips that were slow to heal?
. Do you have difficulty in opening your mouth wide?

. Does your jaw joint (TMJ) click or pop?

. Do your jaw muscles ever get tired or ache?

. Do you clench or grind your teeth during the day or night?

. Have you ever had an injury to your face or jaws?

. Do you have a dry mouth?

. Are you satisfied with the quality of dental care you have been receiving?

. Why are you now seeking dental treatment?

Signature of Patient or Guardian

Date



