
 Welcome
                     We are pleased to welcome you to our practice.   
                                                                  Please take a few minutes to fill out this form as completely     
                                                                  as you can.  If you have questions we’ll be glad to help you. 
                                                       
   Patient Information
   Date______________________   Primary Phone (____) _________________   Secondary Phone (____) ________________           

  Name_________________________________________________________   Social Security # ________________________
          Last Name                                                         First Name                                                    Middle Initial

    Address _______________________________________________________   E-mail ________________________________

    City __________________________________________________________   State ____________   Zip _________________

    Sex   ____M   ____F     Age ________   D.O.B. _______________________     ___Married   ___ Widowed   ___ Single ___ Minor

    Patient Employer _______________________________________________   Occupation ____________________________

    Employer Address ______________________________________________   Employer Phone (____)___________________

    If College Student: School Name/Address ___________________________________________________________________

    Notify in case of emergency _____________________   Phone (____)_____________   Relationship ____________________
  
    Whom May we thank for referring you?  _____________________________________________________________________

    Primary Insurance
    Person Responsible for Insurance __________________________________________________________________________
                                                  Last Name                                                                                      First Name                                                         Middle Initial

    Relation to Patient _________________________   D.O.B. _______________   Social Security # ________________________

    Address (If different from patient’s) ___________________________________   Phone (____)__________________________

    City ___________________________________________________________   State ___________   Zip _________________

    Person Responsible Employer ______________________________________   Occupation ____________________________

    Employer Address _______________________________________________   Employer Phone (____)___________________

    Insurance Company Name __________________________   Subscriber/I.D. #__________________   Group # _____________


    Additional/Secondary Insurance
  Is patient covered by additional insurance? ___yes   ___No

    Person Responsible for Insurance ___________________________   D.O.B. _________ Relation to Patient ________________

    Address (If different from patient’s) ___________________________________________   Phone (____)___________________
 
    City ___________________________________________________________________   State ________   Zip _____________

    Person Responsible Employer ______________________________________________   Employer Phone (____)___________

   Insurance Company Name _________________________   Social Security/I.D.# ______________   Group # _______________









  Dental History
    Reason for Today’s Visit ___________________________________   Date of Last Dental Care _________________________

    Former Dentist ___________________________________________   Date of Last Dental X-rays _______________________

    Address _______________________________________________________________________________________________

    Check if you have had problems with any of the following:

    ____ Bad Breath                                                  ____ Grinding Teeth                                          ____ Sensitivity to Hot

    ____ Bleeding Gums                                           ____ Loose Teeth or Broken Fillings                 ____ Sensitivity to Sweets

    ____ Clicking or Popping Jaw                             ____ Periodontal Treatment                               ____ Sensitivity when Biting

    ____ Food Collection Between Teeth                 ____ Sensitivity to Cold                                       ____ Sores or Growths in Mouth

    How often do you floss? ___________________________________     How often do you brush? _________________________


  Medical History
    Physician’s Name ________________________________________   Date of Last Visit ________________________________

    Have you had any serious illnesses or operations? ___Yes    ___No      If yes, describe _________________________________

    Have you ever had a blood transfusion? ___ Yes   ___ No                   If yes, give approximate dates ______________________

    (Women) Are you pregnant? ___yes  ___No              Nursing? ___Yes   ___No                  Taking birth control? ___Yes  ___No

    Check if you have or have had any of the following:

           ___ Anemia                          ___ Cortisone Treatments                    ___ Hepatitis                    ___ Scarlet Fever
           
           ___Arthritis                           ___ Cough, Persistent                          ___ High Blood Pressure ___ Shortness of Breath

           ___ Artificial Heart Valves    ___ Cough Up Blood                            ___ HIV/AIDS                   ___ Skin Rash

           ___ Artificial Joints               ___ Diabetes                                        ___ Jaw Pain                    ___ Stroke

           ___Asthma                           ___ Epilepsy                                        ___ Kidney Disease          ___ Swelling of Feet or Ankles

           ___ Back Problems              ___ Fainting                                         ___ Liver Disease             ___Thyroid Problems

           ___ Blood Disease               ___ Glaucoma                                     ___ Mitral Valve Prolapse ___ Tobacco Habit

           ___ Cancer                           ___ Headaches                                   ___ Pacemaker                 ___ Tonsillitis

           ___ Chemical Dependency   ___ Heart Murmur                               ___ Radiation Treatment  ___ Tuberculosis

           ___ Chemotherapy               ___ Heart Problems                            ___ Respiratory Disease   ___ Ulcer

           ___ Circulatory Problems     ___ Hemophilia

         PLEASE LIST ANY MEDICATIONS YOU ARE TAKING                                    PLEASE LIST ANY ALLERGIES

    _________________________________________________                 ____________________________________________
 
    _________________________________________________                 ____________________________________________

  Authorization
                                       I certify that I, and/or my dependent(s), have insurance coverage and assign directly to DR. WILKES and DR. CHUONG all   
                                       Insurance benefits, if any, otherwise payable to me for services rendered.  I understand that I am financially responsible for all 
                                       charges whether or not paid by insurance.  I authorize the use of my signature on all insurance submissions.  I understand that 
                                       I am responsible for all charges billed on the date of my service if I do not have insurance.  The above named dentist may use
                                       my health care information and may disclose such information to the above-named Insurance Company and their agents for the
                                      purpose of obtaining payment for services and determining insurance benefits or benefits payable for related services. I understand
[bookmark: _GoBack]                                      I may be charged a fee for any missed appointments or for appointments cancelled with less than 24 hours’ notice to the office.

Signature _________________________________________________   Date ______________________________________
