Welcome to Metropolitan Dental Care

Personal Information

Date

First Name Last Name Middle Initial
Preferred Name Address

City, State, Zip

Home Phone Work Phone Cell Phone

OMale [OFemale

OMinor [OSingle [OMarried [ODomestic Partner
Birth Date Social Security #
Employer Occupation
E-mail Address
How do you prefer to be contacted? [JE-mail OText Message [DHome # OWork # CICell #
Who may we thank for referring you to our office?
Emergency Contact Phone #
Have you seen us on Facebook?dYes [ONo

Responsible Party

Who is responsible for the account?(If other than yourself)
Name

Relationship to Patient Birth Date Driver’s License #
Social Security # E-mail Address
Address
City,State,Zip
Employer Occupation
Method of Payment [OCash OCheck [Credit Card

Primary Dental Insurance Information

Name of Insured Relationship to Patient
Insured’s Birth Date Insured’s Social Security #

Group # Insured’s ID #

Employer Phone Number Occupation

Insurance Company
Claims/Insurance Company Address
City, State, Zip

Deductible  ~ Maximum Annual Benefit Amount Used
Additional (Secondary) Dental Insurance

Name of Insured Relationship to Patient

Insured’s Birth Date Insured’s Social Security #

Group # Insured’s ID #

Employer Phone Number Occupation

Insurance Company
Claims/Insurance Company Address
City, State, Zip
Deductible  ~~ Maximum Annual Benefit Amount Used
Consent:

T understand that responsibility for payment of dental services in this office for myself and my dependents is mine, due and payable at the time of services are rendered unless
financial arrangements have been made. I understand that I am responsible for all costs of collection including attorney fees, collection fees, and court costs. I understand that any
unpaid balance will be assessed interest at the rate of 18.00% (1.5% monthly). Insurance claims are filed as a courtesy, but it is my responsibility to see that the claims are
paid. | fully understand that I am responsible for payment of fees not covered by insurance. I also assign all benefits to the Dentist. I acknowledge that my signature on this

document authorizes the submission of claims without obtaining my signature on each and every claim submitted. I give my authorization and consent for treatment after having a
full explanation of proposed treatment, alternatives, and risks by my doctor.

Responsible Party’s Signature Date




Dental History

Do you have or have you had any of the following?

[dJaw/joint disorder ONitrous Oxide Gas

OInjury to mouth/face [ Dental problems now

OTooth Removal

[Orthodontic treatment/Braces [J1s there anything you wish you could
[OBleeding gums change about your teeth?

[ Periodontal surgery OHave you ever had an unpleasant dental experience?

O Sensitivity to hot/cold/sweets/pressure
Do you need to be pre-medicated with antibiotics before dental procedures (i.e. for congenital heart conditions)? [JYes CONo
Date of last dental visit

Previous Dentist

Why have you come to the dentist today?

How would you describe the condition of your teeth and gums? [dGood [Fair CPoor
Are you currently in pain or discomfort with your teeth and gums? [JYes [ONo

If yes, please explain:

If you could wave a magic wand and change anything you could about the appearance of your smile, what would you like to do?

If you could easily and safely whiten your teeth, would you be interested? [JYes [INo

How often do you brush your teeth?

Do your gums bleed when you brush? [Yes [ONo

Have you ever experienced pain in your jaw joint? (JYes [INo
Have you ever been treated for TMJ symptoms? (OYes[ONo If yes, please explain:

Floss your teeth?

Floss? [Yes [ONo

Do you grind your teeth? (JYes [INo

Do you snore? [IYes [INo

Medical History

Although dental personnel primarily treat the area in an around your mouth, your mouth is a part of your entire body. Health problems that
you may have or medication that you may be taking could have an important interrelationship with the dentistry you will receive.

Are you under a physician’s care now?dYes [ONo If yes, please explain
Have you ever been hospitalized or had a major operation?[JYes [INo If yes, please explain
Have you ever had a serious head or neck injury? (0Yes[(INo If yes, please explain
Are you taking any medications, pills, or drugs? [IYes [INo If yes, please explain

Do you take or have you taken Phen-Fen or Redux? [JYes[INo
Are you on a special diet? (JYes[ONo

Do you use tobacco? [JYes[JNo

Do you use controlled substances? [JYes[[INo
Do you take or have you taken oral or 1.V. bisphosphonates or any drugs for osteoporosis? [JYes[[INo

Women: Are you Pregnant/Trying to get pregnant?[JYes[ONo  Taking oral contraceptives? (JYes [JNo Nursing? [(JYes[[INo
Are you allergic to any of the following?

OAspirin  OPenicillin - [0Codeine  CJAcrylic [OMetal [OLatex [JLocal Anesthetics [Other

Do you have or have you had any of the following?

[JAIDS/HIV positive [JCongenital Heart Disorder [JHeart Attack/Failure [IMitral Valve Prolapse [Tonsillitis
[JAlzheimer’s Disease [Convulsions [OHeart Murmur [JPain in Jaw Joints [Tuberculosis
DAnaphylaxis [Cortisone Medicine [JHeart Pace Maker [Parathyroid Disease [JTumors or Growths
OAnemia [ODiabetes [JHeart Trouble/Disease  [JRadiation Treatment [Ulcers

[JAngina [ODrug Addiction [JHemophilia [IRecent Weight Loss/Gain ~ [JSTD’s
CArthritis/Gout [JEasily Winded [JHepatitis A [JRenal Dialysis OYellow Jaundice
CArtificial Heart Valve [JEmphysema [JHepatitis B or C [ORheumatic Fever [JHigh Cholesterol
CArtificial Joint [JEpilepsy/Seizures [JHerpes [JRheumatism [JOsteoporosis
OJAsthma [JExcessive Bleeding [JHigh Blood Pressure [JScarlet Fever [JEating Disorder
[OBlood Disease [JExcessive Thirst [OHives or Rash [JShingles [JProstate Issues
[OBlood Transfusion [JFainting Spell/Dizziness [ JHypoglycemia [JSickle Cell Disease (H1514Y%
[OBreathing Problem [JFrequent Cough [lrregular Heartbeat [Sinus Trouble [JOther not listed
[IBruise Easily [JFrequent Diarrhea [OKidney Problems [Spina Bifida

Ocancer OFrequent Headaches [Leukemia [Stomach/Intestinal Disease

DChemotherapy [JGenital Herpes [Liver Disease [Stroke

[JChest Pains [OGlaucoma [JLow Blood Pressure [JSwelling of Limbs

CJCold Sores/Fever Blisters [JHay Fever [JLung Disease [Thyroid Disease

Physician Phone

To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be dangerous to my (or patient’s)

health. It is my responsibility to inform the dental office of any changes in medical status.
SIGNATURE OF PATIENT, PARENT, OR GUARDIAN

DATE




METROPOLITAN DENTAL CARE P.C.

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE
OF PRIVACY PRACTICES

*You May Refuse to Sign This Acknowledgement*

l, have received a copy of this
office’s Notice of Privacy Practices.

| authorize Metropolitan Dental Care to discuss my [ account/financials [ future
treatment [] dental visit information with:

Please Print Name

Signature

Date

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:

D Individual refused to sign
D Communication barriers prohibited obtaining the acknowledgement
D An Emergency situation prevented us from obtaining acknowledgement

Other (Please Specify)
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