Mark A. Parsons, D.D.S.
Foy L. Hamons, D.D.S.

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 your dental 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.

£ Personal Information

Patient’s name Date

Birthdate Social Security # - -
Nickname, if any WO mae [ Female [J minor
Address, Home #

City. State Zip
Employer Work #

Cell # Email Other contact #
£ Responsible Party

Who is responsible for the account?

Relationship to the patient Email:

Birthdate Social Security # - -

Driver’s License # Home #

Address

City State Zip
Employer Work #
Spouse’s name Spouse’s Birthdate

Spouse’s Social Security # - Driver's License #

Spouse’s Employer. Work # Home #
#1 Dental Insurance Information

PRIMARY INSURANCE ADDITIONAL INSURANCE
Insured Name Insured Name

Relation to pt. Relation to pt.

Insured’s Birthdate insured’s Birthdate

Soc. Sec. # - - Soc. Sec. # - -
Insurance Co. Insurance Co.

Group Group

Phone # Phone #

Employer Employer

Plecse Gill Out Other Side. . .



Medical-Dental Information

Reason for visit ?

OFFICE USE ONLY
Hx Check BP

Are You under a physician's care?

If so, for what?

Physician's name

Are you:
Taking any medications now?

If so, what?

Allergic to anything?

If so, What?
Using tobacco of any kind?

If so, what?

Are you pregnant?

YE]s b[l:cl>
o 0O
O 0O
o 0O

Patient Medical History

Does the patient have or had in the past:(Check each that applies)

[] Diabetes

[J Heart disease

(] Congenital heart defectmumur
] Lung disease

[J Kidney disease

[ Liver disease

[] Hepatitis

[J Abnormal bleeding

L1 Prior radiation therapy
[ cancer

g Stroke

[0 Handicap/Disabilities

O High/Low blood pressure
[] Anemia

O Tuberculosis

O Glaucoma

O Epiiepsy

O Trauma to the face

O Asthma

0 viviaips

O Joint Problems/Replacements
O Other

HISTORY CHANGES - OFFICE USE ONLY

Date Items

Patient Dental History

Name of Previous Dentist and Location

1. Do your gums bleed while brushing or flossing?

2. Are your teeth sensitive to hot or cold liquids/foods?
3.Are your teeth sensitive to sweet or sour liquids/foods?
4.Do you feel pain in any of your teeth?

5.Do you have any sores or lumps in or near your mouth?
6.Have you had any head, neck or jaw injuries?

7.Have you ever experienced any of the foliowing

problems in your jaw?
Clicking
Pain (joint,ear,side of face)
Difficulty in opening or closing
Difficulty in chewing

Date of Exam
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Authorization and Release

8. Do you have frequent headaches?

9. Do you clench or grind your teeth?

10. Do you bite your lips or cheeks frequently ?

11.Have you ever had any difficult extractions
in the past?

12.Have you ever had any prolonged bleeding
following extractions?

13.Have you had any orthodontic treatment?

14.Do you wear dentures or partials?

15.Have you ever received oral hygiene instructions
regarding the care of your teeth and gums?

16.Do you like your smile?

OO0 OO0 O Ooox
OO0 OO0 O dod=

I authorize the dentist to release any information, including the diagnosis, and the records of any treatment or examination rendered to me or my child
during the period of such dental care to third party payers, other health practitioners, and/or family members, or others to the extent necessary to help
with your healthcare or payment for your healthcare. | also understand that my dental insurance carrier may pay less than the actual bill for services
and | agree to be responsible for payment of all services rendered on my behalf or my dependents.

Signature of patient (or parent, if minor). Date




