Scottsdale Smile Center | General, Restorative & Cosmetic Dentistry
Lincoln Plaza Medical Center | 7125 E. Lincoln Dr., Suite 106 | Scottsdale, Arizona 85253

[p1480.991.2180 | [f]480.991.2183 | info@scottsdalesmile.com

We warmly welcome you to our office. Please take a few moments to complete the following information so we can better care for you.
Itis our goal to help you reach and maintain maximum oral health.

Name: | prefer to be called:
Male  Female Birth date: Social Security Number:
Home Address:

Home Phane: Cell Phone:

Work Phane: E-mail Address:
Occupation: Employer:

Employer Address:

Whom may we thank for referring you?

How do you prefer to confirm your appointment?

Previous / Present Dentist:

Last Visit Date

Primary Dental Insurance

Insurance Co. Name:

Insurance Co. Address:

Other family members seen by us?

Where and when are the best times to reach you?

Phone Number:

Insured's Name:

Relation:

Insurance Co. Phone #:

Group # (Plan, Local or Policy#):

Insured’s Birth Date:

Insured's S.S. #

In the events of an emergency. please indicate someone who lives near you that we should contact:

Name:

Relation:

Work Phone:

A note for our patients with dental insurance:

Other Phone:

We will assist you in anyway possible to maximize your insurance benefits. We are happy to file claims to your insurance carrier if you desire. We will do our best to make as close of a calculation as
possible of what your insurance plan will cover, however regardless of what your insurance plan pays for you, you are responsible for all fees.

Patient Initial

Appointment Cancellation Policy:

Please help us deliver the best quality dental care by keeping scheduled visits. If unable to keep your appointment please give at
east 48 hours. We reserve the right to charge $50.00 per hour for appointments canceled with less than adequate notice.

Patient Initial
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Name Date

Date of last health care exam: What was this exam for?

List names and phone numbers of physicians currently providing you care.

1. 4,
2 b.
3. 6.

List all medications you are currently taking, including 0TC and supplements.

1. 4. 7.

2. b, 8.

3. 6. 9.

Allergies - are you allergic to or have you had unfavorable reaction to any of the following?

Penicillin or other antibiotics No Yes Latex No Yes
Codeine No Yes Metals No Yes
Valium or other sedatives No Yes Local Anesthetics No Yes
Aspirin, Tylenol or Ibuprofen No Yes Other (specify)

Tobacca, Alcohol, Drugs

Do you use tobacco? No Yes Smoke?  No  Yes how long?

Do you want to quit? No Yes Chew? No Yes how long?

Do you consume alcohol? No Yes How much/often?

Do you use any mood altering drugs? (list)

Do you take any of these medications?

Pre-medication before dental treatment No Yes Bisphosphonates - Fosamax, Zometa, Actonel, Reclast  No Yes
Antacids No Yes Dilantin or Tegretol No Yes
St John’s Wort or Kava-Kava? No Yes Tagament or Prilosec? No Yes
Blood Pressure
Do you have high blood pressure? No Yes BP today
Do you have now or a history of?
Anemia or Blood Disorder? No Yes Hepatitis, Any Form No Yes
Arthritis, Rheumatism or other inflammatory disease? No Yes Joint Replacement? When placed? No Yes
Asthma No Yes Kidney Disease No Yes
Abnormal Bleeding from a cut? No Yes Liver Disease (including Jaundice) No Yes
Cancer or Tumor? No Yes Sore/Enlarged Lymph Nodes No Yes
Diabetes No Yes Psychosis No Yes
Emphysema No Yes Previous Biopsies No Yes
Epilepsy No Yes Radiation or Chemotherapy No Yes
Fainting or Dizzy Spell No Yes Rheumatic Fever No Yes
Glaucoma No Yes Slow-Healing Mouth Sores No Yes
Abnormal Heart or Previous Bacterial Endocarditis No Yes Unintentional Weight Loss/Gain No Yes
Heart Valve (artificial) or Heart Transplant No Yes H.LV. Infection/AIDS or ARC No Yes
Congenital Heart Disease No Yes Venereal Disease No Yes
Heart Disease, Heart Attack, Heart Surgery No Yes Other Conditions No Yes
Heart Stent? When placed? No Yes Recurrent Illnesses No Yes
Women - Are you pregnant? No Yes

| understand the above information is necessary to provide me with dental care in a safe and efficient manner. | have answered all questions to the best of my knowledge. Should further information be
needed, you have my permission to ask the respective health care provider or agency, who may release such information to you. I will notify the doctor of change in my health and medication. | authorize
the dental staff to perform any necessary dental services that | may need during diagnosis and treatment with my informed consent.

Patient (Print Name) Patient Signature Date

Doctor (Print Name) Doctor Signature Date
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