Dr. Burliss and Staff will strive to provide you with the best
possible periodontal care. To help us meet all your periodontal healthcare

x needs, please complete this form in ink. If you have any questions or
need assistance, please ask us - we will be happy to assist you.

. Patient #
1 ' Soc. Sec. #
Patient Information coNFDENTIAD
' Date
Name Birthdate Home Phone
_ State/ Zip/Post.
Address City Prov. Code
Email Cell Phone
Check Appropriate Box: Minor || Single Married |_] Divorced Widowed Separated
State/ Full Part
If Student, Name of School/College City Prov. Time L1 Time
Patient’s or Parent’s Employer Work Phone
. _ State/ Zip/Post.
Business Address City Prov. Code
Spouse or Parent’s Name Employer Work Phone
Whom May We Thank for Referring You?
Person to Contact in Case of Emergency Phone
Respons Zble :LJ' Relationship
Name of Person Responsible for this Account to Patient %
Address Home Phone
Driver’s License#: Birthdate Financial Institution
Employer Work Phone SS#
Is this Person Currently a Patient in our Office? Yes No
Payment in full at each appointment.
f Relationship
Name of Insured to Patient
Birthdate Social Security # Date Employed
N Empl Union or Local# Work Phone o)
HHER P Qe State/ Zip/Post.
Address of Employer City Prov. Code
Insurance Company Group# Policy/ID# :
. State/ Zip/Post.
Ins. Co. Address City Prov. Code
Ins. Co. Phone Ins. Co. Fax

DO YOU HAVE ANY ADDITIONAL DENTAL INSURANCE? [] Yes No

IF YES, COMPLETE THE FOLLOWING:

Relationship
Name of Insured to Patient
Birthdate Social Security # Date Employed
Name of Employer Union or Local# Work Phone
i : State/ Zip/Post.
Address of Employer City Prov Code
Secondary Dental :
Insurance Company Group# Policy/I1D# :
: State/ Zip/Post.
Ins. Co. Address City Prov. Code
Ins. Co. Phone Ins. Co. Fax

Owver Please



e ey P e

£ Pa tientMedicalH z's.tory

Authorization and Release

[ certify that I have read and understand the above information to the best
I understand that providing incorrect information can be
the diagnosis and the records of any treatment or examination rendered to me or m
payors and/or health practitioners. I agree to be responsible for paymernt

X

Signature of patient (or parent if minor)

Doctor’s Comments

of my knowledge. The above questions have b
dangerous to my health. I authorize the dentist to release
y child during the
of all services rendered on my beh

Physician N Office Phone Date of Last Exam
; 3 Yes No : . Yes No
1. Are you under medical treatment now? .......... ... .. 8. Are you allerg ‘C?ff" or have you had any reactions
2. Have you ever been hospitalized for an ko the following: , :
surgical operation or serious illness within the last 5 years? | [ Local Anesthetics (e.g. novocain) ..............
If yes, please explain Penicillin or other Antibiotics. . ............... sl
: S EHOS. oo vt bt s it e
- BarHIR S, e e
3. Are you taking any medication(s) SEARNIDESL e e
including non-prescription-medicing? . ............... l e S e T e
If yes, what medication(s) are you taking and dosage? e e R SR e S e &
) Any Metals (e.g. nickel, mercury, etc.).......... []
lateseRubbeRt s St fs o e st sl e
4. Do you currently pre-med for dental procedures? . . . . ... | Other (please list)
5. Do you take medication to thin your blood? . . . ...... ... 9. Women Only:
6. Do you smoke?  How much? B kv b i ] a) Are you pregnant or think you may be pregnant?
blAre ga iESTHE? S v o s e e e
7. Do you have or have you had any of the following? c) Are you taking oral contraceptives? . ......... ]
Yes No Yes .—No Yes No
High Blood Pressure . ... ....... ] Heart Dhigense - s &) ClestRainge L o ciae s
HearBattael e e s, § e s Cardiac Pacemaker. . ........... Rl e Eisthy Windedt, oo uaniiic i =
RheumaticFever ... ........... =] Heogr b MUl 50 sy OS5 T jesrt) ] 7 M e e e e B s
Swiollen:Anklos: 2 o s o AN e S Bl i baytever | Allereies, . v oin iy B0 E]
Fainting / Seizures .. .......... = Erequenthy Tived: ..o civig o, | TRbE IR I S e L
Asthmin ot ot e ) = Va1 T R S R I Radiation Therapy ........... 5
Low Blood Pressure. . .......... EAttpltisemmne Salls, S o S o E S iGlautame o e
Epilepsy / Convulsions . . . . .. ... CRUCEE: vy . s S L ) Recent Weight Loss e b, Bl
Betilenmia o S o e S B = ARyl ol e s | Liver Diease: sy dolt s i =
Ehahetes...vo o nann i cn i Joint Replacement or Implant . . .. | Respiratory Problems . . .... .., B
KidnelEiseases, o s conaiin v 2 [ Hepatitis / Jaundice. . .......... I Mitral Valve Prolapse . . . . ... ..
AIDS or HIV Infection . ........ = Sexually Transmitted Disease. . . . | Other 5]
wr . Thuroid Problent . i, I | Heitis | ColHE - o sonn
' Patient Dental History
- Name of “General” Dentist and Location Date of Last Exam
Yes No Yes No
1. Do you think your teeth are affecting 10. Do you bite your lips or cheeks frequently? . . . . .. i
your general health inanyway?. ..................... = 11. Have you ever had any difficult extractions
2. Do your gums bleed while brushing or flossing? . .......... [ o B Tl L SN R s B et e G R
3.0 you huve sensittve teeth?. ..o oy ivussvinn i = 12. Have you ever had any periodontal treatment/
4. Do you feel pain to any of your teeth? . .................. = BUFCENI G Sk e e i oy i e T B
5. Have you ever had sores in the mouth or on the lips 13. Have you had any orthodontic treatment? . . . . . ..
tnalareslotgtahegls o ol o e e =] 14. Do you wear dentures or partials? . . .. ..
- 6. Do you have or have you ever had sinus trouble?. .......... If yes, date of placement
ZeDayonfloss? Beawoften? Ti000 - G0 i ] 15. Have you ever received oral hygiene instructions
8. Do you have frequent headaches? . ...................... regarding the care of your teeth and gums? . .. . ..
9. Do you clench or grind your teeth?, . .................... [ 16, Elayou like Bowr smile? =i vvviiivnna s b

een accurately answered.
any information including
period of such Dental care to third party
alf or my dependents.

Signature

Dicite
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