The Center For Progressive Dentistry

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

'Patient Information (CONFIDENTIAL)

_ Social Security #
Name [ JMale [ ] Female Birthdate Home Phone
Address City State Zip
Check appropriate Box: [ |Minor [ ]Single [ JMarried [ ]Divorced [ |Widowed [ ]Separated
Employed By Business Phone Spouse/Parent Name
If Student, Name of School/College City State [_1Full Time [_] Part Time
Whom May We Thank for Referring You? Email
Person to Contact in Case of Emergency Phone
'1:@;&@15;3__?@9
Mame of Person Responsible for this Account Relationship to Patient
Home Phone Birthdate Social Security #
Address City State Zip

Payment is due in full at time of services. For your convenience we accept Cash, Personal Checks, and Major Credit Cards.

Insurance Information

Name of Insured

Name of Employer Date Employed

Relationship to Patient

Social Security #
Date of Birth

Name of Insurance

Group or Policy #

DO YOU HAVE ANY ADDITIONAL DENTAL INSURANCE?
Name of Insured

[[]Yes
Relationship to Patient

[ JNo IFYES, COMPLETE THE FOLLOWING:
Social Security #

Name of Employer Date Employed Date of Birth

Name of Insurance Group or Policy #

Patient Dental Information VES NO YES NO
1. Are you having any discomfort at this time? ..o ][] 5. Have you ever had any difficulty with

2. Do your gums bleed while brushing or flossing?.......ceeeeeene. 0 {0 cexbrachpns e e ikl

3. Are your teeth sensitive to hot or cold liguids/foods? ............
4, Have you ever experienced any of the following problems
IRYOUTJawy:  GHERINE fme oo i s
Pain (joint, ear, side of face) ..o,
Difficulty in opening or closing ...
Difficulby in CheWing ...

-1 [] 8 Doyou have any fear of having denistry done?
.[C] [] 9. Doyou wear dentures or partials? ..........c........

[ [ 6. Have you ever had your teeth straightened? ...[] []
7. Doyou use dental floss? ....ccoeeiveecersssressnnens

[ [] 10.1f yes are you satisfied with them?...................
[1 [1 11. Do you like your Smile? .........cccoonrmireresmmssmmssesns







