Frankart
\ | Family
Dental

Thank you for selecting our dental team! We will strive to provide you with the best possible care. To help us meet all your dental
needs, please fill out this form completely. If you have any questions or need assistance, please ask us and we will be happy to help!

Patient Information

Name Birthdate Primary Phone

Address City State/Prov. Zip

Email Check Appropriate Box [OMinor [ Single [ Married
Preferred method of Contact ___ Phone ___ Email

If Student, Name of School / College F.T.__ PT.__ City State/Prov____
Patient’s or Parent’s Employer Work Phone

Business Address City State/Prov. Zip

Whom May We Thank for Referring You?

Person to Contact in Case of Emergency Phone

Responsible Party

Name of Person Responsible for this Account Relationship to Patient
Address

Driver’s License # Birthdate Financial Institution
Employer Work Phone SSN#

Is this Person Currently a Patient in our Office? [1Yes CINo

Insurance Information

Name of Insured Relationship to Patient
Birthdate SSN Date Employed

Name of Employer Work Phone

Address of Employer City State/Prov Zip
Insurance Company Group # Policy ID#

Ins. Co. Address City State/Prov Zip

DO YOU HAVE ANY ADDITIONAL INSURANCE? [Yes CINo IF YES, COMPLETE THE FOLLOWING:

Name of Insured Relationship to Patient
Birthdate SSN Date Employed

Name of Employer Work Phone

Address of Employer City State/Prov Zip
Insurance Company Group # Policy ID#

Ins. Co. Address City State/Prov Zip




Patient Medical History

Physician Office Phone Date of Last Exam
Yes No
1) Are you under medical treatMeNT NOW?........ooiiiiiii ettt ettt e e et e e eeta e e e e bb e e e esabe e e e assaraeeeeaneaeas J:l J:l
a. If so, what for?
2) Have you ever been hospitalized for surgery or serious illness within the last 5 years?..........c.cccccevvveenneen. J:[ J:l
a. |If Yes, please elaborate:
3) Do you require prophylactic antibiotics before dental treatment?..........ccccee i, D J:[
4) Are you taking any medications including non-prescription mediCings?..........cccccuveeeeiiiieeeiiee e O

5)
6)
7)
8)

9)

a. If Yes, please list your medications:

Have you ever taken Phen-FEN/REAUXP.........couiiiiie e ettt ecteeeteeeete e eeteeeeaeeestaeeeaeeesabeesabeesaseesareesnseesares g g

DO YOU USE t0DACCO PrOAUCES/VAPEY....ccviiectieeetiee et e etee et e eteeeetee e tveeeteeestbeeeabeesabeeeseeebeeeesesessseessseesareesnseesas [ 1

DO YOU USE CONLIOlled SUDSTANCES?.....c...eiiiiciee ettt e ete e e e et e e e e e ba e e e e abae e e e tbeeeeeaseesennanaas D_ D_

Are you allergic to any of the following?:
a. Local Anesthetics (€.8. NOVOCAINE) ..ottt et ettt st et es s saesbe st entenaesansaneeaen D D_
b.  Penicillin or other ANtibIOtICS.......cviiececee et ettt sb e et r e et e e _D _D_
C. SUIA DIUES. ..ttt sttt sttt st e et et e e be st e e e st eb e e s aeebe st seasebeebeasabesbenssbasbessrsaseebe s ssnsesesensatann O O
0. BarbitUrates/SEUAtIVES.......ccvee ettt ettt ettt s a et a st se s esebe e s b s ebesea bt ebennbesatennanes 0
€. Metals (NICKEl, MEICUIY, BLC.) ittt r e st st st aasebesae e e s aebsesens J:l_ D_
LS I <) OO U PTRU R TSRSRUTRRt _|:|_ D_
L= SR X o1 o 1 PO D D_
TR 1 o 10T o] o] {1 PO U O SRR UOTUSRSRTIOE D_ D_
i. Other:

Do you have or have you had any of the following?:
F TR o 1= oY =] o Yo Yo I 2 oYY U T OO D_ I:L
D, LOW BlOOT PrESSUIE.....iiieiiee vt st ettt et s bbb e b e s e st e b et sbe s et st ses e et essesabennnnsene O L
Co HEAI DISEASE....ouueeeeeeeverseesieessee st st sss e sss e e et sss e s ss s ses e s e s sas s s st ns s O [
. MILral ValVe PrOlapSe... ittt e e st ettt e e stesae e et tsassteste e es et assanssaestensasassesersasestesnnsennns O O
e. Other heart defects:
f.  Rheumatic Fever D_ I:l_
L= O =Ty o 11 o L OO USSR O 1
h. Heart Attack........coooevvvvenrrenneen. 1 [
i.  Cardiac Pacemaker D_ |:|_
j.  Easily Winded......ccceovevvvveececeenes |:|_ |:|_
k. Heart Murmur..... 1 [
I.  Stroke......cccoenn. ]:l_ D_
m. Swollen Ankles O
n. Hay Fever/Allergies O O
0. ASTNMA e s g g
p. Emphysema.....cccoeevvevevrereee. O O
g. Tuberculosis............ O O
r.  Fainting/Seizures.... O O
S.  Anemia.....c.eeennens _D _El
t. Cancer D J:l
u. Radiation Therapy _EI _|:|
A 2 1 - TU Tole Yo - TSR TR D J:l_
W.  Arthritis....cceeeeeeveceecnceeeee, _D _El
x. Joint Replacement 1 [
y. Liver Disease.....cccocevivrcererenene J:|_ J:|_
z. Kidney Disease.... _D _El
aa. Diabetes.........ccuunee. 0 0
bb. Thyroid Problem:s....... Q Q
cc. Stomach Problems/Ulcers _|:| _I:I
dd. HIV/AIDS......oooveeeeveeceeesee e, O O
8. STDS ittt sttt sttt et e he et h et e Re e e e R R e e R SR se R eR e eaeeRese e en e e et ene seeenee _|:| _|:|



Yes No
10) Women Only:

a. Areyou pregnant or think you may be pregnant?...........cccciiiiiiieeeciie e e J:[ J:L
D, AIE YOU NUISINE? ..ottt e ettt e ettt e e ettt e e e e e eeabe e e eeabeeeeetbeeeeaasseaeessaseeanbaeaeassaeseannenas 0 O
C.  Are you taking oral CONTraCePLIVES?......c.uiii e ettt ettt e ettt e et e e e te e e eeareeeeaeeeeesabeeeeeasnns 0O O

Patient Dental History

Name of Previous Dentist & Location Date of Last Exam
Yes No
1) Are you having any pain With yOUFr tEEENT.........c.uiii ettt e e e eabe e e eeanes O [
2) Are your teeth sensitive to any of the following?:
= TR = o ) OO SRRSO g g
D COI0.ereeereeeeeeeeeseeees oo eeeeeeees e eee e ees e see e e e st et ses e sen e eesee e O O
c. Sweet......... g Q
d. Pressure J:[ J:[
3) Do your gums bleed While DrUSHING/FIOSSINE?.cv.v.eeeeeeerereeeeeeeeeee oo eeeeeeerereseeeeseeseseeseseseseeseseesesessesesnaens 1 [1
4) Does food or floss catch between your tEEh?.............oo i O
5) Have you ever received gum/periodontal treatmMents?........ccccveiiieeeieeeiieecre e re e e e 1 [
6) Do you have any sores or lumps in/around your MOULN?........c.c.covieiiiiiieceie ettt et _|:|_ _D
7) Are you experiencing any pain, clicking/popping, or limited opening with your jaw?.........cccccceevvvreereennee. _|:|_ D
8) Do you have frequent hEadaChEs?........c.uuiii i ate e e et be e e e et b e e e e asae e e saareaeean _|:|_ _E[
9) DO YOU ClenCh/Brind YOUE tEETNT......cccueieiiecee ettt ettt e et e e e etbe e s ae e sabe e sbeesabeeeseesbaeenseeenes J:|_ _I:[
10) Have you ever had a difficult tooth extraction?.........cccceeevvieiiiiee e, _|:|_ _I:l
11) Have you ever had prolonged bleeding associated with a tooth extraction?...........cccccvveeeiiiiieciiee e, O O
12) Do you wear dentures/partial deNtUIES?........ccviicieeiieeecee ettt et e e e e teeesabeeetreesaaeesabeeenseesares 0 O
13) Have you ever had orthodontic treatMeENT?.........cccciii e e e e er e e e earaeas Q Q
14) Are you interested in WhITENINE?......coo i et e e et e e e e tae e e e s ba e e e s ntaeeesntaeeeessreeasnnnes I:L D_
15) Is there anything you would like to change about your teeth/smile?........cccccvvevievieceeceiiee e J:|_ D

a. |If so, please elaborate:

Authorization and Release

| certify that | have read and understand the above information to the best of my knowledge. The above questions have been
accurately answered. | understand that providing incorrect information can be dangerous to my health. | authorize the dentist to
release any information including the diagnosis and the records of any treatment or examination rendered to me or my child during
the period of such dental care to third party payors and/or health practitioners. | authorize and request my insurance company to
pay directly to the dentists or dental group insurance benefits otherwise payable to me. | understand that my dental insurance
carrier may pay less than the actual bill for services. | agree to be responsible for payment of all services rendered on my behalf or
my dependents.

X

Signature of patient (or parent if minor)
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