Date for this account?
SSHIC/Patient 1D # to Patient

Patient Name Insurance Co.
Tast Name

Gouph =

Is patient covered by additional insurance? [1Yes []No
Subscriber's Name .

Birthdate

First Name:

to Patient

Insurance Co.

Group #

ASSIGNMENT AND RELEASE
| certify that |, and/or my dependent(s), have insurance coverage with

and assigr
Nama of Insurance

= i insurance banefs, if

any, olherwise payable o me for services renderod. | undersiand fhai | am

financial responsibie for ai charges whether or not paid by insurance. | authorize
Y signature

Tho above-named denlist may use my health care information and may disciose
and ther agents for

for
or the benefis payable for related services. This consent wil end when my current
is compl one year from

Birthdate

88¢

Spouse’s Employer
Whom may we thankfor refeming you?_____ " TamepuRmR

Signature of Pabent, Parent, Guardian or Personal Representalive

Piease prini name of Pabent, Parent, Guardian of Parsonal Regraserialive

Home ( ) Ext Cell Phone )
Spouse's Work ) Best time and place 1o reach you

IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household.)

Name

Home Phone ) Work Phane (

Reason for today's visit Chew on one side of mouth Mouth breathing
Cigarette, pipe, o cigar smoking Mouth pain, brushing
Former Dentist Clicking or popping jaw Orthodontic treatment
CitySwate _____ Drymouth Pain around ear

Date of last dental visit . Fingernail biting

Date of last dental X-rays Food collection batwsen the teeth

Place a mark on “yes or 'no” to indicate if you  Foreign objects

have had any of the foliowing: Grinding tasth

Bad breath CINo  Gums swollen or tender C Sensitivity when biting
Bleeding gums O CINo  jaw pain or tiredness Sores or growths in your mouth [ Yes
Blisters on lips or mouth CYes CINo  |jp or cheek biling How often do you floss?
Burning sensation on tongue CINo  Loose teath or broken fillings How often do you brush?




