PATIENT INFORMATION

Patient Name Date / /
Address City/State Zip

Home Phone Work Phone Cell/Pager

E-Mail Marital Status: S M W D
Date of Birth / / Social Security # / / Sex: M F
Employer Address

Whom may we thank for referring you? Phone

Emergency contact person/relationship Phone

If you would like reimbursement by dental benefits, please complete the following:

Primary Insurance Co. Address Phone_
Plan name ID Number Group Number

Name of Insured/relation Social Security # - -

Date of Birth / / Employer

Address Phone

Secondary Insurance Co. Address Phone_
Plan name ID Number Group Number

Name of Insured/relation Social Security # - -

Date of Birth / / Employer

Address Phone

I have received a copy of the document entitled Dental Materials Fact Sheet dated May 2004.
I have received a copy of this office’s Notice of Privacy Practices.

CONSENT:

1. I authorize Dr. Peterson and his representatives to take x-rays, study models, photographs, or any
diagnostic aids deemed appropriate to make a thorough diagnosis.

2. I authorize Dr. Peterson to perform all recommended treatment mutually agreed upon by me and to
use the appropriate medication and therapy indicated for such treatment. I understand that using
anesthetic agents embodies a certain risk.

3. I authorize the use of the x-rays, photographs, models or videotapes of my case for use in
presentations or publications of the doctor.

I certify that this information is true and correct. I will notify the office of Brett T. Peterson, DDS
of any changes in the above information or any changes in my health status.

Signature of Patient (Parent if patient is a minor) Date




Patient Name: Medical and Dental History

What brings you into our office today?

Who would we contact for copies of recent dentehys?

What would you like us to know about your dentatiy?

How is your health? Excellent Good Fair Poor

Are you currently taking any medication, drugs ilisp No Yes Please list
Have you taken any medication during the past tears? No Yes Please list

Have you had an allergic or an adverse reacti@myomedications or foods? No Yes
If yes, please list:
Primary Physician's Name Phone
I ndicate which of the following you have had or have at present (please circle each box):

Heart Murmunrmitral valve prolapse) No Yes |Emphysema or other Respitory lllnesses No Yes
Anemia No Yes |Sore/Enlarged Lymph Nodes No Yes
Diabetes No Yes [Previous Biopsies No Yes
Epilepsy No Yes [Slow-Healing Mouth Sores No Yes
Hepatitis, Any Form No Yes |Other Infections No Yes
Rheumatic Fever No Yes |Recurrent llinesses No Yes
Asthma No Yes |Joint Replacement No Yes
HIV Pos, ARC or AlIDs No Yes [Glaucoma No Yes
Psychosis No Yes [Abnormal Bleeding from a cut No Yes
Abnormal Heart Condition No Yes |Liver Disease (including Jaundice) No Yes
Kidney Disease No Yes [Unintentional Weight Loss/Gain No Yes
Heart (Surgery, Disease, Attack No YegLatex Sensitivity No Yes
Venereal Disease No Yes | Tuberculosis No Yes
Hypoglycemia No Yes [History of Seizures No Yes
High Blood Pressure No Yes [Angina No Yes
Tobacco Use No Yes |Prescription Weight Loss (i.e.Phen-Fenn) No Yes

Are you aware of any need to be premedicated beéoeiving dental care? No Yes

Do you have or have you had any other diseasejtaamdr problem not listed? No Yes
If yes, please list:

Areyou interested in Conscious Sedation? No Yes
If yes, please complete the back side of thisform

FOR WOMEN ONLY: Are you pregnant? No Yes What month?

Are you taking birth contol pills? No Yes Are you Nung? No Yes

| understand the above information is necessapydeide me with dental care in a safe and efficraahner
| have answered all questions truthfully and ®hlest of my knowledge.

Signature: Date:
Relationship to patient: Self Parent Other
Dr. Signature: Date:

Dr. Notes:




For Conscious Sedation Patients Only:

Abnormal Blood Pressure No Yes If yes, what is it lig@a
Do you consume grapefruit juice, grapefruits ompefeuit extract? No
Are you taking Tagamet (Cimetidine)? No Yes Howveoft

S

Yes

/D

No Yes How often?

Do you take Antacids?
Are you taking any herbal supplements/Medicines No s Yehich ones?

Diet:
Restricted Diet  No Yes How many meals a day

Food Allergies  No Yes Weight:

Sugar in your diet None  Slight Moderate High



