Thank you for trusting ux with your dental care.
We promise to do our best fo provide you with
the finest care available. If you have any
gquestions please do wot hesitare fo call us
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EXAM CONSENT

I, th undorsigned patient, hareby authonze the providors at Mitchell Dontal Clinic to parform the procodure(s) nacassany
b x-finys, oxaminations and / of a profpssional teeth cednang

Signature of pathent, paranl, guandian o parsonal répresentative Date of Birth

Please print name

PRIVACY PRACTICES ACKNOWLEDGEMENT

I have recaived the Maotice of Privacy Prachoas and | have Deen provided an opporunity 10 reviesw il

Relation

Signature of patient, paronl, guardian of personal FOpresoentative Data of Birth
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DENTAL HISTORY

E—
Reason lor today's visit Data of last denial visit
Former Dentist Date of last dantal X-rays £
Addniss
Chisck () f wou have had any of the lollowing:
[ B broath [ Grinsdirg besath ] Sensitrvity 1o hiat
(] Bineding gums ] Loose teoth of broken Blings ] Sersitivity 1o sweots
[ Clicking ar popping jaw [[] Pesiodontal treatment [[] Sensitivity when biting
[ Food collection between the beeth [T Sensitvity o cold [ Sores or growths in your mouth
How often do you flossT How often do you brush?
MEDICAL HISTORY
Physician’'s Name Date of kast visit

Have you ever taken &ny of the group of drugs collectively referred 1o as “fen-phen?” These include combinations of lonimin,
Adipex, Fastin (brand names of phentermana), Pondimin (fenfluraming) and Redux (dexfenfluraming). [JYes [ No

Have you had any serious linesses or operations? [JYes [JNo M yes, describe
Have you ever had a blood transfusion? []Yes [ Mo H yes, give approximate dates
(Women) Are you pregnant? [J¥es [OMo  Nursing? CJYes [IMo  Taking birth control pilis? [Jvas [ Ne

Chock (') if you have had any of the following:

[] Anemia [ Corisond Treatmants ] Hapatitis ] Rhourmatic Faver
[7] Arthvitis, Rbaumatism [ Cough, Persistent [7] High Blood Pressuie [ Scaat Fever
[7] Artaticial Heart Vahves [] Cough up Blood ClHV / AIDS ] Shartnasa of Breath
[ Artiticial Joints [] Diabetes ] Jaw Pain Esﬁmm
[ Asthena [] Epilepey [] Kidnoy Disoase Stroke
[ Back Problems [] Fainging ] Liver Disoass Umnﬂmﬂm
] Blood Disease [ Glawcoma ] Mitrat Valve Prolagse g:’*’“‘"’w
] Cancer [] Headaches [ Ostecporosis B Db
[] Chemical Dependency ] Hoart Murmur [ Pacemaker D'"”‘“H
[ Circulatary Problama [] Hamaophilia ] Respiratory Disoasa Ow

Medications: Allergies:

List medications you are currently taking and the

cormelating diagnosis:

AUTHORIZATION AND RELEASE

| havvm pedd and andeoned the above quostions to the bost of my knowladge. | authorize and reques! my insurance company 1o pay
diractly 10 tho denlist or dental group surance benelts ofherwise payable 1o me. | authonee the doctor 10 release all information
ripoessany (o secure the payment of benefits. | understand that | am financially responsible for all changes whathar or nol paid by
insurance. | authonize the use of thes sigratung on all insurance SubMissiong.

Sigrasture of patent or parent if minor Dato

Paymand ig due in full af tme of treatment unless prior arangements have been approved.



