JACK FAN, D.D.S., PLLC

Thank gou ;or‘sc/ccﬁng our dental healtheare team!

We will strive to lorovfc/c ou with the best /Jossfﬁ/c dental care.

To /IG/ID us mectal| ycura’cn&s/ ncca’s, lp/casc fill out this form comla/cﬁc/ﬂ.

JF “you bave any qucstfons orneed assistance, F/cax ask us-we will be /73/0,:5 to /7540

Full Name

Fa’cicnt Imcormation

Homc Fhonc

Preferred Name Date of Birth
Check Appropriate Fox T Minor 0 Single OMaried  ODhvorced  OWidowed O Partnered
Mobile Phone Best time to call?
APt # City State Zip Code

Address

E-Mail Addrcss

SS#

[f Student, Name oFSchoo]/Co.”cgc

Citg/Statc- Full Time/Part Time

E_mploycr

Citg/Statc FPhone

How did you hear of our office?

Emcrgcncg Coni‘act

Phone

Name of Person Rcsponsiblc for this account

Rcsgonsiblc Fartq

Kclationship to Patient

Date of Birth

Social Hecu rity Number

Homc H’xonc

Address

lnsurancc Compang

Name of Subscriber

Subscriber lD

Emplogcr

5ul>scribcr’5 Address (if different than above)

Aluthorization and Release

Dagtime Phone
City State Zip code
Jnsurance |nformation
Fhone
Relationship to Patient
DOB
City/State Group #

l ccrb'{:g that ] have read and understand the above information to the best of my knowlcclgc‘ -r]wc above qucsﬁons have been

accuratclg answered. | authorize the dentist to release any information inc‘ucling the c‘iagnosfs and the records of any treatment or

examination rendered to me or my child dun'ng the Pcriocl of such dental care to third party payors and/or health Practitioncrs. |

authorize and request my insurance company to pay dircctlg to the dentist or dental group insurance benefits otherwise Pagablc to

me, l understand that my dental insurance carrier may pay less than the actual bill for services. ] agree to be rcsPonsiHc for Pagmcnt

o{:a" services rcndcrcd on mg bchahc or mg depcndcnts.

X '

”Datc

Signaturc of Paticnt (or Parcnt/guardian if Paticn’c isa minor)

OVER...



[Health Histo ry

Date of last dental visit Date of last FU\LMOUth Series of X—-rags

Previous Dentist Namc

|_ocation Fhonc

Reason For'todag’s visit?

Havc you ever had any of the ‘Fo“owing? F‘casc C"!cc‘(ﬁs_ or _[\k)_.

YES NO YES NO YES NO
O 4d ADS : O O Excessive Bleeding O O KcsPiratory Problems
O O Allergies O 0O Fainting O O RheumaticFever
e — 0O O Glaucoma 0O O Sinus Problems
D ‘R‘ZhBIF_TEF’S ' O O Head lr.ljurics O 0O Stomach Problems
O O Ancmia 0O O HeartDisease O O Stroke
O O Arthritis o o Hc?rt Murmur 0O O Thyroid Problems
O O Aﬂiﬁcia‘ Joints O 0O Hcart Va‘vc Rc.P]accmcnt o o TUbC"CUl05i5

[Yes, Date: FYes, Date: 0O O Tumors
O O Asthma O O Flepatitis 00 Uleers
O O Blood Disease 0O O HighBloodPressure O O Venereal Discase
O aocC o O Kidncg Discase O O Codeine A“cr53

ancer :
D D D' r;: . O O Livcr DiSCaSc O O Fcnici”in A"cr&g
“a ‘c es O O MitralValve FrolaPsc O O QOther
O O Disziness 0O 0O Radiation | reatment
o O [:_Pilcpsy .
Flcasc list all medications that you are currcntly taking:
chatcs, are you currcnt{g Prcgnant’? Dch d No ]F ch, Due Date:
Have you ever had complications following dental treatment? OVYes o No
Y P 2

I yes, Plcasc cxplain:

Havc you been admitted to a hospital orneeded emergency care cluring the last two years? OYes O No
]fycs, P]casc cxP‘ain:

Avre you now\undcr the care of a Phgsician’? OVYes ONo

lf yes, Plcasc cxp|ain:
Name of ﬂ'lgsician: Phone:
Do you have any health Problcms that need further arification? OVYes ONo

If yes, Plcasc cxplain:

] ccrhf'g that | have read and understand the above information to the best of my knowlcclgc. The above qucsﬁons have been

accuratc|3 answered. i understand that Providing incorrect information can be dangérous tomy health.

X Date

Signaturc of Paticnt (Parcnf/ guardian if Paticnt is a minor)
C}!angcs to Hcalth History? )

[




